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Peninsula  Hospital  is  a 75-bed  private  psychiatric  hospi- 
tal, providing  treatment  for  acute  emotional  disturbances, 
drug  and  alcohol  abuse,  for  both  adolescents  and  adults. 

Peninsula  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  is  a member  of  the  Amer- 
ican Hospital  Association,  Tennessee  Hospital  Associa- 
tion, Federation  of  American  Hospitals  and  the  National 
Association  of  Private  Psychiatric  Hospitals. 

The  Professional  Staff  is  composed  of  psychiatrists,  li- 
censed clinical  psychologists,  psychiatric  social  workers, 
psychiatric  registered  nurses,  adjunctive  therapists,  and 
mental  health  workers.  This  experienced  team,  together 
with  ancillary  hospital  workers,  provides  a dynamic  treat- 
ment program  designed  for  each  individual  to  bring  about 
change  and  emotional  growth  in  the  patient. 

Peninsula  provides  a special  treatment  program  for  alco- 
holic and  drug  abuse  patients.  Another  program  is  de- 
signed specifically  for  adolescents.  The  adolescent  treat- 
ment program  includes  a fully  staffed  school  program.  An 


individual  education  plan  is  designed  for  each  adoles- 
cent. 

A variety  of  therapeutic  programs  are  scheduled  for  each 
patient’s  day.  These  include  intensive  individual  psy- 
chotherapy, group  psychotherapy,  community  meetings 
with  staff  and  many  collateral  activities. 

Patients  may  be  referred  to  Peninsula  by  their  own  phy- 
sician, former  patients,  or  may  be  self-referred.  Voluntary 
patients  as  well  as  those  who  are  directed  to  the  hospital 
by  a court  are  accepted  for  treatment.  It  is  desirable  for 
the  hospital  to  receive  information  from  physicians,  ther- 
apists, family  and  friends  who  know  the  patient.  Treat- 
ment is  individualized  based  upon  the  needs  of  the  pa- 
tient. 

Appointments  for  admission  can  be  made  by  calling  the 
hospital  directly.  The  phone  numbers  are: 

Knoxville  573-7913 

Maryville  983-8216 
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Fulminant  Fatal  Myositis  Associated 

With  Anti-Ribonucleoprotein 
And  Anti-SM  Antibodies 

MICHAEL  J.  LICHTENSTEIN,  M.D.  and  RANDY  D.  ROBERTS,  M.D. 


Fulminant  diffuse  myositis  is  not  a well  de- 
scribed clinical  entity.12  We  describe  an  adult  pa- 
tient with  high  titers  of  antinuclear  antibody 
(ANA),  anti-ribonucleoprotein  antibody  (anti- 
RNP),  and  anti-Smith  antibody  (anti-Sm),  who 
died  of  complications  of  myositis.  The  differen- 
tial diagnosis  for  this  presentation  of  myositis  is 
discussed. 

Case  Presentation 

A 53-year-old  black  woman  was  in  good  health  until  two 
weeks  prior  to  her  admission  to  the  Metropolitan  Nashville 
General  Hospital,  when  she  developed  pain  in  her  left  leg. 
Her  physician  initially  treated  her  with  triamterene,  hydro- 
chlorothiazide and  dexamethasone;  during  the  three  days  be- 
fore admission  she  complained  of  diffuse  myalgias  for  which 
she  took  aspirin. 

On  admission,  the  patient  was  intermittently  confused.  Her 
pulse  was  108/min,  blood  pressure  180/120  mm  Hg  supine, 
and  respiratory  rate  20/min.  She  had  grade  2 hypertensive 
retinopathy,  dry  mucous  membranes,  and  a supple  neck  with- 
out thyromegaly.  The  heart  was  enlarged  with  the  point  of 
maximum  impulse  in  the  sixth  left  intercostal  space,  and  a 
grade  III/VI  systolic  murmur  was  heard  at  the  apex.  Her  chest 
was  clear  to  auscultation.  There  was  no  lymphadenopathy, 
splenomegaly,  or  hepatomegaly.  Her  knees  were  warm  and 
erythematous  but  without  effusions,  and  no  other  joint  ab- 
normalities were  noted.  There  was  an  erythematous  hue  to 


From  the  Metropolitan  Nashville  General  Hospital  and  Vanderbilt 
University  School  of  Medicine,  Nashville.  Dr.  Lichtenstein  is  current- 
ly a Milbank  Scholar  in  London.  Dr.  Roberts  is  now  with  the  Depart- 
ment of  Rheumatology,  University  of  Missouri,  Columbia. 

Reprint  requests  to  Department  of  Rheumatology,  University  of 
Missouri,  N-403  Health  Sciences  Center,  Columbia,  MO  65212  (Dr. 
Roberts). 


her  skin,  especially  around  the  eyes  and  over  the  proximal 
extremities  and  chest.  Her  muscle  strength  was  grade  2/5  in 
the  neck  flexors,  grade  3/5  in  the  proximal  muscles,  and  grade 
4/5  in  her  distal  muscles. 

The  admission  laboratory  data  were  noteworthy  for  a ser- 
um sodium  of  125  mEq/liter,  potassium  of  4.5  mEq/liter, 
chloride  of  91  mEq/liter,  bicarbonate  of  21  mEq/liter,  blood 
urea  nitrogen  (BUN)  of  39  mg/dl,  hematocrit  of  45%,  white 
blood  cell  count  of  8,400/cu  mm,  and  platelet  count  of  202,000/ 
cu  mm.  The  serum  glutamic  oxaloacetic  transaminase  (SGOT) 
was  725  U/liter  (normal  value  7-40),  the  alkaline  phosphatase 
115  U/liter  (normal  30-115),  the  lactic  dehydrogenase  (LDH) 
1,100  U/liter  (normal  100-255),  and  the  creatine  phosphoki- 
nase  (CPK)  was  4,080  IU/liter  (normal  36-128).  A urinary 
screen  for  myoglobin  was  positive,  and  there  was  a 7.3-gm 
proteinuria  per  24  hours.  Other  studies  included  a Wintrobe 
sedimentation  rate  of  49  mm/hr  (corrected  to  36  mm/hr),  an 
RA  latex  agglutination  titer  of  1:20,  an  ANA  titer  of  1:2,560 
with  a speckled  pattern,  a serum  aldolase  of  23  p,/ml  (normal 
1.2  to  7.6),  and  a total  hemolytic  complement  of  47  (normal 
49-139).  Thyroid  function  studies  were  normal.  The  patient’s 
anti-RNP  and  anti-Sm  antibodies  were  both  positive.  The  ex- 
tractable nuclear  antigen  (ENA)  was  positive  at  a titer  of 
1:33,000,  which  after  treatment  with  RNAse  had  a titer  of 
1:4,000.  An  anti-DNA  antibody  and  the  PM-1  precipitation 
reaction  were  both  negative. 

The  patient’s  hospital  course  was  characterized  by  wors- 
ening myalgias  and  episodes  of  confusion.  Lumbar  puncture 
revealed  one  polymorphonuclear  leukocyte,  a glucose  of  52 
mg/dl,  and  protein  of  44  mg/dl.  A CT  scan  of  the  head  was 
normal.  Cultures  of  blood,  urine,  and  cerebrospinal  fluid  all 
were  sterile,  and  no  viruses  were  isolated  from  the  patient’s 
stool.  The  hyponatremia  was  corrected  by  infusion  of  normal 
saline.  A salicylate  level  was  not  obtained. 

The  patient  developed  progressive  azotemia,  her  BUN 
rising  to  90  mg/dl  and  creatinine  to  2.6  mg/dl.  On  the  eighth 
hospital  day  she  was  treated  with  prednisone  30  mg  twice  a 
day,  which  was  increased  the  next  day  to  20  mg  every  six 
hours.  On  the  tenth  hospital  day  she  received  500  mg  of  cy- 
clophosphamide intravenously  but  did  not  respond  to  this 
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therapy,  her  creatine  phosphokinase  levels  remaining  at  6,320 
IU/liter,  and  on  the  14th  hospital  day  she  developed  a car- 
diorespiratory arrest  and  died. 

At  postmortem  examination  a diffuse  round  cell  perivas- 
cular inflammatory  infiltrate  involved  all  the  skeletal  muscles 
(Fig.  1).  There  was  no  evidence  of  vasculitis  or  myocarditis, 
and  no  lymphadenopathy  was  present.  Histologically,  the 
kidneys  were  normal  by  light  microscopy,  including  a Jones’ 
silver  stain  of  the  glomeruli.  The  lungs  were  diffusely  in- 
volved with  a bronchopneumonia  and  alveolar  hemorrhage. 

Discussion 

Causes  of  muscle  injury  that  may  lead  to  mas- 
sive rhabdomyolysis  and  myoglobinuric  renal 
failure  are  numerous,  and  include  excessive  mus- 
cular activity,  direct  muscle  injury  (e.g.,  trauma, 
heat,  ischemia),  hypocalcemia,  hypophospha- 
temia, drugs  (e.g.,  heroin,  succinylcholine),  tox- 
ins, the  muscular  dystrophies,  genetic  disorders 
(e.g.,  phosphofructokinase  deficiency,  myophos- 
phorylase  deficiency),  and  others.3  Inflammatory 
muscle  diseases  have  been  rarely  reported  as 
causes  of  diffuse  myositis  and  myoglobinuric  ren- 
al failure. 

At  autopsy  our  patient  had  a striking  round 
cell  infiltrate  involving  the  skeletal  muscles  (Fig. 
1).  It  is  not  possible  to  say  with  certainty  which 
category  of  rheumatic  disease  her  illness  may 
represent,  since  the  clinical  picture  and  course 
were  so  unusual. 

Although  polymyositis  complicated  by  myo- 
globinuria and  renal  failure  has  been  previously 
described,45  reviews  of  polymyositis  in  the  liter- 
ature and  in  textbooks  of  rheumatology  make 
scant  mention  of  the  occasional  adult  patient 
whose  illness  develops  rapidly  and  is  fatal  within 
weeks  to  months  of  its  onset.12  Patients  with  der- 
matomyositis  or  polymyositis  have  infrequently 
been  found  to  have  antibodies  to  ENA,  and  have 
not  yet  been  reported  to  have  anti-Sm  anti- 
body.67 The  negative  PM-1  precipitin  reaction  is 
evidence  against  this  patient  having  polymyosi- 
tis.6 

Between  8%  and  32%  of  patients  with  SLE 
have  myalgias,  muscle  weakness,  and  myositis,7  8 
but  the  muscle  disease  is  usually  present  at  the 
onset  of  illness  and  is  mild.  Of  Tsokos’  18  cases 
of  SLE  with  muscle  disease,  only  one  had  an  el- 
evated serum  CPK,  but  11  had  elevated  serum 
aldolase  values.8  Five  of  the  11  patients  undergo- 
ing muscle  biopsy  had  an  interstitial  perivascular 
inflammatory  infiltrate,  while  the  remaining  six 
had  atrophy  without  inflammation.8  The  myo- 
sitis, proteinuria,  central  nervous  system  symp- 
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Figure  1.  Photomicrograph  of  rectus  abdominis  muscle  demonstrat- 
ing a predominant  round  cell  interstitial  inflammatory  infiltrate,  edema, 
and  necrosis  of  muscle  fibers  (hematoxylin-eosin,  X250). 


toms,  arthralgias,  and  anti-Sm  antibody  in  our 
patient  are  consistent  with  SLE. 

In  72%  of  the  25  original  patients  with  mixed 
connective  tissue  disease  (MCTD)  reported  by 
Sharp9  there  was  muscle  involvement  described 
as  myalgias,  tenderness,  and  proximal  muscle 
weakness,  accompanied  by  elevated  serum  levels 
of  CPK.  Inflammatory  infiltrates  involving  mus- 
cle were  noted  in  seven  of  the  eight  patients  who 
underwent  biopsy.  In  another  series  of  46  pa- 
tients with  MCTD,  Prystowsky  noted  mild  myal- 
gia, fatigue,  and  weakness  in  57%  and  moderate 
to  severe  myositis  with  elevated  muscle  enzymes 
in  26%. 10  Neither  series  notes  any  deaths  related 
to  a fulminant  myositis.  While  anti-Sm  antibody 
is  usually  found  in  patients  with  SLE,  it  has  rare- 
ly been  noted  in  patients  with  MCTD.1112 

Myositis  may  develop  acutely  in  influenzal  ill- 
ness and  may  follow  a fulminant  course  with  the 
development  of  myoglobinuric  renal  failure.13  Our 
patient  was  well  until  two  weeks  prior  to  admis- 
sion and  her  course  was  similar  to  that  of  seven  • 
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other  adults  (ages  19  to  65,  reported  separately 
in  the  literature  but  summarized  by  Gamboa14), 
who  had  influenza  A or  B infection.  These  pa- 
tients had  a short  (three  day  to  two  week)  prod- 
rome of  fever,  myalgia,  and  upper  respiratory 
complaints  and  suddenly  developed  rhabdomy- 
olysis.  Most  survived,  but  Gamboa’s  patient,  a 
65-year-old  man  who  had  influenza  B cultured 
from  his  muscle,  died.  We  were  unable  to  isolate 
any  virus  from  our  patient’s  stool,  and  are  not 
aware  of  an  association  between  influenzal  dis- 
ease and  the  presence  of  ENA. 

Had  the  patient  survived  her  acute  illness  she 
might  have  developed  further  signs  and  symp- 
toms that  would  have  helped  characterize  her 
disease.  While  she  had  a course  more  character- 
istic of  the  inflammatory  myositis  seen  with  some 
viral  infections,  we  believe  that  the  presence  of 
antinuclear  antibodies  and  antibodies  to  ENA  in- 
dicate that  her  myositis  was  of  an  autoimmune 
nature.  She  may  be  an  example  of  an  SLE-poly- 
myositis  overlap  syndrome.  It  is  important  to 
recognize  the  fulminant  course  of  myositis  in 
some  patients  as  an  unusual  subset  of  rheumatic 
disease,  and  perhaps  the  initial  manifestation  of 
primary  polymyositis,  SLE,  or  MCTD.  r ^ 
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Cervical  Disc  Surgery — 
A Historical  Review 


J.  KENYON  RAINER,  M.D. 


The  first  recorded  description  of  the  interver- 
tebral disc  was  by  Vesalius  in  1555.  He  recog- 
nized the  difference  between  the  consistency  of 
its  outer  aspect,  the  annulus  fibrosus,  and  its  in- 
ner aspect,  the  nucleus  pulposus,  but  it  was  not 
until  more  than  three  centuries  later,  between 
1855  and  1880,  that  further  details  of  the  anato- 
my, physiology,  and  embryology  of  the  spine  and 
discs  were  elaborated  by  Virchow,  von  Luschka, 
Remak,  and  Lowe.1 

Schmorl  in  1928  published  his  postmortem 
studies  demonstrating  the  frequency  (38%)  of 
displacement  of  the  nucleus  pulposus  into  the 
spongiosa  of  the  vertebral  body.  In  1929  he  re- 
ported many  instances  in  which  cartilaginous 
masses  found  in  the  spinal  canal  proved  to  be 
nucleus  pulposus,  which  had  herniated  through  a 
defect  in  the  annulus  fibrosus.1 

Prior  to  this  work  by  Schmorl,  small,  localized 
tumefactions  extending  into  the  ventral  portion 
of  the  spinal  canal  had  been  observed  and  were 
considered  to  be  neoplasms.  These  “neoplasms” 
were  reported  by  various  authors  as  chondroma, 
enchondroma,  and  fibrochondroma.1  Steinke,  in 
1918  collected  330  spinal  tumors  from  the  litera- 
ture, including  Frazier’s  unpublished  cases,  and 
found  six  enchondromas,  two  of  them  cervical, 
three  dorsal,  and  one  lumbosacral.  Between  1921 
and  1929  other  chondromas  in  this  location  were 
reported  by  Clymer,  Mixter  and  Mella,  by  Adson 
and  Ott,  and  by  Elsberg.  Elsberg  had  already  re- 
ported 15  cases  of  chondroma  of  the  spinal  cord 
in  1913,  in  a paper  based  on  60  laminectomies 
for  spinal  disease.  At  this  time  he  clearly  pointed 
out  the  similarity  between  these  supposed  tu- 
mors and  certain  parts  of  the  intervertebral  disc. 


Dr.  Rainer  is  in  the  private  practice  of  Neurological  Surgery  in 
Memphis. 

Reprint  requests  to  P.O.  Box  41619,  Memphis,  TN  38104  (Dr. 
Rainer) . 
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In  1911,  Pearce  Bailey,  attending  physician  to 

the  New  York  Neurological  Institute,  and  Louis 
Casamajor,  chief  of  clinic,  New  York  Neurologi- 
cal Institute,  reported  five  cases  of  osteoarthritis 
of  the  spine  which  had  caused  compression  of  the 
spinal  cord  and  its  roots.  Their  case  1 was  typical 
of  the  report.2 

“Paraplegia  dolorosa  of  3 years  duration.  Osteochondri- 
tis— twelfth  dorsal  vertebra.  Operation.  Recovery. 

A 40-year-old  single  American  driver  was  admitted  to  the 
New  York  Neurological  Institute  service  of  Dr.  Bailey  on 
March  29,  1910.  Family  history  negative.  Patient  denies  all 
venereal  infection.  Is  a moderate  user  of  alcohol  and  tobac- 
co. Four  years  ago  had  an  abscess  on  the  chest  which  is  now 
healed. 

Present  illness:  Three  years  ago,  patient  began  to  have 
pain  in  the  lower  part  of  the  back,  coming  on  in  attacks,  and 
which  radiated  down  the  legs.  At  first  it  was  worse  at  night, 
and  often  interfered  with  sleep;  it  was  also  worse  in  damp 
weather.  It  was  increased  by  movement  such  as  sudden  jars, 
defecation,  walking,  etc.,  and  was  always  worse  on  the  left 
side.  This  pain  persisted  without  marked  change  for  about 
two  years.  During  the  past  year  it  has  become  more  severe 
and  especially  pronounced  in  the  left  leg,  which  has  also  be- 
come weaker,  and  recently,  there  has  been  difficulty  in  walk- 
ing on  account  of  the  pain.  At  no  time,  has  there  been  dis- 
turbance of  the  bowels  or  bladder.  Erections  frequent  and 
painful. 

The  attitude  is  striking.  In  sitting,  the  patient  sits  rather 
forward  on  his  chair  with  the  back  held  stiff.  He  walks  with 
difficulty,  the  body  bent  forward,  the  legs  flexed  somewhat 
at  the  knees,  walks  with  short  steps,  gives  constant  expres- 
sion of  pain,  and  is  unwilling  to  walk  far. 

Examination  shows  marked  rigidity  of  the  whole  dorso- 
lumbar  spine  with  distinct  tenderness  to  pressure  over  the 
lower  part  of  it  with  point  of  greatest  tenderness  over  the 
second  lumbar  vertebra.  There  is  tenderness  on  deep  pres- 
sure over  both  sciatics.  The  legs  show  neither  paralysis  nor 
atrophy,  though  there  is  great  interference  with  muscular 
power  on  account  of  the  pain.  The  right  knee  jerk  is  lost. 
The  left  is  diminished.  The  ankle  jerks  are  present  with  the 
left  greater  than  the  right.  There  is  neither  clonus  nor  Babin- 
ski.  Abdominal  reflexes  are  all  normal.  Electrical  reactions 
in  the  muscles  of  both  legs  are  normal.  There  is  hypesthesia 
and  hypalgesia  from  the  level  of  the  dorsal  twelfth  distribu- 
tion down.  No  disturbance  of  thermic  sense  except  perhaps 
at  the  upper  level  of  the  sensory  lines. 

The  urine  is  normal.  The  systematic  examination  of  the 
blood  and  of  the  spinal  fluid  is  negative. 

The  long  and  painful  history  in  this  case,  the 
anesthesia  and  the  interference  with  the  knee 
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jerks,  and  the  disturbance  in  the  center  for  erec- 
tion, led  to  a diagnosis  of  irritative  compression 
of  the  spinal  cord  in  the  neighborhood  of  the 
twelfth  dorsal  segment.  The  existence  of  an  ex- 
tramedullary tumor  seemed  probable,  but  no  tu- 
mor was  found  at  operation.” 

On  April  2,  1910,  Dr.  Elsberg  performed  lam- 
inectomy removing  the  spines  and  laminae  of 
dorsal  10,  11,  12,  and  lumbar  1 and  2.  The  lam- 
inae and  spinous  processes  of  dorsal  12  were 
found  thickened,  abnormally  soft,  and  grayish  in 
color.  Pathological  report  of  the  bone  removed 
showed  a chronic  osteochondritis  with  new  bone 
formation.  The  dura  was  slightly  congested  but 
was  otherwise  normal,  and  the  cord  appeared 
normal.  The  relief  of  pain  from  this  operation 
was  almost  immediate.  Within  a few  days  the  pa- 
tient complained  of  only  slight  pain,  and  could 
move  the  lower  limbs  freely  and  by  April  28, 
when  the  patient  was  discharged  from  the  hospi- 
tal, there  was  no  longer  any  pain,  the  anesthesia 
had  disappeared  except  as  indicated  on  the  chart, 
and  the  patient  walked  freely.  Both  knee  jerks 
were  absent  at  this  time  and  the  right  sciatic  nerve 
was  still  tender  to  pressure. 

When  the  patient  was  reexamined  on  May  18, 
1910,  he  walked  erect,  without  peculiarity  of  gait, 
without  discomfort,  and  with  only  slight  soreness 
in  posterior  side  of  right  thigh,  “as  if  he  had  been 
beaten  there  with  a stick.”  This  sensation  is  not 
present  all  the  time,  but  comes  irrespective  of 
motion  or  rest.  He  still  has  painful  erections.  The 
knee  jerks  are  still  absent.  On  May  24,  1910,  the 
patient  was  reexamined  and  both  knee  jerks  were 
found  to  be  present  and  equal.  The  last  report, 
Jan.  2,  1911,  was  by  letter  from  the  patient,  who 
is  in  California  in  the  horse  business;  “rides  30- 
40  miles  a day  on  horseback  and  feels  perfectly 
well.” 

After  reviewing  these  five  cases,  Bailey  and 
Casamajor  concluded  the  primary  pathologic 
process  was  a thinning  of  the  intervertebral  disc. 
As  a result  of  this  change,  the  vertebral  bodies 
abutting  this  disc,  being  without  their  normal 
protection,  were  readily  traumatized,  and  the  end 
result  was  a bony  overgrowth.  When  this  over- 
growth occurred  posteriorly,  the  spinal  cord  and 
its  roots  were  compressed,  and  varying  degrees 
of  paraplegia  and  radiculitis  ensued.1 

A landmark  in  the  clinical  understanding  of  le- 
sions of  the  cervical  intervertebral  disc  occurred 
in  May  1927,  when  Byron  Stookey,  of  the  New 
York  Neurologic  Institute,  read  his  paper  enti- 


tled “Compression  of  the  Spinal  Cord  due  to 
Ventral  Extradural  Cervical  Chondromas”  to  the 
53rd  Annual  Meeting  of  the  American  Neurolog- 
ical Association  at  Atlantic  City,  New  Jersey.3 
Stookey’s  description  of  the  clinical  findings  in 
relation  to  the  anatomic  location  of  the  lesion  has 
never  been  improved  upon.  He  described  three 
main  syndromes:  the  syndrome  of  bilateral  ven- 
tral pressure,  the  syndrome  of  unilateral  ventral 
pressure,  and  the  syndrome  of  root  pressure. 
Despite  the  title  of  his  paper,  which  referred  to 
cervical  chondromas,  it  is  clear,  when  the  de- 
scription of  the  surgical  specimens  is  read  care- 
fully, that  he  understood  that  these  supposed  tu- 
mors were  actually  not  true  neoplasms,  since  all 
the  microscopic  sections  showed  adult  fibrocarti- 
lage.  Had  Stookey  had  the  benefit  of  Schmorl’s 
studies,  which  were  to  be  published  within  the 
next  several  months,  he  would  undoubtedly  have 
recognized  the  true  nature  of  the  lesion  he  was 
describing,  and  the  field  of  intervertebral  disc 
surgery  would  have  opened  up  six  years  earlier 
than  it  did.1 

As  early  as  1913,  Elsberg  had  called  attention 

to  the  similarity  between  so-called  chondromas 
and  certain  structures  of  the  intact  intervertebral 
disc.  In  1928,  Alajouanine  and  Petit-Dutaillis 
recognized  that  the  masses  in  the  lumbar  spinal 
canal  which  had  formerly  been  called  chondro- 
mas were  really  made  up  of  displaced  nucleus 
pulposus  from  the  intervertebral  disc,  and  thus 
were  similar  to  the  knorpelknotchen  described  by 
Schmorl.  This  report  is  apparently  the  first  at- 
tempt to  correlate  clinical  findings  with  Schmorl’s 
pathologic  studies. 

This  same  concept  had  been  considered  by 
Goldthwait  17  years  earlier,  whose  arguments, 
though  theoretic,  were  based  upon  a case  in  which 
sciatica  developed  after  trauma,  and  was  fol- 
lowed by  paraplegia.  It  was  Goldthwait’s  idea  that 
as  the  result  of  the  trauma,  the  substance  of  the 
intervertebral  disc  might  cause  compression  of  the 
cauda  equina.  When  Cushing  operated  on  this 
patient,  the  only  positive  finding  was  a consider- 
able narrowing  of  the  osseous  canal  at  the  lum- 
bosacral junction.  The  anterior  epidural  space  was 
not  explored,  and  the  cause  of  the  narrowed  can- 
al was  never  determined,  but  the  history  of  the 
case  was  so  characteristic  that  Goldthwait  later 
reported  it  as  an  instance  of  ruptured  interverte- 
bral disc. 

In  1934,  Mixter  and  Barr  published  their  clas- 
sic paper,  “Rupture  of  the  Intervertebral  Disc 
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with  Involvement  of  the  Spinal  Canal.”4  This  pa- 
per recorded  their  observations  upon  radicular 
compression  as  a common  cause  of  sciatic  pain. 
When  they  pointed  out  that  the  compression  re- 
sults from  pathologic  changes  in  the  interverte- 
bral disc,  they  constructed  a scientific  basis  for 
an  understanding  of  this  condition.  These  au- 
thors are  usually  remembered  for  their  contribu- 
tion to  knowledge  of  the  lumbar  disc  syndrome, 
but  4 of  their  19  original  cases  were  instances  of 
cervical  disc  disease.  This  group  was  enlarged  a 
year  later  by  Mixter  and  Ayer,  who  described 
seven  cases  of  cervical  cord  compression  and  one 
case  of  radiculopathy  due  to  ruptured  discs.4 

Isolated  cases  of  spinal  cord  compression  by 
ruptured  discs  had,  however,  been  reported  at 
least  a century  earlier.  One  of  the  first  detailed 
pathologic  accounts  was  given  by  Key  in  1838, 
who  described  two  cases  of  spinal  cord  compres- 
sion due  to  a “projection  of  the  intervertebral 
substance,  or  rather  the  posterior  ligament  of  the 
spine,  which  was  thickened  and  presented  a firm 
ridge  which  lessened  the  diameter  of  the  canal  by 
nearly  one  third.”  In  1892,  Horsely  performed  a 
cervical  laminectomy  for  paraplegia  that  had 
evolved  over  a period  of  two  months,  having  been 
precipitated  by  trauma.  A “transverse  ridge  of 
bone”  was  found  to  be  compressing  the  spinal 
cord  at  the  level  of  the  6th  cervical  vertebra.  This 
was  undoubtedly  a cervical  spondylotic  ridge.  The 
patient  made  a slow  but  steady  recovery,  and  a 
year  after  his  operation  had  recovered  complete- 
ly, according  to  a report  by  Taylor  and  Collier.4 

Prior  to  Mixter  and  Barr’s  classic  paper  in 
1934,  between  1892  and  1934,  the  medical  liter- 
ature contained  many  isolated  instances  of  the 
neurologic  sequelae  of  disc  disease,  but  most  sur- 
geons operated  only  for  spinal  cord  or  cauda 
equina  compression.  Extensive  studies  of  normal 
and  pathologic  intervertebral  discs  begun  in  the 
1920s  by  Schmorl  and  carried  on  by  Junghanns 
and  Beadle  eventually  demonstrated  that  the  nu- 
cleus pulposus  could  rupture  through  the  verte- 
bral cartilage  into  the  vertebral  body  or  spinal 
canal.4 

Peet  and  Echols  were  probably  the  first  to 
suggest  that  chondromata  were  protrusions  of  the 
intervertebral  disc.  They  reported  two  cases  of 
herniation  of  the  nucleus  pulposus,  in  one  of 
which  the  cervical  spinal  cord  was  compressed.4 

Following  this  groundwork,  the  neurologic  and 
neurosurgical  literature  concerning  the  cervical 
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disc  syndrome  proliferated.  Previous  syndromes, 
such  as  the  cervical  rib  syndrome  reported  by 
Adson  and  Coffey  in  1927, 5 and  the  scalenus  an- 
ticus  syndrome  of  Naffziger,  were  clarified. 
Semmes  and  Murphy,  Michelsen  and  Mixter, 
Bucy,  and  Chenault  presented  evidence  that  pro- 
trusions of  the  intervertebral  disc  could  be  re- 
sponsible for  well  defined  syndromes  of  radicu- 
lopathy involving  the  cervical  nerve  roots. 

On  Nov.  15,  1941,  the  now  classic  paper  by 
Semmes  and  Murphey,  entitled  “The  Syndrome 
of  Unilateral  Rupture  of  the  Sixth  Cervical  In- 
tervertebral Disc  with  Compression  of  the  Sev- 
enth Cervical  Nerve  Root,  A Report  of  Four 
Cases  with  Symptoms  Simulating  Coronary  Dis- 
ease,” was  read  before  the  American  Academy 
of  Neurological  Surgery,  in  San  Francisco.  The 
paper  was  released  for  publication  by  the  War 
Department  Manuscript  Board  and  was  pub- 
lished in  the  Journal  of  the  American  Medical 
Association.6  This  paper  argued  against  the  cur- 
rent concept  of  cervical  disc  disease,  which  was 
that  most  ruptured  discs  in  the  cervical  spine 
produce  either  bilateral  or  unilateral  cord  pres- 
sure and  that  discs  causing  nerve  root  symptoms 
alone  are  very  rare.  Semmes  and  Murphey  be- 
lieved that  exactly  the  reverse  was  true:  that  an 
undetermined  number  of  patients  with  pain  in  the 
precordium,  shoulder,  and  arm  who  heretofore 
were  thought  to  have  coronary  thrombosis,  an- 
gina pectoris,  arthritis  of  the  cervical  spine,  bra- 
chial plexus  neuritis  and  neuralgia,  bursitis,  sca- 
lenus anticus  syndrome,  cervical  rib,  or  discogenic 
disease,  will  be  found  to  have  a rupture  of  one 
of  the  lower  cervical  discs. 

Semmes  and  Murphey  reported  four  cases, 
three  of  them  men  and  one  a woman;  two  pa- 
tients were  physicians.  In  all  cases,  pain  was  on 
the  left  side  and  duration  of  symptoms  varied 
from  seven  years  to  three  weeks.  Three  patients 
complained  of  definite  numbness  and  weakness 
in  the  index  finger  and  slight  numbness  in  the 
middle  finger. 

Examination  showed  severe  muscle  spasm  in 
the  neck  and  shoulder.  The  neck  was  held  rigidly 
and  abduction  of  the  neck  from  the  side  of  the 
lesion  caused  an  exacerbation  of  the  pain,  while 
traction  on  the  head  relieved  the  symptoms  to 
some  extent.  In  each  patient  there  was  an  ex- 
quisitely tender  point  just  posterior  to  the  scalen- 
us anticus  muscle  over  the  exit  of  the  7th  cervical 
nerve  from  the  spinal  canal.  There  was  also  a 
point  of  tenderness  over  the  painful  area  in  the 
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rhomboid  region.  In  three  cases,  pronounced 
hypesthesia  and  hypalgesia  were  found  over  the 
entire  index  finger,  which  extended  to  the  meta- 
carpophalangeal joint.  In  these  same  three  cases 
there  was  slight  reduction  of  sensation  in  the 
middle  finger.  In  one  case  no  objective  sensory 
disturbance  was  found.  In  three  cases  there  was 
weakness  in  the  movement  of  the  index  finger, 
particularly  in  flexion.  The  reflexes  were  normal 
in  all  cases  and  there  was  no  evidence  of  muscu- 
lar atrophy.  There  were  no  findings  in  any  case 
suggestive  of  spinal  cord  pressure,  although  one 
patient  had  a conditional  tremor  in  the  opposite 
hand,  which  is  still  unexplained. 

X-ray  examination  of  the  cervical  spine  showed 
a straightening  of  the  cervical  curve  in  each  in- 
stance, and  there  was  no  evidence  of  hypertroph- 
ic arthritis  in  any  of  these  cases  at  the  beginning 
of  symptoms. 

Lumbar  puncture  was  performed  on  all  four 
patients.  The  total  protein  was  increased  in  two 
and  was  normal  in  two  patients,  but  the  dynam- 
ics of  the  fluid  were  normal  in  all  four. 

The  diagnosis  of  this  condition  was  made  sole- 
ly on  the  basis  of  the  history  and  physical  find- 
ings. No  contrast  medium  in  the  spinal  canal  was 
used  by  Semmes  and  Murphey,  although  in  one 
case,  iodized  poppy  seed  oil  had  been  injected 
elsewhere  with  negative  results.  In  this  case  and 
in  one  other,  the  ruptured  disc  was  so  far  out  in 
the  intervertebral  foramen  that  the  nerve  alone 
was  compressed,  and  contrast  medium  could  not 
have  shown  these  lesions,  but  in  a third  case  there 
was  some  slight  indentation  of  the  dura,  which 
might  have  produced  a filling  defect. 

The  operative  procedure  was  carried  out  un- 
der local  anesthesia.  The  lower  cervical  laminae 
on  the  side  of  the  lesion  were  exposed  and  the 
involved  nerve  root  was  identified  by  the  patient 
when  gentle  pressure  was  applied  on  the  liga- 
mentum  flavum,  reproducing  the  exact  pain.  In 
each  instance,  the  ruptured  disc  was  found  di- 
rectly beneath.  This  test  was  made  before  any 
bone  was  removed,  eliminating  the  necessity  of 
exploring  several  interspaces.  A small  portion  of 
the  adjacent  laminae  was  removed  and  the  inter- 
laminar portion  of  the  ligamentum  flavum  was 
excised.  As  this  was  done,  the  nerve  root  came 
into  view,  pushed  up  against  the  ligamentum  fla- 
vum and  flattened  out  by  the  nodule  of  disc. 
When  the  nerve  root  then  was  injected  with  pro- 
caine hydrochloride  all  pain  was  relieved  almost 
instantly.  Approximately  half  of  the  articular  fac- 
ets and  the  capsular  portion  of  the  ligamentum 


flavum  were  removed  and  the  nerve  root  was  re- 
tracted upward  or  downward,  exposing  the  nod- 
ule of  disc  without  difficulty.  The  loose  frag- 
ments of  fibrocartilage  were  removed,  thus 
relieving  the  pressure  on  the  nerve. 

Two  of  the  three  patients  operated  on  were  now 

relieved  completely  of  their  original  pain,  where- 
as the  third,  although  relieved  of  the  shoulder 
pain,  still  had  some  discomfort  in  the  arm  and 
occasional  pain  in  the  precordium.  He  stated, 
however,  that  this  was  not  nearly  as  intense  as 
before  the  operation  and  believed  the  operation 
well  worthwhile.  The  historic  case  1 is  recorded 
in  the  paper.6 

A white  man,  aged  41,  a surgeon,  admitted  to  the  Willis 
Campbell  Clinic  on  August  2nd,  1933,  complained  chiefly  of 
violent  pain  in  the  left  side  of  the  neck,  the  precordium,  the 
rhomboid  region  and  the  left  arm.  During  the  last  three  years 
the  patient  had  three  very  severe  cricks  in  the  left  side  of  the 
neck. 

Three  weeks  before  admission  the  patient  had  a severe 
crick  in  the  neck  and  a few  days  later  experienced  intense 
pain  associated  with  muscle  spasm  in  the  left  rhomboid  re- 
gion. A short  time  thereafter  an  extremely  violent  radiating 
pain  occurred  in  the  precordium  and  down  the  left  arm.  This 
pain  completely  incapacitated  him  and  he  spent  most  of  the 
time  in  bed,  taking  large  doses  of  codeine  and  soluble  pen- 
tobarbital. One  week  before  admission  he  consulted  an  in- 
ternist because  he  thought  he  had  a coronary  occlusion  with 
an  atypical  distribution  of  pain.  Complete  investigation  of  the 
heart,  however,  failed  to  reveal  any  evidence  of  coronary  dis- 
ease. 

The  neck  was  held  rigidly  and  there  was  considerable 
muscle  spasm  in  the  left  rhomboid  region.  There  was  definite 
tenderness  over  the  brachial  plexus  and  over  the  painful  area 
in  the  rhomboid  region.  There  was  no  weakness  in  the  hand 
nor  was  there  any  change  in  sensation  in  the  arm  or  fingers. 
All  reflexes  were  normal. 

X-ray  examination  of  the  cervical  spine  showed  that  it  was 
held  in  slight  flexion  but  was  otherwise  negative. 

Brachial  plexus  neuralgia,  cervical  arthritis,  and  like  con- 
ditions were  considered. 

Injection  of  procaine  hydrochloride  into  the  brachial  plex- 
us, head  traction,  and  a Thomas  collar  were  tried  with  only 
temporary  relief.  The  pain  continued  in  such  intensity  that  it 
was  impossible  for  him  to  continue  his  practice.  Many  intern- 
ists, neurologists,  and  neurosurgeons  in  various  parts  of  the 
country  were  consulted  in  the  next  six  or  eight  months.  At 
one  clinic  an  exploration  of  the  rhomboid  region  was  made, 
which  was  entirely  negative.  During  the  next  three  years  he 
spent  his  winters  in  Arizona  and  summers  in  Wisconsin,  where 
he  thought  the  pain  was  less  severe  than  at  his  home  in  Ar- 
kansas. A conditional  tremor  of  the  right  arm  and  hand  de- 
veloped during  this  period.  During  the  winter  of  1937  the 
pain  again  became  almost  unbearable  and  he  was  referred  to 
yet  another  neurosurgical  clinic  for  investigation. 

Neurologic  examination  was  again  entirely  negative,  but 
examination  of  the  spinal  fluid  showed  a consistently  high 
total  protein  of  60  mg  per  hundred  cubic  centimeters,  and  it 
was  felt  that  there  was  some  pressure  on  the  5th  or  6th  cerv- 
ical nerve  root.  Intraspinal  injection  of  iodized  poppyseed  oil 
was  carried  out  with  negative  results.  The  tremor  in  the  right 
arm  was  thought  to  be  functional.  In  1938  the  patient  re- 
turned to  Memphis  and  a section  of  his  scalenus  anticus  mus- 
cle on  the  left  was  carried  out  without  relief  of  symptoms. 

In  September  1940,  the  patient  experienced  an  exacerba- 
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tion  of  the  pain  so  intense  that  he  was  certain  this  time  that 
he  did  have  a coronary  occlusion.  Again  investigation  of  his 
heart  failed  to  reveal  any  abnormality.  There  was  no  change 
in  the  neurologic  findings,  and  the  spinal  fluid  protein  was 
again  found  to  be  60  mg. 

X-ray  examination  at  this  time  showed  a very  definite 
narrowing  of  the  5th  and  6th  cervical  discs  with  considerable 
spur  formation  along  the  edges  of  the  5th,  6th,  and  7th  cerv- 
ical vertebrae. 

It  so  happened  that  the  patient’s  return  to  Memphis  for 
investigation  coincided  with  the  admission  of  case  2 to  the 
John  Gaston  Hospital.  Comparison  of  the  symptoms  and 
physical  manifestations  in  these  two  cases  showed  that  they 
were  identical,  with  the  exception  of  the  lack  of  sensory  change 
in  the  first  case.  Five  days  after  the  removal  of  the  6th  cerv- 
ical disc  in  case  2,  the  6th  cervical  disc  was  explored  and  a 
definite  rupture  of  the  disc  was  found  and  removed.  When 
the  7th  cervical  nerve  root  was  injected  with  procaine  hydro- 
chloride, the  relief  of  pain  was  instantaneous;  the  index  fin- 
ger became  almost  anesthetic  and  the  middle  finger  hypes- 
thetic.  Some  pain  in  the  arm  recurred  immediately  following 
the  operation.  The  pain  in  the  neck  and  rhomboid  region  was 
relieved  entirely  and  only  occasionally  did  he  have  any  pain 
in  the  precordium. 

One  year  after  the  operation  the  patient  writes  that  he  has 
felt  fairly  well  during  the  summer.  He  still  has  moderate  pain 
in  the  arm  and  occasional  pain  in  the  precordium,  which  is 
brought  on  by  exertion.  He  feels  that  although  he  is  not  re- 
lieved entirely,  the  operation  has  been  well  worth  while.  The 
conditional  tremor  in  the  right  arm  continues  and  is  still 
unexplained.7 

Commenting  on  this  original  paper  years  later, 
Dr.  Murphey,  in  a personal  communication,  stat- 
ed there  were  two  mistakes  in  the  original  paper; 
(1)  It  was  stated  that  a myelogram  would  not 
show  in  a lot  of  cervical  discs.  This  is  not  true  of 
the  6th  disc,  but  is  true  of  the  4th  disc.  (2)  The 
second  mistake  was  that  he  failed  to  note  the 
weakness  in  the  triceps  and  the  absence  or  re- 
duction of  the  triceps  jerk.  Of  all  the  findings, 
weakness  in  the  triceps  is  the  most  consistent  at 
this  level. 

Further  papers  elucidating  cervical  disc  syn- 
dromes were  to  come  from  Memphis  in  following 
years.  In  1946,  Josey  and  Murphey  reported 
“Ruptured  Intervertebral  Disc  Simulating  An- 
gina Pectoris”  in  JAMA*  In  1948,  Dr.  Semmes 
reported  “Lateral  Rupture  of  Cervical  Interver- 
tebral Discs”  in  the  American  Journal  of  Sur- 
geryP In  1950  Schultz  and  Semmes  reported 
“Head  and  Neck  Pains  of  Cervical  Disc  Origin” 
at  the  American  Laryngological,  Rhinological, 
and  Otological  Society.9 

At  this  same  time  another  advance  was  made 


by  Brain  with  the  distinction  between  the  lateral 
acute  cervical  disc  protrusions  that  caused 
compression  of  nerve  roots  in  most  instances  and 
the  chronic  protrusions  associated  with  out- 
growth of  osteophytes  (cervical  spondylosis)  that 
could  be  responsible  for  cord  compression.4 

The  introduction  of  the  anterior  approach  to 
the  cervical  spine  for  disc  disease  by  Robinson 
and  Smith  opened  an  entirely  new  field  for  the 
neurosurgeon.4  Special  instrumentation  for  the 
operative  procedure  was  designed  by  Cloward, 
who  also  broadened  its  use  to  include  trauma. 
Many  other  individuals  have  made  significant 
contributions  to  the  use  of  and  indications  for  the 
anterior  approach.  Bailey  and  Badgley  devel- 
oped precise  indications  for  its  use  to  obtain  sta- 
bility of  the  spine.  Myers  popularized  the  tech- 
nique of  complete  removal  and  replacement  of  a 
vertebral  body  for  fractures  or  extensive  spon- 
dylotic  disease.  Robertson  reported  on  the  ante- 
rior cervical  discectomy  without  fusion.  The  ex- 
tension of  the  operative  exposure  upward  to  the 
clivus  was  proposed  by  Stevenson,  Stoney,  Per- 
kins, and  Adams.4  The  transoral  approach  for  the 
treatment  of  atlantoaxial  dislocation  due  to 
odontoid  hypoplasia  was  described  by  Green- 
berg, Scoville,  and  Davey.4 

The  understanding  of  cervical  disc  disease  and 
its  treatment  has  come  a long  way  since  Vesalius 
first  described  the  intervertebral  disc  in  1555.  Pi- 
oneering names  such  as  Schmorl,  Clymer,  Stook- 
ey,  Bailey,  Elsberg,  Mixter,  Barr,  Semmes,  Mur- 
phey, Bucy,  Cloward,  and  many  others  have  made 
it  possible  for  neurosurgeons  to  provide  better 
care  for  their  patients.  / — ^ 
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Gracilis  Myocutaneous  Flap 
Reconstruction  After  Radical  Vulvectomy 

and  Posterior  Exenteration 
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Introduction 

Radical  vulvectomy  and  partial  or  total  pelvic 
exenteration  is  the  accepted  surgical  treatment  for 
advanced  (stage  III  and  IV)  vulvar  malignancy. 
Although  salvage  rates  are  reasonable,1  wound 
complications  with  primary  closure  are  distress- 
ingly high,  ranging  from  75%2  to  100%3  in  re- 
ported series.  These  complications  consist  of  ne- 
crosis, dehiscence,  and  infection,  and  greatly 
increase  the  morbidity,  hospital  stay,  and  cost  as- 
sociated with  the  procedure.  We  present  a case 
where  bilateral  gracilis  myocutaneous  flaps  were 
employed  for  primary  vulvar  reconstruction  and 
repair  of  the  perineal  defect  with  good  results  and 
no  wound  complication. 

Case  Report 

A 46-year-old  white  woman  with  a complaint  of  a painful 
sore  on  her  labia  for  four  months  was  found  to  have  a 5-cm 
ulcerated  lesion  arising  at  the  position  fourchette  and  extend- 
ing to  the  anal  verge.  The  rest  of  her  examination  was  within 
normal  limits  and  laboratory  and  radiographic  studies  sug- 
gested no  metastatic  disease. 

Because  of  tumor  involvement  at  the  anal  verge  the  lesion 
was  judged  stage  III  (T3NoMo);  with  no  evidence  of  metastasis 
she  was  a candidate  for  extirpative  surgery.  She  underwent 
posterior  pelvic  exenteration,  radical  vulvectomy,  and  pri- 
mary vulvovaginal  reconstruction  with  bilateral  gracilis  my- 
ocutaneous flaps.  Fig.  1 shows  the  specimen  with  vulvectomy 
and  exenteration  contents  en  bloc,  and  Fig.  2 shows  the  re- 
sultant perineal  defect  with  gracilis  flaps  outlined.  The  entire 
defect  was  covered  without  difficulty  and  the  donor  sites  closed 
primarily  (Fig.  3).  Pathologic  findings  included  tumor  invad- 
ing perineal  muscle  but  no  distant  disease.  The  patient’s  post- 
operative course  was  without  complication  except  for  urinary 
incontinence  which  required  a foley  catheter.  All  of  her 
wounds  healed  primarily  and  she  was  discharged  in  good  con- 
dition ten  days  after  surgery.  The  patient  continued  to  do 
well,  with  a good  result  of  the  vulvar  and  perineal  reconstruc- 
tion (Fig.  4). 


From  the  Department  of  Surgery  (Drs.  McComas  and  Reddick) 
and  the  Department  of  Obstetrics  and  Gynecology  (Dr.  Donaldson), 
Quillen-Dishner  College  of  Medicine,  Johnson  City,  Tenn. 

Reprint  requests  to  Department  of  Surgery,  Quillen-Dishner  Col- 
lege of  Medicine,  Box  19750A,  Johnson  City,  TN  37614  (Dr.  Mc- 
Comas). 


Due  to  the  length  of  the  original  procedure,  inguinal  node 
dissection  had  not  been  performed  and  was  recommended  to 
the  patient  at  this  time,  but  she  declined  further  surgery,  and 
subsequently  received  a course  of  5,000  rads  to  her  inguinal 
area,  which  she  tolerated  well.  She  also  declined  a urethral 
sling  procedure  for  her  incontinence.  One  year  after  surgery, 
she  developed  a recurrence  of  tumor  on  her  buttock  at  the 
incisional  margin.  Over  the  next  six  months  she  pursued  a 
downhill  course  and  died  of  urinary  obstruction  from  recur- 
rent tumor. 


Figure  1.  The  en  bloc  specimen  showing  verrucous  perineal  lesion  in 
relation  to  (1)  vaginal  introitus  and  (2)  anal  verge.  Uterus,  tube,  and 
ovary  (3)  and  sigmoid  colon  (4)  are  noted. 
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VULVAR  RECONSTRUCTION/McComas 


Figure  2.  The  perineal  defect  and  outlines  of  gracilis  flaps.  Note  that 
flap  margins  extend  proximally  to  vulvectomy  incision. 


Technical  Considerations 

The  technical  aspects  of  elevating  the  gracilis 
flap  have  been  well  described  elsewhere.4"6  This 
procedure  differs  from  vaginal  reconstruction  in 
two  aspects.  First,  no  subcutaneous  tunnel  is 
formed  at  the  perineum  to  pass  the  pedicle 
through,  since  skin  all  the  way  to  the  vulvectomy 
incision  is  mobilized  for  coverage  (Fig.  2).  Be- 
cause of  this  the  entire  flap  could  be  elevated  and 
advanced  anteriorly,  making  this  a combined  ad- 
vancement-rotation flap.  Secondly,  the  flaps  are 
thus  not  rotated  as  much,  being  aligned  in  a “side 
to  side”  position  with  long  axis  anterior-posterior 
rather  than  “end  to  end,”  and  rotated  into  the 
pelvis  in  a superior-inferior  axis.  This  does  not 
give  as  much  vaginal  depth,  but  covers  large  per- 
ineal defects  well.  The  vaginal  introitus  was  thus 
created,  and  increased  depths  could  be  created 
easily  with  a secondary  procedure  utilizing  a skin 
graft. 

The  circulation  of  the  flaps  was  scrutinized  be- 
fore use  with  fluorescein  dye  injection  and  a 
Wood’s  lamp.  A two  team  approach  was  em- 
ployed and  the  en  bloc  posterior  exenteration  and 
radical  vulvectomy,  sigmoid  colostomy,  gracilis 
flap  elevation  and  perineal  reconstruction  was 
performed  in  less  than  11  hours. 

Summary 

Radical  vulvectomy  and  pelvic  exenteration  is 
accepted  salvage  procedure  for  advanced  vulvar 


Figure  3.  Completed  reconstruction  and  primary  closure  of  donor  sites. 
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Figure  4.  Follow-up  view  three  months  after  surgery.  The  flaps  continued  to  diminish  in  bulk  gradually 
with  muscle  atrophy,  providing  better  cosmesis  but  retaining  adequate  padding. 


malignancy,  but  the  wound  complications  are  le- 
gion and  result  in  greatly  increased  morbidity  and 
hospital  stay.  We  presented  a case  employing  pri- 
mary vulvovaginal  reconstruction  with  gracilis 
myocutaneous  flaps  that  is  remarkable  for  the 
lack  of  wound  complications  and  brevity  of  hos- 
pital stay.  We  suggest  gracilis  flaps  be  employed 
routinely  for  this  extirpative  procedure,  r S 
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Help  for  Impaired  Physicians 

Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffering 
from  alcoholism,  other  drug  addiction,  psychiatric  disorders  or  senility.  The  thrust  of  the 
program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of  physicians  who 
have  special  expertise  in  these  areas,  some  from  personal  experience.  Effective  treatment 
for  these  illnesses  is  achieved  most  easily  when  the  disease  is  detected  early  and  family, 
friends,  and  associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  con- 
dition to  deteriorate. 


HELP  US  TO  HELP 

Cali  the  TMA  Impaired  Physician  Program  (615)  327-2711: 
collect.  Phone  service  available  around  the  clock. 


outside  Nashville  call 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  can  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  are  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 


lessly  alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 


Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


PMIs help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P.O.  Box  8052 

Rolling  Meadows,  IL  60008 

(Please  print) 

Name 

Address — 

City 

State/Zip 

Number 

of  pads  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  Alkaloids  and 

Barbiturates 

012  Benzodiazepines 

004  Beta-Blockers 

009  Cephalosporins — Oral 

032  Chloramphenicol — Oral 

017  Cimetidine 

031  Clindamycin/Lincomycin— Oral 

016  Corticosteroids — Oral 

006  Coumarin-Type  Anticoagulants 


005 

Digitalis  Medicines 

. 039 

Verapamil 

034 

Ergot  Derivatives 

. 028 

Xanthine  Derivatives — Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

. 049 

Acetaminophen 

001 

Furosemide 

. 050 

Amiloride  and  with  Thiazide 

024 

Guanethidine 

. 043 

Antihistamines 

022 

Haloperidol 

. 047 

Aspirin 

023 

Hydralazine 

. 044 

Bronchodilator  Aerosols 

035 

Indomethacin 

. 054 

Clonidine 

015 

Insulin 

. 048 

Codeine 

038 

Iron  Supplements 

. 056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopa  and 

. 057 

Isotretinoin 

Levodopa 

. 059 

Methotrexate  (for  psoriasis) 

021 

Lithium 

. 055 

Methysergide 

014 

Methyldopa 

. 045 

Pentazocine — Oral 

030 

Metronidazole 

. 041 

Phenothiazines 

040 

Nifedipine 

. 058 

Potassium  Supplements 

013 

Nitroglycerin 

. 052 

Prazosin 

Sublingual  Tablets 

. 046 

Propoxyphene  and  with  Aspirin 

011 

Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

. 053 

Spironolactone  and  with  Thiazide 

007 

Oral  Antidiabetes  Medicines 

. 060 

Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins — Oral 

. 051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

. 042 

Tricyclic  Antidepressants 

Oxyphenbutazone 

. Total  number  of  pads  (5  pad  minimum, 

019 

Phenytoin 

50  PMIs  per  pad) 

037 

Quinidine/Procainamide 

$ 1.00 

020 

Sulfonamides 

008 

Tetracyclines 

$ 

c 

Subtotal 

002 

Thiazide  Diuretics 

V 

Residents  of  IL  and  NY  must 

029 

Thyroid  Replacement 

add  appropriate  sale  tax  to  subtotal 

025 

Valproic  Acid 

$ 

Total  payment  (check  enclosed) 

AM  A 1983  Annual  Meeting  Report 


Freestanding  Emergency  Medical  Care  Centers 


At  the  1981  Interim  Meeting,  the  House  of  Dele- 
gates referred  Resolutions  27  and  64  to  the  Board  of 
Trustees  who  assigned  them  to  the  Commission  on 
Emergency  Medical  Services  for  study  and  comment. 
Resolution  27  requests  the  AMA  to  establish  an  Ad 
Hoc  Committee  to  study  freestanding  emergency  care 
centers  and  Resolution  64  asks  the  AMA  to  define  a 
true  emergency  medical  center  and  establish  criteria 
for  its  operation.  Resolution  42,  adopted  by  the  House 
of  Delegates  at  the  1982  Interim  Meeting,  called  for 
submission  of  the  study  on  freestanding  emergency 
medical  care  centers  for  consideration  at  the  1983  An- 
nual Meeting  of  the  House  of  Delegates.  In  response 
to  these  resolutions,  this  report  contains  information 
on  freestanding  emergency  centers  and  proposes  initial 
criteria  for  their  operation.  This  material  is  a result  of 
the  review  conducted  by  the  Commission’s  Task  Force 
on  Freestanding  Emergency  Centers. 

Background 

Freestanding  “emergency”  medical  centers  are 
known  under  several  other  names,  such  as  emergicen- 
ter,  emergency  care  clinic,  minor  emergency  center, 
urgent  treatment  center,  and  freestanding  emergency 
department.  Such  centers  are  a relatively  new  type  of 
health  care  facility  that  has  experienced  rapid  growth 
in  the  past  decade.  The  first  center  was  established  in 
Delaware  in  1975  and  figures  provided  by  the  Ameri- 
can College  of  Emergency  Physicians  and  the  Ameri- 
can Hospital  Association  in  1982  indicate  that  there 
are,  conservatively,  more  than  350  in  operation  today, 
and  that  the  number  of  these  centers  is  growing  rap- 
idly. 

There  are  as  yet  no  uniformly  accepted  criteria  and 
guidelines  for  the  establishment  and  operation  of  free- 
standing emergency  centers.  The  comprehensiveness  of 
emergency  services  provided,  the  mix  of  primary  care 
services  with  emergency  care,  ownership,  institutional 
affiliations,  staffing,  and  method  of  financing  vary  sig- 
nificantly. In  the  absence  of  uniform  criteria,  efforts  to 
determine  the  actual  number  of  these  clinics  or  to 
evaluate  their  capability  of  providing  care  in  actual 
emergencies  are  extremely  limited. 

Two  types  of  freestanding  emergency  centers  have 
been  identified:  independent  centers  and  hospital  or 
hospital  associated  centers.  The  independent  centers 
are  generally  regarded  as  physicians’  offices  and  are 
treated  as  such  for  purposes  of  licensure,  certificate  of 
need  requirements  and  third  party  reimbursement.  On 
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the  other  hand,  the  hospital  sponsored  or  associated 
centers  may  be  covered  under  a hospital  license,  sub- 
ject to  certificate  of  need  requirements,  and  may  be 
reimbursed  as  an  institutional  service  by  third  party 
payors.  Private  insurance  and  self  pay  are  the  principal 
sources  of  reimbursement  for  these  centers  with  Med- 
icare, Medicaid,  and  Workmen’s  Compensation  mak- 
ing up  a rather  small  proportion  of  the  remaining 
sources. 

The  Commission  on  Emergency  Medical  Services  is 
concerned  that  the  use  of  the  term  “emergency”  in  the 
title  or  description  of  a medical  practice  or  a hospital 
center  without  maintaining  specific  emergency  capa- 
bilities is  not  in  the  public  interest  since  needed  critical 
emergency  service  may  be  delayed. 

It  is  the  patient  who  first  decides  what  constitutes 
an  “emergency”  regardless  of  whether  the  physical  or 
mental  condition  is  of  an  urgent,  life  or  limb  threat- 
ening nature.  Emergency  care  is  for  the  patients’  ben- 
efit and  they  have  the  right  to  expect  that  an  emergen- 
cy facility  will  provide  prompt  and  adequate  medical 
evaluation  and  treatment  of  both  acute  and  non-criti- 
cal  “emergencies.”  The  Commission  on  Emergency 
Medical  Services  firmly  believes  the  optimal  provision 
of  emergency  care  requires  prompt  physical  access  to 
the  immediate  resources  of  the  hospital  and  that  a 
freestanding  emergency  center  without  such  access  may 
delay  definitive  care  of  critical  emergencies.  However, 
it  recognizes  such  a position  does  not  respond  to  the 
House  of  Delegates  request  to  define  and  develop  cri- 
teria for  the  operation  of  these  clinics,  nor  does  it  ad- 
dress the  concern  over  possible  misrepresentation  by 
some  clinics  already  in  existence  or  being  established. 

Accordingly,  the  Commission  has  undertaken  the 
initial  development  of  operational  criteria  for  free- 
standing emergency  centers.  The  Commission  empha- 
sizes that  these  criteria  are  intended  only  to  apply  to 
emergency  centers  and  not  to  affect  the  development 
of  “convenience”  or  “access”  clinics  that  are  the 
equivalent  of  physicians’  offices. 


Freestanding  Emergency  Medical  Care  Centers 
Operational  Criteria — Initial 

In  this  section,  the  Commission  on  Emergency 
Medical  Services  proposes  initial  criteria  to  aid  in  de- 
termining whether  a practice  can  truly  offer  a full  range 
of  emergency  medical  services. 

The  Commission  does  not  believe  there  will  be  many 
freestanding  “emergency”  centers  that  will  meet  the 
criteria  for  true  emergency  care.  However,  it  does  be- 
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lieve  the  following  initial  criteria  are  sufficient  to  iden- 
tify those  centers  that  may  be  involved  in  the  regular 
care  of  patients  with  critical  emergencies. 

1 . Hours  of  Operation 

Freestanding  emergency  medical  care  centers 
should  be  operational  24  hours  a day,  7 days  a week, 
365  days  a year  to  assure  continuous  public  access. 

2.  Staffing  and  Medical  Direction 

A.  There  should  be  qualified  physician(s),  regis- 
tered professional  nurses,  and  other  personnel 
trained  in  emergency  care  on  duty  with  other 
ancillary  personnel  as  needed  for  the  function 
of  the  freestanding  emergency  medical  care 
center. 

B.  Staff  should  have  special  competence  in  the  di- 
agnosis and  immediate  stabilization  of  patients 
with  acute  emergencies. 

C.  There  should  be  a physician  medical  director  of 
the  center  responsible  for  medical  policies  and 
staff  qualifications. 

D.  A qualified  physician(s)  and  other  personnel 
trained  in  emergency  care  should  be  present 
within  the  center  during  all  hours  of  operation. 

3.  Relationship  to  the  Emergency  Medical  Services 
System 

The  freestanding  emergency  medical  care  center 
should  be  integrated  into  the  local  emergency  med- 
ical services  (EMS)  system,  where  one  exists,  with 
its  role  and  functions  clearly  identified  in  the  local 
EMS  plan  and  coordinated  with  other  emergency 
facilities  in  the  area. 

To  determine  the  role  of  a freestanding  emer- 
gency medical  care  center  in  the  local  EMS  system, 
consideration  should  be  given  to  the  time  and  dis- 
tance from  the  center  to  the  nearest  appropriate 
hospital(s)  identified  in  the  EMS  plan.  Triage  of 
ambulance  patients  to  and  from  the  freestanding 
emergency  medical  care  centers  should  be  under  the 
“medical  control”  of  the  EMS  system.  In  this  con- 
text medical  control  means  the  prearranged  physi- 
cian direction  and  supervision  of  personnel,  facili- 
ties, and  equipment  for  the  effective  and 
coordinated  provision  of  medical  services  to  a spec- 
ified area  under  emergency  conditions. 

4.  Ancillary  Services  and  Equipment 

The  freestanding  emergency  medical  care  center 
should  have  at  least  the  following: 

A.  Laboratory  on  premises,  with  at  least  the  fol- 
lowing capabilities — CBC,  UA,  electrolytes, 
blood  sugar,  arterial  blood  gases,  pregnancy  test, 
BUN,  and/or  creatinine. 

B.  X-ray  with  on-premises  processing  with  special- 
ty review  of  diagnosis. 

C.  EKG — 12  lead — with  specialty  review  of  diag- 
nosis. 

D.  Monitor/Defibrillator — stationary  or  portable. 

E.  Monitor/Defibrillator — portable  for  transport 
and  backup. 

F.  Crash  cart  with  full  advanced  cardiac  life  sup- 
port capabilities  and  necessary  intraveneous 
fluids. 

G.  Appropriate  trays  and  equipment  for  accessing 


the  airway,  pericardiocentesis,  needle  thoracos- 
tomy, transvenous  or  transthoracic  pacemaker, 
venous  access,  gastric  lavage. 

H.  Oxygen. 

I.  Suction. 

J.  Pneumatic  anti-shock  trousers. 

K.  Dedicated  telephone  line  to  the  closest  appro- 
priate hospital  emergency  department  and/or 
two-way  communication  with  the  EMS  medical 
control  system. 

5.  Protocols 

The  freestanding  emergency  medical  care  center 
should  have  written  protocols  for  the  stabilization 
and  transportation  of  patients  requiring  hospitali- 
zation or  other  more  definitive  care  unavailable  in 
the  center. 

6.  Private  Physician  Referrals 

The  Center  should  arrange  for  referral  and  re- 
port to  a patient’s  physician,  if  he  or  she  has  one. 
The  freestanding  emergency  medical  care  center 
should  also  have  adequate  arrangements  for  patient 
referral  to  medical  specialists  for  follow-up  or  ad- 
mission as  appropriate  to  ensure  prompt  and  effec- 
tive treatment. 

7.  Medical  Records 

The  freestanding  emergency  medical  care  center 
should  maintain  an  adequate  medical  record  for 
each  patient  and  these  records  should  be  reviewed 
periodically  by  the  medical  director  or  his  designee. 

Arrangements  for  transmitting  medical  records 
to  other  requesting  physicians  should  be  provided. 

8.  Payment  for  Services 

The  freestanding  emergency  medical  care  center 
should  make  available  emergency  medical  services 
regardless  of  the  patients’  ability  to  pay  for  such 
services. 

To  help  assure  adequacy  of  care  in  meeting  public 
expectations  of  freestanding  emergency  medical  care 
centers,  the  Commission  on  Emergency  Medical  Serv- 
ices recommends  use  of  these  initial  criteria  to  deter- 
mine whether  a center  can  be  considered  able  to  pro- 
vide “emergency”  care. 

The  Commission  further  believes  that  public  expec- 
tations of  the  range  of  services  available  from  free- 
standing ambulatory  centers  is  better  met  when  use  of 
the  term  “emergency”  is  confined  to  facilities  offering 
a level  of  care  consistent  with  these  criteria. 

Conclusion 

The  Board  of  Trustees  commends  the  Commission 
on  Emergency  Medical  Services  for  its  review  of  the 
freestanding  emergency  medical  care  center  question 
and  the  preparation  of  this  report.  The  Board  and  the 
Commission  will  continue  to  study  the  appropriate- 
ness, quality  and  cost  considerations  in  the  provision 
of  services  by  freestanding  emergency  medical  care 
centers  and  will  report  as  necessary  to  the  House  of 
Delegates. 

The  Board  of  Trustees  recommends  that  this  report 
be  adopted  in  lieu  of  Resolutions  27  and  64  (1-81). 
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The  Diminishing  Family  and  Its  Impact  on  Health 


Substitute  Resolution  55  (1-81),  adopted  in  lieu  of 
Resolutions  24  and  55,  called  upon  the  AMA  to  gath- 
er information  on  the  diminishing  family  unit  and  ef- 
fects of  the  decline  of  the  family  unit  on  the  physical 
and  mental  health  of  the  American  people. 

The  Board  of  Trustees  directed  staff  to  accumulate 
and  examine  data  and  information  on  changes  that  have 
occurred  in  family  patterns  and  life  situations,  with 
particular  reference  to  issues  of  child  abuse  and  ne- 
glect, divorce,  maternal  employment,  teenage  preg- 
nancy and  one-parent  families.  The  Board  also  re- 
quested that  the  staff’s  analysis  be  reviewed  by  the 
Panel  on  Child  Abuse  of  the  Council  on  Scientific  Af- 
fairs. 

The  following  report  is  based  upon  a staff  assess- 
ment of  the  scientific  literature  and  discussions  and 
correspondence  with  authorities  in  the  field,  and  in- 
cludes modifications  recommended  by  members  of  the 
Panel  on  Child  Abuse.  The  panel  recognizes  that  this 
is  a diffuse  subject  with  numerous  ramifications  that 
science  has  not  yet  elucidated.  During  the  course  of  its 
ongoing  activities,  the  panel  expects  to  address  many 
aspects  of  family  life  as  they  relate  to  the  abuse  and 
neglect  of  children. 

The  Board  of  Trustees  believes  that  this  report, 
given  the  current  state  of  knowledge,  represents  an 
appropriate  response  to  Substitute  Resolution  55  (I- 
81). 

Introduction 

The  literature  is  replete  with  studies  of  family  dy- 
namics, family  roles,  parent-child  relationships,  mari- 
tal adjustment,  the  changing  family  structure  and  the 
historical  transitions  that  families  have  undergone. 

Yet,  there  is  little  reliable  information  on  the  im- 
pact of  the  changing  family  on  health,  with  the  notable 
exception  of  the  effects  of  divorce  on  children.  One  of 
the  reasons  for  this  gap  is  the  paucity  of  baseline  data 
against  which  effects  might  be  ascertained  and  meas- 
ured. Another  reason  is  the  difficulty  of  separating  out 
family  change  from  other  social  changes  and  a myriad 
of  biological,  psychological  and  social  factors  that  in- 
fluence health  status. 

It  may  be  assumed  that  the  health  and  well-being 
of  children,  for  whom  the  family  is  the  primary  and 
omnipresent  social  unit,  are  inevitably  affected,  both 
directly  and  indirectly,  by  alterations  in  the  pattern  and 
quality  of  family  life  and  by  the  behavioral  conse- 
quences of  these  alterations.  Some  studies  do  impli- 
cate disordered  family  interaction  in  exacerbating 
symptoms  of  certain  psychosomatic  illnesses.  And  most 
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researchers  agree  that  family  stress  and  disintegration 
have  critical  implications  for  the  emotional  health  of 
children. 

Families  in  Perspective 

In  March  1981,  of  the  60.3  million  American  family 
households,  81.7%  were  married  couple  families,  3.2% 
were  headed  by  male  householders  with  no  wives 
present,  and  15.1%  were  headed  by  females  with  no 
husbands  present.  In  1980,  half  of  married  couples 
surveyed  had  children  under  age  18.  Among  white 
families,  82.7%  of  children  lived  with  both  parents, 
contrasted  with  42.2%  of  black  children  and  76.1%  of 
Hispanic  children.  By  age  39,  over  90%  of  American 
men  and  women  are  or  have  been  married,  but  in  1981 
a record  high  of  more  than  one  million  divorces  were 
granted.  In  each  divorce,  an  average  of  one  child  is 
involved.  If  present  trends  continue,  almost  half  the 
children  born  in  1981  will  live  some  time  in  a single 
parent  home  by  age  18. 1 

According  to  Grotberg,  the  six  most  prominent 
family  structures  and  the  percent  of  total  families  in 
each  are:  single  career  family,  13%;  dual  career  family, 
16%;  single  parent  household,  16%;  remarried  nuclear 
family,  11%;  the  kin  family,  6%;  experimental  fami- 
lies, 4%. 2 

“We  may  anticipate  that  by  1990,  44.8%  of  moth- 
ers with  children  under  6 will  be  employed  outside  the 
home,”  writes  Zigler,  director  of  the  Bush  Center  in 
Child  Development  and  Social  Policy.3 

The  family  can  be  seen  as  “diminishing”  in  the  sense 
of  becoming  smaller  in  size.  When  the  United  States 
was  largely  agrarian  the  usual  family  home  was  multi- 
generational.  Later  the  two-generation  household  with 
extended  family  nearby  was  typical  in  urban  commu- 
nities. The  nuclear  family  became  more  prominent 
when  grandparents,  uncles  and  aunts  moved  away  from 
the  immediate  environment  or,  more  often,  when  the 
nuclear  family  moved,  either  to  suburbia  or  another 
part  of  the  country.  Today  single-parent  households, 
and  households  where  both  parents  work,  effectively 
reduce  family  size  further.  By  1980,  only  one  of  17 
families  displayed  traditional  family  roles  and  struc- 
tures.1 

It  is  difficult,  however,  to  generalize  about  family 
size.  The  “average”  family  really  does  not  exist. 
American  families  have  always  varied  in  make-up,  ages, 
number  of  children,  education,  income,  health  status 
and  housing.  Families  are  not  necessarily  smaller  to- 
day than  they  were  ten  years  ago.  In  fact,  depressed 
economic  conditions  and  a dearth  of  available  housing 
have  recreated  the  multigenerational  unit  in  cities 
throughout  the  country,  posing  both  new  opportunities 
and  new  hazards  for  family  living. 

Perhaps,  more  to  the  point,  the  family  may  be  seen 


JANUARY,  1984 


23 


as  “diminishing”  in  the  sense  of  having  become  less 
influential,  or  relatively  less  influential,  than  other  so- 
cial institutions,  on  the  values,  attitudes  and  behavior 
of  children.  Peer  pressures  and  the  predominance  of 
television  are  two  examples  of  other  powerful  forces 
at  work.  In  effect  the  family  can  be  viewed  as  “dimin- 
ishing” in  stature.  No  longer  the  largely  self-sufficient 
entity  it  once  was,  the  family  has  steadily  given  way  to 
other  authority  figures  and  role  models — in  religion, 
in  education,  in  sports,  in  government. 

Observers  have  varying  viewpoints  concerning  the 
implications  of  such  change: 

Caldwell,  a member  of  the  National  Advisory 
Committee  for  the  1980  White  House  Conference  on 
Families,  says  that  “.  . . current  concerns  about  the 
viability  of  the  family  as  the  primary  social  unit  for 
human  development  are  indeed  valid.”4 

Rice,  general  director  of  the  Family  Service  Asso- 
ciation of  America,  writes,  “I  must  take  issue  with  the 
premise  that  the  family  unit  is  declining.  . . . Histor- 
ical analysis  has  tended  to  suggest  that  the  functions 
of  families  have  tended  to  change  and  in  the  process, 
Americans  expect  more  from  their  family  life.”5 

Hersh,  child  psychiatrist  at  the  Medical  Illness 
Counseling  Center,  notes  that  “these  changes  have  a 
great  deal  to  do  with  a very  different  level  of  involve- 
ment and  sense  of  responsibility  about  being  parents 
and  parenting.”6 

Skolnick,  research  psychologist  at  the  University  of 
California  (Berkeley)  says,  “The  idea  that  the  family 
today  is  in  an  unprecedented  state  of  crisis  or  collapse 
is  not  well-founded.”7 

Gerbner,  dean  of  the  Annenberg  School  of  Com- 
munications, believes  that  the  principal  contribution  of 
family-focused  studies  has  been  to  portray  the  roman- 
tic and  mythical  nature  of  “traditional”  views  of  family 
life:  “Theories  about  the  disintegration  of  the  family, 
or  the  decline  of  the  significance  of  the  family  . . . are 
based  more  on  fiction  than  on  fact,  and  tend  to  exploit 
(and  thus  to  exacerbate)  public  anxieties  and  insecur- 
ities.”8 

Simmons,  director  of  the  Department  of  Psychia- 
try, Indiana  University,  does  not  think  that  the  large 
percentage  of  children  who  do  not  “get  proper  nutri- 
tion, abuse  drugs  and  suffer  other  ills  are  the  result  of 
changes  in  the  family.”  Although  rejecting  the  use  of 
the  term  “decline,”  Simmons  believes  that  changes 
must  be  acknowledged  and  dealt  with,  while  at  the 
same  time  striving  toward  the  ideal  of  strong  and  solid 
family.9 

Hauerwas,  of  the  Department  of  Theology,  Uni- 
ersity  of  Notre  Dame,  writes  that  “.  . . medicine  is 
being  asked  to  operate  in  an  almost  impossible  situa- 
tion where  its  care  of  children  cannot  presuppose  any 
firm  moral  framework  that  at  one  time  was  based  on 
the  value  of  the  family.”  He  believes  that  the  “prob- 
lems of  the  family  in  our  society  are  not  the  result  of 
forces  that  are  inherently  antifamilial,  that  rather  so- 
called  breakdown  or  crisis  in  the  family  is  the  result  of 
some  of  our  most  basic  and  cherished  values  associ- 
ated with  political  liberalism.”10 

An  emerging  view  is  that  neither  the  developing 
child  nor  the  family  exists  in  isolation  but  rather  that 
each  is  affected  by  virtually  every  institution  in  society. 

“Empirical  evidence  suggests  that  whether  rich  or 
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poor,  America’s  families  are  quite  heterogeneous.  Some 
provide  excellent  terrains  for  children’s  growth  and 
development,  some  literally  an  impossible  environ- 
ment for  development,”  according  to  Keniston  and  the 
Carnegie  Council  on  Children,  who  are  forceful  on  one 
point:  “What  a child  is,  what  a child  becomes,  are  much 
more  than  a consequence  of  strict  or  permissive  child- 
rearing.  A child  is  influenced  by  many  institutions  over 
which  parents  have  no  control,  from  the  state  of  the 
economy,  to  the  length  of  the  work  day,  to  the  availa- 
bility of  decent  health  care.”" 

Health  Effects  of  Changing  Family  Patterns 

Data  on  juvenile  morbidity  are  deficient  largely  be- 
cause of  the  nature  of  today’s  childhood  illnesses  and 
the  varying  utilization  of  health  services.  Illness  of  lim- 
ited duration  and  low  intensity  may  not  come  to  the 
attention  of  health  providers. 

Although  changes  in  health  status  of  children  and 
adolescents  have  been  seen  to  occur  concomitantly  with 
changes  in  family  living,  no  direct  causal  relationship 
can  be  established. 

There  has  been,  for  example,  a marked  increase  in 
recent  years  of  disorders  associated  with  life  style — 
obesity  stemming  from  inactivity  and  poor  nutritional 
practices;  abuse  of  alcohol  and  other  psychoactive 
drugs;  sexual  promiscuity  and  sexually  transmitted  dis- 
eases; and  child  abuse  and  neglect.  Lockart,  the  direc- 
tor of  the  Department  of  Health  Care  and  Pediatric 
Practice  at  the  American  Academy  of  Pediatrics,  re- 
fers to  these  disorders  as  the  “new  morbidity,”  replac- 
ing as  public  health  concerns  infectious  diseases  and 
frank  malnutrition,  both  former  leading  scourges. 
These  diseases  are  more  difficult  to  treat  than  the  old 
diseases  “.  . . even  though  I am  not  sure  that  all  these 
changes  can  be  blamed  on  the  ‘decline  of  the  family 
unit.’  ”12 

Undoubtedly,  the  waning  of  positive  aspects  of 
family  life  and  parental  guidance  has  had  an  effect  on 
these  disorders.  But  whether  it  has  been  the  major,  or 
even  a major,  factor  is  not  known.  Certainly,  other 
factors,  such  as  economic  circumstances,  are  involved. 
Poverty  is  the  greatest  single  predictor  of  poor  health 
in  the  population  as  a whole,  and  with  life-style  dis- 
orders incidence  is  higher  among  children  and  adoles- 
cents from  low-income  families.2  Complicating  the  pic- 
ture is  that  many  disadvantaged  families  are  also 
“diminished”  families,  either  in  size  (one-parent)  or  in 
beneficial  influence. 

What  is  more  clear  is  that  life-style  disorders  tend 
to  be  familial  disorders,  involving  parents  as  well  as 
children  and  persisting  from  one  generation  to  the  next. 
Thus  it  is  that  unwed  pregnancies,  especially  among 
adolescents,  are  both  a result  of  changes  in  sexual 
mores  and  practices  and  a contributor  to  perinatal  def- 
icits chiefly  through  lack  of  prenatal  care.  And  chil- 
dren who  are  subject  to  abuse  or  neglect  by  their  par- 
ents may  repeat  this  behavior  pattern  when  they 
themselves  become  parents. 

Single-Parent  Families 

Most  research  focuses  on  the  single-parent  family 
as  pathogenic,  and  fails  to  take  into  account  the  pos- 
itive family  functioning  and  competence  that  are  pos- 
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sible  when  support  systems  facilitate  the  development 
of  social,  emotional  and  intellectual  competence  for 
children  in  that  family  situation.  Single-parent  fami- 
lies, in  other  words,  are  not  necessarily  detrimental  to 
the  health  of  children,  although  there  is  some  evidence 
that  a child’s  emotional  well-being  and  behavior  often 
are  affected  adversely. 

Perhaps  the  highest  risk  is  in  those  families  where 
single-parenthood  arises  from  children  born  out-of- 
wedlock  to  teenagers  with  meager  financial  resources. 
Each  year,  one  million  teenagers  become  pregnant, 
many  unintentionally,  and  in  1980  nearly  300,000  out- 
of-wedlock  births  resulted.13 

Evidence  shows  that  childbearing  out-of-wedlock  is 
more  likely  among  poverty  than  among  higher  income 
populations.  Under  age  20,  complications  of  pregnan- 
cy and  delivery,  as  well  as  the  risk  of  an  unhealthy 
baby,  are  greatest.  Experts  generally  believe  the  caus- 
es are  partly  the  immaturity  of  the  young  mothers,  but 
a recent  study  in  Copenhagen  found  that  teenage 
mothers  given  proper  care  had  the  least  complications 
in  childbirth.14  This  study  indicates  that  the  high-risk 
status  of  some  pregnant  teenagers  can  be  due  to  socie- 
tal rather  than  biological  conditions. 

In  any  event,  fewer  than  20%  of  single-parent  fam- 
ilies are  headed  by  unwed  mothers.13  The  others  have 
been  created  by  separation,  divorce  and  widowing. 

In  any  single-parent  situation,  however,  the  child 
has  little  or  no  opportunity  to  experience  an  ongoing 
bond  between  two  adults  in  intimate  family  living. 
From  the  developmental  point  of  view,  this  lack  is 
probably  the  greatest  detrimental  influence  of  single 
parenthood  on  children.15 

Clinical  psychiatric  problems  of  children  in  single- 
parent families  are  mediated  to  a large  extent  by  the 
nature  of  the  mother-child  relationship.  For  example, 
the  mother  may  “keep”  her  child  for  several  months 
or  even  years  and  then  put  him  or  her  up  for  adoption. 
The  child  has  thereby  been  used  as  a test  of  the  moth- 
er’s desire  to  take  on  the  mothering  role,  and  then 
discarded.  Some  unwed  pregnancies,  similarly,  are  ac- 
cepted by  young  women  to  gratify  a wish  to  “be  a 
mother  and  have  a baby  to  cuddle.”  When  the  infant 
becomes  a toddler,  the  fantasy  no  longer  is  fulfilled, 
and  the  child  may  be  abused,  neglected  or  aban- 
doned.15 

According  to  the  1975-76  National  Health  Inter- 
view Survey,  children  without  fathers  in  the  home  were 
twice  as  likely  as  children  with  fathers  to  be  reported 
in  fair  to  poor  health.  The  proportion  of  children  who 
had  seen  a doctor  during  the  year  and  the  number  of 
visits  during  the  year,  however,  were  about  the  same 
for  both  groups  of  children.16  (Fatherless  children  are 
as  likely  to  receive  medical  care  as  children  with  fath- 
ers even  though  the  former  usually  are  poorer,  be- 
cause in  many  states  Medicaid  covers  poor  children 
without  fathers,  but  not  poor  children  with  fathers,  in 
the  home.) 

Children  without  fathers  were  more  likely  to  have 
been  hospitalized  and  to  have  spent,  on  the  average, 
twice  as  many  days  in  the  hospital  as  children  with 
both  parents.  Physicians  may  hospitalize  children  more 
often  when  they  know  of  poor  home  conditions.  Dif- 
ferences, if  any,  in  physical  and  emotional  health  sta- 
tus and  cognitive  development  are  small,  and  may  be 


attributed  to  low  economic  and  educational  levels  of 
mothers  and  generally  poor  housing  and  neighborhood 
conditions.16 

Mothers  Who  Work 

Day-care  for  children  of  working  parents  has  long 
been  controversial  in  terms  of  the  psychological  and 
developmental  consequences  of  the  rearing  of  young 
children  by  parent  surrogates.  Recently,  physical  health 
hazards  in  day-care  centers  have  surfaced.  There  is  a 
high  incidence  of  enteric  illness  associated  with  unsan- 
itary conditions  in  some  of  the  facilities  developed  to 
meet  the  child-tending  imperatives  of  families  that  may 
have  been  diminished  by  economic  circumstances  or 
parental  vocational  pursuits.18 

Effect  of  Divorce  on  Children 

Families  diminished  by  divorce  are  increasingly 
prevalent.  The  1.2  million  divorces  granted  in  the 
United  States  in  1981  were  triple  the  number  in  1962, 
and  one  in  three  new  marriages,  according  to  current 
estimates,  will  end  in  divorce.  Most  divorces  occur  be- 
fore couples  reach  their  40s,  and  in  nearly  three-fourths 
of  the  cases  minor  children  are  involved.19 

Adding  cases  of  permanent  separation  and  deser- 
tions, about  18  million  children  in  the  United  States 
will  undergo  family  dissolution  during  childhood  and 
adolescence.19 

Furstenberg  sees  black  and  white  families  undergo- 
ing different  disruption  processes.  Black  children  are 
twice  as  likely  to  experience  the  death  of  a parent, 
even  though  both  black  and  white  children  have  nearly 
the  same  risk  of  family  disruption  due  to  separation 
and  divorce.20 

Divorce  is  often  mistakenly  thought  of  as  a single, 
discrete  event.  Divorce  is  only  the  crisis  stage  among 
a spectrum  of  stages  involving  pre-divorce  parental 
strife  and  post-divorce  stress  and  adjustment  as  well. 
Rabin  and  Swenson,  for  example,  report  on  three  ad- 
olescent patients  who  attempted  suicide  at  the  time  of 
impending  divorce  of  their  parents.21 

Hetherington  and  others  agree  that  the  effects  of 
divorce  are  stressful  to  both  parents  and  children.22 
However,  the  long-term  effects  of  divorce  may  be 
modified  by  the  quality  of  post-divorce  family  func- 
tioning, maintenance  of  positive  relations  among  fam- 
ily members,  and  support  services  offered  to  parents 
and  children  in  the  community,  schools  and  work- 
place. Frequent  contact  with,  and  support  from,  the 
non-custodial  parent  can  make  a difference,  as  can 
sustained  relationships  with  members  of  the  child’s  ex- 
tended family,  especially  grandparents.23 

“Furthermore,”  as  Hetherington  states,  “there  is 
great  variability  in  the  responses  of  adults  and  children 
to  separation  and  divorce  and  to  life  in  a single-parent 
family.”  He  observes  that  children  from  unhappy,  con- 
flict-ridden intact  families  are  often  more  disturbed  than 
children  of  divorce.22  Evidence  suggests  that  boys  have 
greater  vulnerability  than  girls  to  the  stresses  of  di- 
vorce and  post-divorce  adjustment.19 

When  attempting  to  assess  the  effects  of  family  dis- 
cord, it  must  be  remembered  that  the  situation  from 
the  child’s  perspective  may  be  quite  different  from  the 
adult’s.  The  most  vulnerable  children  are  likely  to  show 
continuing  psychopathology. 
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A longitudinal  study  of  131  children  from  60  fami- 
lies involved  in  divorce  has  yielded  valuable  data.24  26 
A year  after  separation  of  parents  had  occurred,  psy- 
chological disturbances  were  noted  in  about  half  the 
children,  with  little  difference  in  incidence  among  pre- 
school, early  latency  and  late  latency  age  agroups. 

Differences  were  found,  however,  in  the  nature  of 
these  problems,  from  group  to  group.  In  the  youngest 
group,  family  disruption  brought  on  “regressions,  fret- 
fulness, cognitive  bewilderment,  heightened  aggres- 
sion and  neediness.”  In  early  latency,  children  were 
still  struggling  to  integrate  divorce-related  changes  in 
their  lives.25  In  later  latency,  children  were  suffering 
from  shame,  fears  of  being  abandoned  or  forgotten, 
and  intense  worries  associated  with  their  new  sense  of 
vulnerability  and  dependence  on  a more  fragile  family 
structure.26 

A subsequent  study  of  144  children  of  divorce  has 
replicated  the  finding  that  different  constellations  of 
emotional  and  behavioral  difficulties  are  encountered 
in  different  age  groups.27 

With  respect  to  adolescent  children,  it  is  impossible 
to  generalize  about  the  psychological  effects  of  di- 
vorce. Reactions  will  produce  differing  short-term  as 
well  as  long-term  outcomes.  Experiencing  parental  di- 
vorce has  been  seen  to  create  certain  psychological 
vulnerabilities  in  affected  adolescents:  (1)  fear  of 
abandonment,  rejection  or  loss  of  love,  (2)  an  inter- 
ference with  the  resolution  of  the  typical  adolescent 
conflicts,  and  (3)  an  intense  fear  of  personal  marital 
failure.28  The  contemporary  trends  toward  the  “good 
divorce”  and  the  impulsive  marital  breakup  leave  the 
involved  youngsters  with  considerable  confusion  and 
disillusionment. 

While  divorce  may  be  regarded  as  a positive  solu- 
tion to  destructive  family  functioning,  most  children 
experience  it  as  a traumatic  period  in  their  lives.29 

Family  Stress  as  Risk  Factor 

Conflicts  between  parents  who  stay  together  rather 
than  separate  also  can  have  adverse  effects  on  the 
mental  and  physical  health  of  children. 

Clinicians  who  have  studied  psychosomatic  disor- 
ders in  children  have  found  that  regardless  of  family 
makeup  or  specific  diagnosis,  the  children  who  are  most 
acutely  ill  are  the  ones  from  conflicted  family  situa- 
tions.30 Skewed  family  relations  can  be  a factor  in  oth- 
er physical  diseases  as  well,  and  in  time,  the  disease 
can  become  a necessary  part  of  the  pattern.  Three  fac- 
tors are  involved:  (1)  the  child  is  physiologically  vul- 
nerable; that  is,  a specific  organic  dysfunction  is  pres- 
ent; (2)  the  family  is  characterized,  by  enmeshment, 
overprotectiveness,  rigidity  and  lack  of  conflict  reso- 
lution; (3)  the  child’s  illness  plays  a part  in  the  family’s 
pattern  of  avoiding  conflict — serving  to  reinforce  the 
symptoms.  Most  of  these  children  fare  better  when  re- 
moved from  the  home  if  the  family  cannot  be  treated 
in  a way  that  will  “reorganize  family  patterns.”30 

A survey  of  more  than  3,500  healthy  children  is  re- 
ported by  Coddington,  in  which  he  determined  the 
amount  of  social  readjustment  required  of  each  child 
in  the  preceding  year.31  This  study  yielded  baseline  val- 
ues for  children  of  different  ages  and  tested  the  influ- 
ence of  variables  such  as  age,  sex,  race,  and  socioec- 
onomic status  (SES).  No  differences  were  found 
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between  sexes,  races  or  SES,  but  fewer  adjustments 
occurred  in  a year  for  young  children  than  for  older 
ones.  More  social  adjustment  was  required  of  black 
elementary  school  children,  but  the  situation  was  re- 
versed in  junior  and  senior  high  school.  Several  rather 
insignificant  events  occurring  during  a given  period  of 
time  may  add  up  to  greater  stress  than  a single,  ob- 
viously traumatic  event. 

Incidence  of  six  adverse  health  conditions  in  chil- 
dren from  birth  to  age  4 was  analyzed  in  a recent  New 
Zealand  study.32  Children  from  families  that  experi- 
enced 12  or  more  stressful  events  were  twice  as  likely 
as  children  from  families  with  three  or  fewer  such 
events  to  have  suffered  disorders  of  the  lower  respi- 
ratory tract,  gastroenteritis,  burns  and  scalds,  acciden- 
tal poisoning,  other  accidents,  and  suspect  home  con- 
ditions, such  as  child  abuse.  The  disparity  was  even 
greater  for  hospital  admissions,  an  indication  of  sever- 
ity. Children  in  the  high  family  stress  group  were  six 
times  as  likely  as  those  in  the  low  stress  group  to  have 
been  hospitalized. 

Why  some  individuals  appear  to  be  more  affected 
by  stress  than  others  leads  directly  to  the  issue  of  how 
individual  characteristics  of  children  and  the  social 
conditions  under  which  they  live  interact  with  stressful 
events  to  result  in  differential  effects  of  stress. 

Critchley  cites  Anthony’s  model  for  looking  at  the 
interaction  of  risk  and  vulnerability.19  When  high  risk 
is  coupled  with  high  vulnerability,  the  prospect  for  dis- 
turbance is  high,  especially  during  late  childhood,  ad- 
olescence and  early  maturity.  With  low  vulnerability, 
however,  there  is  surprising  absence  of  disorder  even 
in  the  presence  of  appalling  life  circumstances.  In  spite 
of  environmental  factors  potentially  hazardous  to  the 
individual’s  mental  health,  a person  emerges  who  is 
energetic,  well-balanced,  and  normally  active  and  re- 
active. 

The  child  with  good  endowment,  benign  experi- 
ences and  comfortable  environment  may  still  be  hy- 
persensitive and  unable  to  construct  a meaningful  role 
for  himself  in  relation  to  his  or  her  surroundings.  When 
low  risk  is  combined  with  such  high  vulnerability,  the 
“suburban  syndrome”  may  result:  a child  who  is  ov- 
erprotected, overprivileged  and  often  disturbed.  Low 
risk  linked  with  low  vulnerability  is  characteristic  of 
the  “normal  child”  and  is  termed  the  “average  child’s 
vulnerability.” 

This  formulation  can  be  a useful  framework  for  as- 
sessment and  intervention.29  Increased  risk  plus  in- 
creased vulnerability  as  a result  of  temperament  or  en- 
vironment signals  increased  danger  of  psychological 
problems  or  distress  for  the  child. 

Children  in  foster  care  are  another  high-risk  group. 
It  has  been  observed  that  if  a child  is  neither  adopted 
nor  returned  to  his  original  family  within  the  first  two 
years  of  foster  placement,  he  is  unlikely  ever  to  leave 
the  foster  care  system.33 

About  half  of  these  children  live  in  more  than  one 
foster  home,  and  this  unpredictability  alone  makes 
them  vulnerable  to  emotional  problems.  A study  of 
.328  foster  children  in  Baltimore  showed  a high  inci- 
dence of  psychiatric  disorders  compared  to  a general 
pediatric  population.  In  addition,  chronic  health  prob- 
lems, both  psychiatric  and  physical,  were  found  in 
three-fourths  of  the  foster  children.33 
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Impact  on  Adults 

Although  children  are  the  primary  concern  of  those 
who  study  family  life,  families  also  have  influence  on 
adults  and  presumably  on  their  health  and  well-being. 
Studies  have  shown  that  divorced  and  single  men  have 
shorter  life-spans  than  married  men;  however,  a causal 
relationship  has  not  been  established. 

In  a comparison  of  social  network  size,  perceived 
social  support  and  stressful  life  events  with  physical 
health  status  in  a sample  of  100  persons  45  to  65  years 
old,  neither  social  support  nor  stressful  life  events  were 
associated  with  physical  health.34  Previous  studies  of 
bereavement  and  other  life  events  involving  the  loss  of 
social  ties  were  associated  with  depression,  negative 
morale  or  physical  health.  This  study’s  finding  that 
none  of  the  social  support  variables  was  significantly 
correlated  with  physical  health  status  deserves  com- 
ment since  it  has  been  widely  assumed  that  such  sup- 
ports have  a positive  correlation. 

In  contrast,  another  study  found  social  network  size 
to  be  inversely  associated  with  rates  of  mortality  from 
all  causes  in  the  study  cohort.34  The  larger  the  number 
of  social  ties,  the  lower  were  the  mortality  rates.  It 
may  be  the  case  that  persons  with  very  few  social  ties 
are  at  significantly  greater  risk  of  physical  illness  or 
mortality,  while  psychopathology  is  associated  with  flux 
in  the  quality  of  perceived  support. 

With  respect  to  the  aged,  many  of  the  elderly  have 
biochemical  deficiencies  resulting  from  poor  nutrition- 
al status  that  can  stem  from  poverty,  ignorance,  phys- 
ical and  mental  disorders  and  social  isolation.35  Yet, 
the  popular  notion  that  the  aged  have  been  abandoned 
by  their  children  is  not  borne  out  by  research.  Most 
older  people  have  at  least  one  child  living  with  them 
or  near  them,  and  they  have  frequent  contacts  with 
their  children.17 

Living  with  children,  of  course,  is  not  always  the 
most  desirable  arrangement  for  older  people.  Many 
resist  the  idea  of  moving  into  their  children’s  homes — 
they  have  a history  of  being  self-sufficient  and  prefer 
to  maintain  their  own  households  and  take  care  of 
themselves  as  long  as  they  can.  At  the  same  time,  they 
do  want  to  be  able  to  depend  upon  their  families  in 
time  of  need,  maintaining,  as  one  observer  puts  it, 
“intimacy  at  a distance.”36 

Conclusion 

Housing,  employment,  financial  and  legal  problems 
usually  are  beyond  the  scope  of  medical  interventions. 
Moreover,  health  professionals  are  limited  in  their 
abilities  to  change  adverse  conditions  under  which 
children  and  adults  who  are  at  risk  live,  and  for  whom 
serious  illness  is  often  a consequence.  It  is  well  known, 
however,  that  problems  and  conflicts  need  not  cause 
disease  and  dysfunction,  and  that  demonstrable  bene- 
fits to  both  family  functioning  and  child  health  can  ac- 
crue from  professional  interventions  such  as  family 
therapy. 

How  people  learn  to  cope  within  a family  context 
can  be  crucial  to  the  attainment  and  maintenance  of 
good  mental  health  and  even  physical  health.  Usually 


strengths  can  be  found  regardless  of  the  nature  of  a 
given  family’s  make-up  or  circumstances.  If  these  at- 
tributes are  reinforced,  they  can  then  become  positive 
influences  for  both  children  and  their  parents.15  Cur- 
ran, for  example,  has  utilized  such  an  approach  in  out- 
lining an  intervention  strategy  for  primary  care  physi- 
cians who  encounter  divorced  parents  and  their  children 
in  clinical  practice.37 

To  help  provide  beneficial  reinforcement  is  a major 
challenge  for  physicians  and  other  health  professionals 
as  they  work  with  families  of  various  types  pursuing 
different  life  styles  in  the  United  States  today. 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 


To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
1407  Union  Avenue,  Suite  407 
Memphis,  TN  38104 
(901)  521-2855 
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Medical  Grand  Rounds 


Peripartum  Cardiomyopathy 

CHARLES  E.  KOSSMANN,  M.D.,  Editor 


RANDALL  C.  FREDERICK.  M.D. 

(Resident  Physician ) 

A 28-year-old  black  woman  came  to  the  labor  and  deliv- 
ery suite  of  the  E.  H.  Crump  Women's  Hospital  complaining 
of  shortness  of  breath,  cough,  frothy  sputum  occasionally 
blood  tinged,  subjective  fever,  and  chills  which  awakened  her 
from  sleep.  She  was  previously  healthy  and  had  been  deliv- 
ered of  her  second  child  vaginally  one  week  earlier.  The  in- 
trapartum course  was  complicated  by  preeclampsia,  as  with 
her  first  pregnancy,  but  there  was  no  history  of  hypertension 
between  the  births.  There  was  no  previous  history  of  heart 
disease  in  the  patient  or  in  her  family,  and  she  did  not  abuse 
alcohol. 

The  patient’s  temperature  was  normal,  blood  pressure  140/ 
110  mm  Hg.  heart  rate  140/min.  and  respirator}7  rate  48/min 
and  shallow.  She  was  a well-developed,  well-nourished  black 
woman  in  moderate  respiratory  distress.  There  was  some  ret- 
inal arteriolar  narrowing.  The  thyroid  gland  was  within  nor- 
mal limits.  There  were  diffuse  rales  and  ronchi  in  the  lungs 
bilaterally,  but  there  was  no  jugular  venous  distension,  and 
the  PMI  was  not  displaced.  Si  and  S;  were  normal  but  a sum- 
mation gallop  was  present.  There  was  no  cyanosis  or  edema. 

The  hematocrit  was  35.5%  with  a white  blood  cell  count 
of  16.800/cu  mm  with  6%  band-type  and  43%  segmented 
neutrophils.  17%  lymphocytes  and  2%  mononuclear  cells. 
Serum  electrolytes  and  a clotting  profile  were  within  normal 
limits.  On  room  air  the  blood  gas  analysis  showed  a pH  of 
7.45  Po2  of  67  mm  Hg  and  Pco2  of  33  mm  Hg.  The  electro- 
cardiogram showed  a sinus  tachycardia  without  other  abnor- 
malities. The  thoracic  roentgenogram  disclosed  a normal  sized 
heart  with  pulmonary  venous  congestion  suggestive  of  pul- 
monary7 edema. 

Immediate  therapy  consisted  of  intravenous  aminophvl- 
line.  morphine,  furosemide.  digoxin  and  oxygen  by  mask. 
Dramatic  improvement  followed  diuresis  and  full  digitaliza- 
tion. An  echocardiogram  performed  on  the  second  hospital 
day  revealed  considerable  dilatation  of  the  left  ventricle  (cor- 
rected end-diastolic  dimension  37  mm/m2 — maximum  normal 
32  mm/m:)  with  normal  wall  thickness  and  impaired  systolic 
function  (shortening  fraction  10%,  generalized  hypokinesis). 
Studies  in  the  hospital  of  thyroid  function,  pulmonary7  venti- 
lation-perfusion by  scan.  ASL-O  titer.  FANA.  and  rheuma- 
toid factor  were  all  negative.  The  ESR  was  25  mm  hr.  Before 
discharge  the  titers  of  cardiac  enzymes  in  the  blood  were  found 
to  be  normal. 

The  patient  was  discharged  asymptomatic  on  digoxin  and 
furosemide  with  potassium  supplementation,  but  she  was 
noncompliant  with  medications  and  had  to  be  hospitalized 
two  more  times  for  congestive  heart  failure  during  the  month 
after  the  onset  of  symptoms. 

The  final  diagnosis  was  peripartum  cardiomyopathy. 


From  the  Department  of  Medicine.  University  of  Tennessee.  951 
Court  Ave..  Memphis.  TN  38163. 

Presented  Jan.  19.  1983. 


K.  B.  RAMANATHAN.  M.D. 

(Associate  Professor  of  Medicine,  Cardiology) 

Pregnancy  complicated  by  heart  disease  re- 
mains a problem  in  spite  of  advances  in  both 
medicine  and  obstetrical  care.  Among  348  ma- 
ternal deaths  in  the  state  of  California  between 
1960  and  1968,  77  were  attributed  to  cardiac  dis- 
ease, the  commonest  underlying  cause  being 
rheumatic  heart  disease  and  the  second  cardio- 
myopathy, accounting  for  ten  cases.  Of  the  ten 
with  peripartum  cardiomyopathy,  three  were  an- 
tepartum and  seven  postpartum. 

History 

Peripartum  cardiomyopathy  (PCM)  has  been 
known  for  a long  time,  Ritchie,  from  Glasgow, 
Scotland  having  given  the  first  description  of  the 
disease  in  1849.  In  1930  Herrmann  and  King2  de- 
scribed the  disease  in  this  country,  and  they  were 
followed  by  Hull  and  Hafkesbring3  reporting  from 
the  New  Orleans  Charity  Hospital  and  Gouley, 
McMillan  and  Bellet4  from  Philadelphia  General 
Hospital  in  1937.  The  disease  has  been  called  by 
various  names,  including  toxic  postpartum  dis- 
ease, hypertensive  postpartum  disease,  postpar- 
tum myocarditis,  and  postpartum  cardiomyopa- 
thy. PCM  has  been  favored  lately  because  the 
disease  tends  to  occur  both  during  the  last 
trimester  of  pregnancy  and  during  the  early  post- 
partum period. 

The  criteria  for  diagnosis  were  established  by 
DeMakis  and  Rahimtoola.5  They  are  (1)  devel- 
opment of  heart  failure  in  the  last  month  of  preg- 
nancy or  within  five  months  of  delivery,  (2)  ab- 
sence of  a demonstrable  cause  for  the  cardiac 
failure,  and  (3)  absence  of  demonstrable  heart 
disease  prior  to  the  last  month  of  pregnancy. 

During  normal  pregnancy,  the  cardiac  output 
and  blood  volume  increase  significantly  and  reach 
their  peak  at  28  to  32  weeks  of  gestation.  In  pa- 
tients with  preexisting  heart  disease,  decompen- 
sation tends  to  occur  during  this  period.  Beyond 
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32  weeks,  the  increase  in  cardiac  output  tends  to 
be  less  prominent  and  almost  reaches  a plateau. 
The  management  of  patients  with  preexisting 
heart  disease  becomes  easier  once  they  pass  the 
32nd  week.  PCM,  on  the  other  hand,  is  unique 
in  the  sense  that  decompensation  occurs  either  in 
the  last  month  of  pregnancy  or  during  the  post- 
partum period  when  the  stress  of  intrauterine 
gestation  has  passed. 

Etiology 

Race:  Most  descriptions  of  the  disease  in  the 
United  States  have  come  from  hospitals  with  a 
predominately  black  population  such  as  the 
Charity  Hospital  in  New  Orleans  or  the  Cook 
County  Hospital  in  Chicago.  From  abroad  the 
major  series  come  from  Africa  or  the  West  In- 
dies. Clearly,  the  black  race  tends  to  have  a high- 
er incidence  of  the  disease.  However,  there  have 
been  reports  from  all  over  the  world  including 
Ceylon,  South  Asia  and  Japan.  Although  it  was 
thought  that  the  white  population  was  immune 
to  the  disease,  this  does  not  seem  to  be  true,  as 
there  have  been  many  well-documented  reports 
of  its  occurrence  among  Caucasians. 

Parity:  The  disease  tends  to  occur  more  com- 
monly among  multiparous  women  than  among 
primiparas,  although  in  an  early  description  of 
the  disease  Hull  and  Hafkesbring3  suggested  that 
primiparous  women  may  be  more  prone  to  the 
disease.  Among  multiparous  women,  those  who 
get  pregnant  in  quick  succession  seem  to  pre- 
dominate. 

Multiple  Pregnancies:  Women  bearing  twins  or 
triplets  seem  more  prone  to  the  disease  than  those 
with  a single  fetus. 

Toxemia:  The  incidence  of  toxemia  seems  to 
be  high  among  patients  with  PCM,  although  the 
incidence  of  sustained  hypertension  appears  to  be 
lower. 

Nutrition:  Since  the  disease  tends  to  occur 
among  the  economically  disadvantaged  it  was 
thought  that  malnutrition  might  have  a role  in 
the  development  of  the  disease.  Although  de- 
tailed analysis  of  the  nutritional  histories  of  the 
cardiomyopathic  women  in  New  Orleans  re- 
vealed inadequate  intake,  other  studies  failed  to 
confirm  nutritional  deficiency  as  a cause  of  the 
disease.  Furthermore,  nutritional  heart  disease, 
like  beri-beri  heart  disease,  tends  to  be  of  the 
high  output  variety,  while  patients  with  PCM  tend 
to  have  a low  output  type  of  heart  failure. 

Hypertension:  Although  it  was  suggested  by 
Brockington6  from  Ibadan,  Nigeria  that  hyper- 
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tension  is  more  common  among  patients  with 
PCM,  only  8 of  his  50  patients  had  sustained  hy- 
pertension. 

Viral  Infection:  Among  23  patients  studied  by 
the  Japanese7  a suggestion  of  viral  infection  was 
obtained  in  a few  cases,  but  similar  studies  else- 
where in  the  world  failed  to  substantiate  a viral 
etiology. 

Lactation:  In  South  African  black  women  the 
incidence  of  PCM  was  higher  among  those  with 
a longer  period  of  lactation.  It  was  also  observed 
that  when  PCM  occurred  late  after  delivery  there 
was  a delay  in  discontinuation  of  lactation. 

Alcoholism:  The  incidence  of  alcoholism  was 
no  higher  in  patients  with  PCM  as  compared  to 
other  populations  in  most  studies.  However, 
among  the  patients  studied  in  Jamaica,8  a higher 
intake  of  alcohol  was  observed. 

Autoimmunity:  Although  unproven,  it  has 
been  postulated  that  the  fetus  might  develop  anti- 
myocardial antibodies  that  can  cross  the  placenta 
and  cause  myocardial  dysfunction.  Another  pro- 
posed theory  is  that  the  rapidly  involuting  post- 
partum uterus  may  develop  antibodies  that  cross- 
react  with  the  heart  and  cause  dysfunction. 

Environmental:  In  an  interesting  study  from 
northern  Nigeria9  it  was  observed  that  the  local 
custom  was  to  keep  the  woman  during  the  post- 
partum period  in  an  isolated  hut  with  a closed-in 
fire  going  underneath  her  bed  even  though  the 
ambient  temperature  was  high.  Further,  they  were 
given  hot  baths  and  encouraged  to  consume  large 
quantities  of  salt.  The  incidence  of  PCM  among 
these  women  is  high,  especially  during  the  hot 
humid  weather.  It  has  been  proposed  that  lack  of 
evaporation  combined  with  salt  intake  may  be 
responsible  for  the  higher  incidence. 

Signs  and  Symptoms 

The  clinical  presentation  is  not  unique  and  re- 
sembles other  forms  of  cardiomyopathy  with 
combined  right-  and  left-sided  heart  failure.  Most 
patients  complain  of  dyspnea  on  exertion,  and 
episodes  of  paroxysmal  nocturnal  dyspnea  are 
frequent.  Palpitation  is  uncommon,  but  hemop- 
tysis is  frequent. 

Signs  are  consistent  with  biventricular  failure. 
There  is  jugular  venous  distension  and  depend- 
ent edema.  Auscultation  reveals  an  S3  gallop  and 
murmurs  indicative  of  functional  mitral  and  tri- 
cuspid insufficiency  are  frequent.  The  murmurs, 
however,  disappear  with  treatment  of  the  heart 
failure. 
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Laboratory  Findings 

The  thoracic  roentgenogram  usually  shows 
massive  cardiomegaly,  with  a silhouette  occasion- 
ally suggestive  of  pericardial  effusion.  There  is 
pulmonary  venous  congestion,  and  not  infre- 
quently there  are  basilar  infiltrates  suggestive  of 
pulmonary  infarction. 

The  electrocardiogram  frequently  shows  evi- 
dence of  left  ventricular  hypertrophy  and  abnor- 
malities of  S-T  and  T.  Left  bundle-branch  block 
is  uncommon  as  compared  to  other  forms  of  car- 
diomyopathy. Vectorcardiograms  are  not  charac- 
teristic, although  in  one  of  the  patients  described 
in  the  literature  the  frontal  axis  changed  during 
the  course  of  the  disease  from  normal  to  extreme 
left,  suggesting  development  of  left  anterior  fas- 
cicular block.  The  echocardiogram  displays  four- 
chamber  enlargement  with  reduced  fractional 
shortening  and  mitral  valve  excursion.  Dilatation 
of  the  left  ventricle  can  result  in  increased  sepa- 
ration of  E (E  point  of  anterior  mitral  valve  lea- 
flet) from  S (left  side  of  interventricular  septum). 
In  a case  described  by  Feigenbaum10  these 
changes  disappeared  with  improvement  in  heart 
failure,  demonstrating  a reversible  form  of  car- 
diomyopathy. 

Invasive  studies  have  been  done  infrequently. 
Right  heart  catheterization  in  one  patient  dis- 
closed an  elevation  of  right  ventricular  end-dia- 
stolic  pressure  and  pulmonary  capillary  wedge 
pressure  consistent  with  biventricular  failure. 
There  was  moderate  pulmonary  hypertension  and 
a reduced  cardiac  output. 

Morbid  Anatomy 

Gross  examination  reveals  a dilated  flabby 
heart  occasionally  showing  some  hypertrophy. 
Mural  thrombi  are  frequent,  and  the  valves  and 
coronary  arteries  are  normal. 

Histopathology11  shows  early  muscle  degener- 
ation (94%),  cellular  infiltration  (81%),  endocar- 
dial thickening  (50%),  and  reparative  fibrosis 
(50%).  The  changes  are  not  characteristic  for 
PCM  and  could  be  observed  in  any  other  form 
of  congestive  cardiomyopathy. 

Differential  Diagnosis 

While  obliterative  pulmonary  hypertension  and 
thromboembolic  pulmonary  heart  disease  pre- 
sent isolated  right-sided  heart  failure,  PCM  shows 
evidence  of  biventricular  failure.  Hypertensive 
heart  failure  associated  with  toxemia  of  pregnan- 
cy does  not  manifest  signs  of  right-sided  heart 


failure.  Furthermore,  the  renal  abnormalities  that 
occur  with  toxemia  are  not  seen  in  PCM,  al- 
though in  one  of  the  published  reports  death 
tended  to  occur  more  frequently  in  patients  with 
associated  pyelonephritis.  Silent  mitral  stenosis 
with  obstructed  left  ventricular  filling,  pulmo- 
nary hypertension,  and  the  clinical  picture  of  left- 
heart  failure  may  be  confused  with  PCM,  but  such 
patients  ordinarily  show  circulatory  deterioration 
before  32  weeks  of  pregnancy;  an  echocardi- 
ogram should  demonstrate  the  characteristic  fea- 
tures of  mitral-valve  disease.  Ischemic  heart  dis- 
ease is  uncommon  during  pregnancy,  but  coronary 
artery  dissection  has  been  reported  during  labor. 
The  characteristic  electrocardiographic  and  en- 
zymatic changes  should  help  to  differentiate  this 
rare  finding  from  PCM. 

Complications 

Arrhythmias  commonly  occur  with  digitaliza- 
tion, and  it  has  been  suggested  that  these  pa- 
tients are  prone  to  digitalis  intoxication.  Intra- 
ventricular conduction  disturbances  occur  but  do 
not  conform  to  the  standard  right  or  left  bundle- 
branch  block  patterns. 

Pulmonary  emboli  occur  in  about  25%  of  the 
patients,  and  it  has  been  suggested  that  they  may 
be  more  frequent  in  PCM  than  with  other  forms 
of  congestive  cardiomyopathy.  Systematic  embo- 
lization, however,  is  uncommon. 

Treatment 

George  Burch  and  his  group12  in  years  gone 
by  advocated  strict  bed  rest  for  at  least  three 
months  after  the  heart  size  had  returned  to  nor- 
mal, but  their  mortality  was  not  significantly  dif- 
ferent from  that  of  other  groups,  and  it  is  gen- 
erally considered  that  such  prolonged  bed  rest  is 
neither  necessary  nor  practical. 

Patients  with  PCM  may  be  more  sensitive  to 
digitalis,  and  digitalis-induced  arrhythmias  are 
frequent.13  When  digoxin  is  needed  and  is  not 
contraindicated  for  any  reason,  careful  monitor- 
ing should  be  undertaken  to  prevent  digitalis  ov- 
erdosage. 

In  studies  prior  to  the  availability  of  loop  di- 
uretics, use  of  mecurials  were  favored  over  thia- 
zides because  of  the  kaliuretic  properties  of  the 
latter.  At  present,  however,  loop  diuretics,  like 
furosemide,  are  preferred,  combined  with  potas- 
sium supplementation  to  avoid  hypokalemia. 

In  view  of  the  frequency  of  pulmonary  em- 

(Continued  on  page  33) 
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Geriatric  Medicine 


The  Need  for  Patient  Assessment 

CARL  E.  ADAMS,  M.D. 


In  1980  the  Tennessee  Medicaid  agency  and 
the  legislature  were  compelled  to  institute  cer- 
tain austerity  measures  in  order  to  contain  costs, 
as  the  expenditures  of  the  Medicaid  program  had 
increased  so  much  and  so  rapidly  that  a serious 
budgetary  problem  was  imminent.  This  program 
has  been  successful  as  a cost  containment  meas- 
ure, and  now  it  is  appropriate  to  begin  to  evalu- 
ate needs  of  and  services  to  patients  in  addition 
to  continuing  to  control  costs  in  an  effective  and 
efficient  manner,  while  at  the  same  time  being 
assured  of  appropriate  services  to  those  needing 
them. 

At  a meeting  of  the  Long-Term  Health  Care 
Committee  of  the  Tennessee  Medical  Associa- 
tion in  May  1983,  there  was  a discussion  regard- 
ing the  need  for  a patient  assessment  program  in 
Tennessee  for  determining  the  diagnoses,  disabil- 
ities, and  impairments  of  all  those  receiving  health 
care  and  medical  care  as  beneficiaries  of  govern- 
mental programs,  including  Medicare  and  Medi- 
caid. 

It  is  important  to  recognize  that  patient  assess- 
ment is  a two-tiered  process.  At  the  first  level 
each  discipline,  such  as  nursing,  physical  therapy, 
social  services,  does  an  individual  assessment  rel- 
ative to  the  discipline  involved,  while  at  the  sec- 
ond level  the  pertinent  information  gathered  by 
each  discipline  is  brought  together  in  the  final 
form,  so  that  in  effect  there  is  uniform  compre- 
hensive information  (socio-demographic)  as  to 
who  the  patient  (applicant/recipient)  is,  the  pa- 
tient’s diagnosis,  impairments,  and  disabilities,  the 
patient’s  treatments,  medications,  and  services, 
and  finally,  the  outcomes. 

Since  1975,  HEW  (Health,  Education  and 
Welfare)  and  subsequently  HHS  (Health  and 
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Human  Services)  have  been  working  with  a Pa- 
tient Appraisal  and  Care  Evaluation  (PACE) 
program.  This  program  has  gone  through  several 
revisions  and  adaptations.  The  latest  form,  though 
much  shorter  than  previous  ones,  continues  to  be 
several  pages  in  length;  it  has  not  been  comput- 
erized and  is  not  currently  in  active  use.  As  the 
program  has  been  sponsored  by  HHS  it  is  rea- 
sonable to  assume  that  it  contains  those  items 
considered  important  to  the  government. 

There  are  many  patient  assessment  programs 
and  formats  presently  in  existence  that  might  be 
considered  for  use.  The  program  selected  for  use 
should  have  uniformity  of  terms,  and  should  be 
comprehensive  in  identifying  impairments  and 
disabilities.  The  form  (abstract)  should  be  con- 
cise, the  data  assimilated  on  the  abstract  should 
be  capable  of  being  computerized,  and  it  should 
conform  to  the  requirements  of  the  PACE  pro- 
gram. The  resulting  information  and  summaries 
should  be  available  to  state  agencies,  intermedi- 
aries, and  providers  alike. 

The  information  provided  by  the  assessment 
instrument  serves  as  a guide  for  decision-making 
as  to  entry  into  the  care  delivery  system;  that  is, 
when  done  on  all  applicants,  it  can  be  the  gate- 
way guide  for  proper  placement.  Following  ad- 
mission into  the  care  delivery  system,  periodic 
reassessments  at  regular  intervals  serve  to  follow 
the  progress  of  the  patient,  and  serve  as  a tool 
for  determining  need  for  continued  care,  change 
of  level  of  care,  discharge,  etc.  Just  as  the  ac- 
counting system  serves  as  a financial  audit,  the 
patient  assessment  system  can  serve  as  a medical 
audit  of  patient  care  services. 

Through  pooling  of  the  information  from  all 
of  the  patients  and  the  different  facilities,  much 
useful  information  is  made  available  through 
summaries  for  use  in  decision-making. 

At  this  time  details  as  to  the  uses  of  the  infor- 
mation gleaned  from  the  patient  assessment  sys- 
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tern  will  not  be  discussed,  but  instead  the  general 
broad  principles  will  be  indicated.  Research 
projects  have  available  source  material  for  anal- 
ysis and  study  of  demographics,  special  prob- 
lems, and  care  and  treatment  profiles.  Manage- 
ment and  clinical  staff  has  access  to  common, 
uniform  documented  data  for  use  in  arriving  at 
decisions  regarding  both  need  for  care  and  its  type 
and  intensity,  staffing  as  to  type  and  amount,  and 
needs  for  additional  or  change  in  equipment  and 
supplies.  The  adequacy  of  reimbursement  is  bet- 
ter understood.  Placement  and  level  of  care  are 


Medical  Grand  Rounds  . . . 

(Continued  from  page  31) 

boli,  Goodwin  and  his  colleagues14  suggested  that 
patients  with  PCM  should  be  anticoagulated.  It 
is  not  clear,  however,  how  long  it  should  be  con- 
tinued, since  PCM  is  a reversible  form  of  car- 
diomyopathy. I do  not  believe  anticoagulation 
needs  to  be  continued  once  the  heart  returns  to 
normal  size,  although  patients  who  have  persist- 
ent heart  failure  may  require  perpetual  antico- 
agulation. 

Prognosis 

It  was  not  possible  from  the  earlier  studies  to 
predict  the  outcome  of  patients  with  PCM.  Fur- 
thermore, since  it  is  a disease  tending  to  recur 
with  each  pregnancy,  it  is  crucial  to  separate  the 
ones  with  a favorable  outcome  from  those  in 
whom  deterioration  is  rapid,  with  spontaneous  or 
induced  premature  delivery.  DeMakis  and  his 
group15  at  Cook  County  Hospital  in  Chicago  fol- 
lowed 27  patients  with  PCM  with  serial  thoracic 
roentgenograms.  In  14  of  the  27  the  heart  size 
returned  to  normal  within  six  months,  while  in 
the  other  13  enlargement  persisted.  Eight  of  the 
first  group  had  no  significant  problems  with  sub- 
sequent pregnancies  apart  from  three  episodes  of 
temporary  deterioration  in  two.  During  a follow- 
up lasting  around  five  years,  two  patients  died  of 
noncardiac  causes.  On  the  other  hand,  out  of  six 
subsequent  pregnancies  in  the  13  patients  with 
persistent  cardiomegaly,  three  deteriorated  per- 
manently. Eventually  11  of  the  13  died  of  cardiac 
causes  in  the  subsequent  4.7  years  of  follow-up. 
It  was  concluded  that  while  patients  whose  hearts 


more  uniform,  and  are  determined  according  to 
needs  and  services  rather  than  by  the  available 
reimbursement.  The  success  of  the  use  of  the 
program  and  its  value  will  depend  on  the  quality 
of  the  input  of  the  information  (garbage  in,  gar- 
bage out). 

By  using  patient  assessment,  patient  care, 
placements,  and  levels  of  care  are  more  easily 
monitored.  Also,  the  quality  of  the  statistical 
analysis  is  improved,  and  the  scope  of  the  anal- 
ysis is  broadened  through  the  medical  audit  of 
patient  care  services.  on? 


revert  to  normal  size  within  six  months  postpar- 
tum can  be  allowed  to  have  further  pregnancies, 
those  who  display  continuing  evidence  of  car- 
diomyopathy should  avoid  future  pregnancy. 

In  view  of  the  frequency  of  pulmonary  em- 
boli, it  is  felt  that  oral  contraceptives  are  not  ideal 
for  these  patients,  and  tubal  ligation  may  be  nec- 
essary. 

With  the  advent  of  echocardiography  and 
radionuclide  angiography,  it  will  be  interesting  to 
see  how  effectively  we  can  follow  these  patients 
and  understand  more  about  the  natural  course  of 
this  enigmatic  disease.  r S 

REFERENCES 

1.  Ritchie  C:  Clinical  contributions  to  the  pathology,  diagnosis  and  treatment 
of  certain  chronic  diseases  of  the  heart.  Edinburgh  Med  Surg  J 12:333,  1849. 

2.  Herrmann  GR,  King  EL:  Cardiovascular  disturbances  in  the  obstetric  pa- 
tient. JAMA  95:1472,  1930. 

3.  Hull  E,  Hafkesbring  E:  Toxic  post-partal  heart  disease.  New  Orleans  M & 
S J 89:550,  1937. 

4.  Gouley  BA,  McMillan  TM,  Bellet  S:  Idiopathic  myocardial  degeneration 
associated  with  pregnancy  and  especially  the  puerperium.  Am  J Med  Sci  194:185, 
1937. 

5.  DeMakis  JG,  Rahimtoola  SH:  Peripartum  cardiomyopathy.  Circulation 
44:964-968,  1971. 

6.  Brockington  IF:  Postpartum  hypertensive  heart  failure.  AmJ  Cardiol  27:650- 
658.  1971. 

7.  Koide  T,  Saito  Y,  Sakamoto  T,  et  al:  Peripartal  cardiomyopathy  in  Japan. 
A critical  appraisal  of  the  concept.  Jap  Heart  J 13:488-501,  1972. 

8.  Stuart  KL:  Cardiomyopathy  of  pregnancy  and  the  puerperium.  Quart  J 
Med  37:463-478,  1968. 

9.  Fillmore  SJ.  Parry  EHO:  The  evolution  of  peripartal  heart  failure  in  Zaria, 
Nigeria.  Circulation  56:1058-1061,  1977. 

10.  Feigenbaum  H:  Echocardiography , ed  3.  Philadelphia,  Lea  & Feibieer, 
1981.  pp  465-466. 

11.  Johnson  JB,  Mir  GH,  Flores  P.  et  al:  Idiopathic  heart  disease  associated 
with  pregnancy  and  the  puerperium.  Am  Heart  J 72:809-816,  1966. 

12.  Burch  GE,  McDonald  CD.  Walsh  JJ:  The  effect  of  prolonged  bed  rest 
on  postpartal  cardiomyopathy.  Am  Heart  J 81:186-201,  1971. 

13.  Walsh  JJ.  Burch  GE,  Black  WC.  et  al:  Idiopathic  myocardiopathy  of  the 
puerperium  (post-partal  heart  disease).  Circulation  32:19-31,  1965. 

14.  Goodwin  JF:  Peripartal  heart  disease.  Clin  Obstet  Gynecol  18:125-130, 
1975. 

15.  DeMakis  JG,  Rahimtoola  SH,  Sutton  GC,  et  al:  Natural  course  of  peri- 
partum cardiomyopathy.  Circulation  44:1053-1061,  1941. 


JANUARY,  1984 


33 


EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 72-year-old  woman  was  referred  to  St.  Thomas  Hospital  for  implantation  of 
a pacemaker  after  admission  elsewhere  for  an  abrupt  sensation  of  “weakness.” 
Her  heart  rate  was  35/min  and  her  blood  pressure  156/70  mm  Hg.  She  had  dia- 
betes mellitus,  suboptimally  controlled  with  diet  and  NPH  insulin,  and  because  of 
refractory  hypertension  had  started  pindolol  (Visken)  therapy  two  days  before 
admission.  Atropine  1.2  mg  given  IV  prior  to  her  transfer  produced  no  significant 
increase  in  heart  rate.  An  admission  electrocardiogram  was  obtained  (Fig.  1). 


Figure  1 


Discussion 

The  tracing  shows  a regular  rhythm  at  a rate 
of  38/min.  Low  voltage  P waves  appear  to  be 
present  (note  slight  deflections  in  the  base  line) 
0.24  seconds  prior  to  the  QRS  complex.  The  QRS 
complex  is  widened  with  a duration  of  100  msec. 
The  T waves  are  prominent  in  V!  and  V2  and  are 
inverted  in  V3  through  V6  and  in  lead  I and  aVL. 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 
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Admission  potassium  was  6.7  mEq/liter  with  a 
glucose  of  275  mg/dl.  Arterial  pH  was  7.43  with 
a Po2  of  73  torr  and  Pco2  of  35  torr.  Pindolol  was 
withheld,  and  she  was  given  50  units  of  regular 
insulin  IV  with  sodium  polystyrene  sulfonate 
(Kayexalate).  The  potassium  fell  to  5.2  mEq/liter 
within  20  hours,  when  another  electrocardiogram 
was  obtained  (Fig.  2). 

This  tracing  shows  sinus  rhythm  at  a rate  of 
79/min.  The  P waves  are  now  clearly  visible  in 
leads  II,  III  and  aVF,  with  a PR  interval  of  0.20 
seconds.  QRS  duration  is  not  notably  changed. 
There  is  normalization  of  the  T wave  with  up- 
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right  T waves  in  V3  through  V5  and  a biphasic  T 
wave  in  V6.  There  continues  to  be  lateral  ST  seg- 
ment sagging.  U waves  are  present. 

Observation  over  the  next  few  weeks  with  ra- 
diotelemetered  monitoring  and  24-hour  ambula- 
tory Holter  electrocardiogram  showed  sinus  bra- 
dy-tachy  syndrome.  The  patient  eventually  was 
treated  with  a pacemaker  to  control  mild  brady- 
cardia, and  digoxin  and  quinidine  were  given  for 
intermittent  atrial  fibrillation  and  multiple  atrial 
ectopic  beats.  Though  pindolol  was  not  restart- 
ed, her  blood  pressure  remained  normal  while  in 
the  hospital. 

Pindolol  is  marketed  as  a beta-blocking  agent 
with  partial  beta  agonist  activity.  A recent  study 
demonstrated  no  significant  bradycardia  with 
pindolol  therapy  in  patients  who  have  heart  rates 
less  than  80  beats  per  minute,  believed  to  reflect 
a “balance  between  the  intrinsic  sympatho- 
mimetic activity  and  beta-blocking  effects  of  pin- 
dolol.”1 Although  it  is  marketed  as  an  agent  with 
intrinsic  sympathomimetic  activity,  bradycardia 
may  complicate  pindolol  therapy  “in  two  percent 
or  fewer  patients”  (Sandoz  Pharmaceuticals,  per- 
sonal communication). 


Hyperkalemia  related  to  beta-blocking  thera- 
py has  been  described  previously2  but  hyperka- 
lemia with  pindolol  therapy  has  apparently  not 
been  reported.  Elevation  of  serum  potassium 
causes  T waves  to  become  tall  and  peaked  (usu- 
ally best  seen  in  the  precordial  leads)  and  the 
QRS  duration  to  be  increased.  Prolongation  of 
PR  interval,  with  lowering  and  widening  of  P 
waves,  may  also  occur  as  the  hyperkalemia  be- 
comes more  pronounced. 

In  summary,  the  electrocardiographic  changes 
demonstrated  in  Fig.  1 are  nonspecific,  but  in- 
volve rate,  conduction,  voltage  and  repolariza- 
tion abnormalities  in  association  with  hyperkale- 
mia and  beta  blockade  by  an  agent  with  beta 
agonist  effects. 

CONCLUSION:  Bradycardia;  nonspecific  ST-T 
changes;  low  P wave  voltage;  first  degree  AV 
block;  nonspecific  intraventricular  conduction 

delay.  / ^ 
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Health  and  Environment  Report 


New  Approaches  to  Patient  Care  Inspection 
In  Nursing  Homes 

VADA  A.  SMITH 


In  August  1983,  the  Department  of  Health  and 
Environment  instituted  a new  policy  of  unan- 
nounced inspections  of  nursing  homes  in  Tennes- 
see. The  policy  applies  to  all  inspections,  includ- 
ing annual  surveys,  follow-up  visits,  complaint 
investigations,  and  quality  assurance  visits. 

The  Department  is  also  developing  a request 
to  the  U.S.  Secretary  of  Health  and  Human 
Services  for  a waiver  to  allow  the  flexibility  of 
moving  into  a new  survey  process  which  would 
focus  more  on  inspections  of  actual  delivery  of 
service  and  patient  care  in  order  to  insure  good 
patient  outcome.  Attention  would  be  concentrat- 
ed on  patients  rather  than  record-keeping  and 
paperwork.  Annual  surveys  of  each  nursing  home 
would  include  inspection  of  a random  statistically 
significant  sample  of  patients  and  records,  con- 
ducted by  teams  of  four  to  five  staff  persons  in 
one  day.  The  reduction  from  the  current  12-per- 
son, three-day  process  will  allow  more  time  for 
follow-up  of  facilities  with  problems. 

It  is  the  responsibility  of  each  long-term  care 
facility  to  insure  that  the  health  care  of  every  pa- 
tient is  under  the  continuous  supervision  of  a 
physician,  who  prescribes  a planned  regimen  of 
total  patient  care  based  on  a medical  evaluation 
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of  the  patient’s  immediate  and  long-term  needs. 
It  is  the  responsibility  of  the  long-term  care  health 
professionals  (nurses,  dietitians,  pharmacists,  so- 
cial consultants,  administrators,  rehabilitative 
personnel)  to  carry  out  the  planned  regimen  of 
total  patient  care  as  prescribed  and  supervised  by 
the  physician. 

It  is  the  responsibility  of  the  physician  to  com- 
plete a history  and  physical  examination  on  the 
patient  upon  admission  to  the  long-term  care  fa- 
cility, provide  comprehensive  orders  for  a total 
program  of  care,  revise  the  orders  as  needed, 
provide  necessary  medical  care  in  case  of  emer- 
gencies, and  visit  patients  as  needed  or  required. 
The  physician  should  be  available  to  the  long- 
term care  staff,  who  provide  the  day-to-day  care 
for  the  patients.  The  long-term  care  staff  should 
endeavor  to  establish  a good  working  relation- 
ship with  physicians  to  enable  the  patient  to  ben- 
efit from  total  patient  care. 

Federal  and  state  regulators  see  hope  for  trim- 
ming the  paperwork  in  nursing  homes  in  ex- 
change for  improved  total  patient  care  programs. 

Tennessee  is  developing  a modified  survey 
process  to  lessen  the  pressure  of  paperwork  on 
physicians  and  nursing  home  staff,  allowing  more 
time  for  all  to  spend  with  patients,  who  are  after 
all  the  focus  of  attention  and  who  need  all  of  the 
tender  loving  care  they  can  get. 
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Nineteen  Eighty-Four 

This  is  it — the  year  George  Orwell  marked 
about  1940  as  the  year  of  Big  Brother,  when  in 
the  Great  Society  there  will  be  neither  any  more 
sorrow  nor  pain,  and  Big  Brother  will  wipe  away 
every  tear  from  your  eyes.  Of  course,  he  will  wipe 
away  everything  else,  too,  and  only  the  state  will 
survive.  So  much  for  George. 

Visions  of  the  future  have  clouded  the  eyes  of 
man  since  the  first  syllable  of  recorded  time,  and 
much  time  and  effort  have  been  expended  in 


prognostication,  irrespective  of  any  possibility  of 
accuracy  or  practicality.  Some,  indeed,  have  been 
born  of  their  authors’  wildest  imaginings,  yet 
some  of  those  have  come  nearer  fulfillment  than 
many  seemingly  less  far-fetched.  Some  visions, 
like  Orwell’s,  have  been  simply  logical  exten- 
sions of  the  world  situation  as  the  author  per- 
ceived it  at  the  time.  Another  vision  of  the  same 
genre  is  portrayed  in  the  film  Rollerball.  In  a 
world  in  which  war  has  become  unnecessary  be- 
cause the  world  is  run  by  corporate  manage- 
ment, to  satisfy  man’s  need  for  mayhem  a game 
is  invented  in  which  the  score  is  kept  in  deaths. 
It  is  reminiscent  of  both  the  ancient  gladitorial 
games,  invented  to  keep  the  public’s  mind  off 
important  matters  of  state,  and  present  day 
sports,  which  even  if  not  deliberate  serve  a like 
purpose. 

The  truth  of  the  matter  is  that  the  crystal  ball 
is  foggy  at  best,  and  what  is  revealed  is  subject 
to  misinterpretation.  Interpretation  would  be 
easier  if  man  always  behaved  logically,  but  the 
converse  appears  more  often  to  be  the  case. 
Therefore,  “the  best  laid  plans  of  mice  and  men 
gang  aft  aglae,”  as  Bobby  Burns  wisely  ob- 
served. 

The  year  1984  has  been  more  or  less  breath- 
lessly awaited  as  some  sort  of  watershed,  though 
with  less  and  less  anticipation,  to  be  sure,  ever 
since  Orwell  wrote  the  book.  What  it  was  to  be 
a watershed  of  has  never  been  quite  clear,  at  least 
to  me,  and  it  has  become  increasingly  less  so  as 
time  has  gone  by,  since  some  of  what  Orwell  pre- 
dicted arrived  far  ahead  of  schedule,  at  least  in 
some  places  in  the  world.  It  has  been  an  axiom 
of  history  that  men  have  sought  control  over  the 
lives  of  others,  the  more  by  the  fewer  the  better, 
and  many  times  the  world  has  come  much  closer 
to  total  control  by  a few,  or  even  one,  than  we 
are,  or  at  least  apparently  are,  at  this  moment  in 
history. 

In  addition  to  its  being  1984,  there  are  lots  of 
things  you  can  worry  about  this  year,  and  if  you 
need  help  worrying,  consult  your  horoscope. 
Then  you  can  really  worry.  Worry  is,  of  course, 
quite  different  from  concern.  Worry,  as  an  end 
in  itself,  absorbs  all  one’s  energy  that  should  in- 
stead be  directed  into  areas  of  concern.  We  all 
need  to  be  concerned  in  this  year  for  our  fami- 
lies, our  government  at  various  levels,  our  na- 
tion, our  world  in  all  its  aspects,  and,  not  least, 
for  ourselves.  Our  greatest  concern  for  ourselves 
should  be  our  relationship  with  God,  since  a 
proper  relationship  with  Him  relieves  worry  and 
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directs  concern  into  proper  channels.  That  will 
prevent  our  efforts  becoming  diffused,  an  even- 
tuality that  itself  ensures  worry  because  we  are 
sure  to  see  ourselves  as  ineffectual. 

This  year  of  our  Lord  1984  may  be  the  best 
year  of  your  life,  or  it  may  be  the  worst.  It  also 
may  be  the  last.  On  the  other  hand,  for  most  of 
us  it  will  likely  be  none  of  the  above,  barring  the 
holocaust,  in  which  the  fortunate  will  die,  or  the 
rapture,  in  which  the  fortunate  will  not,  and  life 
can  be  expected  to  go  on  pretty  much  as  usual. 
You  win  a few  and  you  lose  a few;  not  a few  are 
draws,  and  some  are  called  on  account  of  rain. 

Whatever  the  year  is  like,  if  the  Lord  is  your 
shepherd,  goodness  and  mercy  will  follow  you; 
the  troubled  waters  will  be  still  and  your  soul  re- 
stored, even  when  His  plans  and  yours  do  not 
coincide.  I pray  it  will  be  so  for  you  in  1984,  re- 
gardless of  life’s  circumstances. 

J.B.T. 

Thoughts  on  The  Day  After  on 
the  Day  After 

Scarlett  O’Hara’s  formula  for  retaining  her 
composure  in  adversity  was  summed  up  in  her 
oft-repeated  observation,  “I’ll  think  about  it  to- 
morrow.” While  it  did  keep  her  functioning,  it 
did  little  to  alter  the  course  of  events.  Though 
there  are  clear  indications  that  mental  attitude 
can  alter  the  course  of  illness  once  it  has  gained 
a foothold,  there  is  less  certainty  about  its  pre- 
ventive role,  though  that  too  is  possible,  I sup- 
pose. Notwithstanding  Polyanna’s  contrary  opin- 
ion, there  are  limits,  though  not  clearly  defined, 
to  be  sure,  to  what  human  intellect  can  accom- 
plish. 

The  so-called  super-realistic  television  film  The 
Day  After  was  propagandized  as  the  film  that 
would  change  public  attitudes  toward  nuclear 
weapons  by  making  us  at  last  think  about  them, 
and  because  nuclear  war  would  be  obviously  un- 
thinkable, it  would  therefore  never  happen.  It  is 
also  unthinkable  that  thousands  of  lives  can  be 
lost  each  year  on  our  highways,  yet  because  our 
citizens  value  their  mobility,  and  because  both 
machines  and  mortal  flesh  are  subject  to  failure, 
the  carnage  continues,  and  is  likely  to  continue, 
unabated. 

Lawrence,  Kansas  is  a quiet,  prosperous, 
comfortable  university  community  where  folks  go 
about  their  business,  and,  like  the  rest  of  us  in 


the  good  ole  USA,  live  out  their  lives  peacefully 
or  not  so  peacefully,  as  the  case  may  be.  Beirut, 
Lebanon  was  like  that  once.  So  was  Stalingrad  in 
1940  and  a host  of  other  cities  and  towns  in  other 
places  that  at  other  times  were  reduced  to  rubble 
under  which  their  citizens  were  entombed.  Such 
outward  peace  and  calm  is  always  deceptive,  as 
beneath  the  surface  lie  the  seething  emotions  of 
those  either  struggling  for  power  or  struggling  to 
escape  its  tyranny.  When  the  pot  boils  over,  any- 
thing in  the  way  gets  burned  by  whatever  means 
are  handy. 

Statistics  are  fun  to  play  with,  but  as  a wag  has 
pointed  out,  there  are  lies,  damned  lies,  and  sta- 
tistics, and  when  push  comes  to  shove  everything 
is  always  100%  one  way  or  the  other  in  the  in- 
dividual case.  It  really  makes  little  difference  to 
the  individual  whether  he  is  killed  by  a nuclear 
blast,  high  explosives,  or  a sword.  Any  short-term 
survival  in  the  first  instance  may  be  marked  by 
depilation,  blindness,  nausea  and  vomiting,  bums 
and  so  on.  In  the  others  he  may  spend  his  wan- 
ing hours  trying  to  stuff  his  trailing  entrails  back 
into  their  accustomed  cavity,  if  he  can  work  his 
hands.  The  difference  is  only  one  of  statistical 
magnitude.  A touch  of  pregnancy  is  difficult  to 
achieve. 

This  certainly  is  no  defense  of  war,  nuclear  or 
otherwise.  It  is,  to  the  contrary,  a condemnation 
of  carnage  generally.  Though  there  is  a price  at 
which  the  risk  of  such  carnage  can  be  mitigated, 
escape  by  such  means  has  been  proved  by  history 
to  be  both  illusory  and  temporary.  As  the  latest 
in  a long  line  of  Polish  freedom  fighters,  Lech 
Walesa  would  tell  you  freedom  is  more  easily  kept 
than  gained.  The  Poles  have  been  struggling  for 
centuries  to  attain  theirs,  having  always  been  a 
small  nation  caught  between  great  powers.  One 
of  our  own  first  freedom  fighters  put  it  rather 
well.  He  said,  “Is  life  so  dear  or  peace  so  sweet 
that  they  must  be  purchased  at  the  price  of  chains 
and  slavery?  Forbid  it,  Almighty  God!”  Disre- 
garding their  own  safety,  such  individuals  look  to 
the  long-term  benefits.  Freedom  is  their  most 
valuable  possession;  some  of  us  find  it  out  too 
late. 

I suppose  one’s  ultimate  reaction  to  the  film 
depends  upon  what  it  is  one  holds  most  dear. 
Some  have  deluded  themselves  into  believing  that 
if  we  can  only  do  away  with  our  nuclear  weap- 
ons, the  countless  Lawrence,  Kansases  across  our 
nation  can  remain  the  sleepy  comfortable  towns 
they  were  the  day  before,  and  the  world  will  be 
a better  place.  The  citizens  of  Warsaw,  Prague, 
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Budapest,  and  so  on  might  give  them  some  ad- 
vice along  those  lines.  Their  persecutors  have 
proved  tractable  only  when  it  suited  their  own 
purposes  to  be  so.  It  is  much  easier  to  be  con- 
cerned about  the  world  when  your  own  is  not  hell. 

I found  the  film  better  done  than  and  about 
as  necessary  as  The  War  of  the  Worlds.  The  suc- 
ceeding debate  made  our  helplessness  clear;  un- 
der even  the  best  foreseeable  circumstances  nu- 
clear weapons  will  be  with  us  for  decades,  and 
there  can  be  no  assurance  they  will  not  be  used 
by  someone  even  if  we,  or  even  we  and  the  So- 
viet Union,  should  scrap  all  of  ours.  After  all,  it 
takes  only  a few,  and  not  tens  of  thousands,  to 
make  the  planet  uninhabitable,  and  the  bomb  is 
easy  both  to  make  and  to  deliver.  I am  put  in 
mind  of  a poster  I saw  in  which  a small  puppy 
was  confronting  a large  boar.  The  caption  read, 
“If  you  can’t  go  over  it,  through  it,  or  around  it, 
you  had  better  negotiate.”  Fat  chance!  When  the 
revolver  was  invented  it  became  known  as  the 
equalizer,  for  obvious  reasons. 

Since  there  must  be  those  in  the  Soviet  Union 
who  oppose  nuclear  weapons,  too,  do  you  not 
wonder  why  it  is  we  never  hear  of  any  demon- 
strations there  like  the  ones  that  crop  up  against 
nuclear  weapons  all  over  this  country  and  West- 
ern Europe?  I suppose  if  we  should  scrap  our 
own  nuclear  weapons,  there  would  be  no  more 
anti-nuclear  demonstrations  in  this  country  or 
Western  Europe.  In  such  an  eventuality,  though, 
there  will  likely  be  no  demonstrations  of  any  oth- 
er kind,  either.  Any  request  to  put  one  on  will 
be  met  with  a polite  (maybe)  but  firm,  “NYET!” 
unless  the  request  is  for  a Red  May  Day  Cele- 
bration. 

Oh,  well.  At  least  you  will  be  alive — or  will 
you? 

J.B.T. 


Survival  To  What? 

Leaving  Las  Vegas  before  dawn  on  a chilly  fall 
Sunday  several  years  ago  brought  me  to  the  en- 
virons of  Zion  National  Monument  in  southern 
Utah  while  the  sun  was  still  quite  low  on  the  ho- 
rizon and  the  dew  fresh  on  the  grass,  wherever 
there  was  any.  The  red  Aztec  sandstone  of  the 
monoliths,  set  in  the  shimmering  gold  of  the  as- 
pens, bled  into  the  ocean  of  sky  above  the  stream 
that  rippled  and  babbled  alongside  the  road. 
When  I cut  the  engine,  no  other  sound  than  the 
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cry  of  a hawk  was  audible  above  the  stream’s 
chatter.  Once  in  Zion  Canyon  itself,  flanked  by 
sheer  walls  occasionally  speckled  with  the  coni- 
fers that  cling  tenaciously  to  some  dimly  imag- 
ined outcrop,  I hiked  along  the  trail  beside  the 
stream,  which  as  it  narrowed  became  ever  more 
insistent,  throwing  jewels  onto  the  yellow  aspen 
and  scarlet  sweetgum  leaves  that  hovered  over  it, 
jewels  that  sparkled  in  the  light  of  the  sun  that 
had  only  just  found  its  way  into  that  deep  cleft 
in  the  mountain.  Surely  there  is  no  spot  on  earth 
more  lovely.  It  is  even  scarcely  equalled  except 
by  its  sisters  of  the  Four  Corner  states — the 
Grand  Canyon,  Bryce  Canyon,  Cedar  Breaks, 
Monument  Valley,  and  Canyon  de  Chelly,  to 
name  only  a few  of  the  wonders  in  that  marvel- 
ous area  generally  known  as  the  Great  American 
desert. 

Because  it  was  desert  land,  and  until  recently 
more  or  less  inaccessible  except  to  the  most  du- 
rable and  venturesome,  a lot  of  it  was  turned  over 
to  the  Indians,  our  largesse  toward  our  red 
brothers  having  always  been  to  give  them  what- 
ever was  otherwise  useless.  Fortunately  or  unfor- 
tunately, that  land  not  only  contains  on  its  sur- 
face some  of  the  world’s  most  magnificent  natural 
wonders,  but  also  carries  within  it  one  of  the 
richest  deposits  of  coal,  shale  oil,  and  uranium  to 
be  found  anywhere  on  the  globe.  This  has  proved 
to  be  a mixed  blessing  to  the  Indians,  who  be- 
sides having  reaped  the  financial  benefits  of  the 
bonanza,  are  also  being  poisoned  by  the  uranium 
mines,  both  from  the  tailings  and  from  the  radon 
gas  that  is  continuously  expelled  from  the  mines’ 
exhaust  systems. 

The  oil  shale  and  coal  lie  close  to  the  surface, 
and  to  be  economical,  mining  the  coal  and  re- 
claiming the  oil  from  the  shale  must  be  surface 
operations.  Such  stripping  of  the  earth  necessar- 
ily permanently  disfigures  the  land,  as  no  recla- 
mation is  possible,  considering  the  miniscule  an- 
nual rainfall.  Whatever  water  is  available — and  it 
must  either  come  from  deep  within  the  earth  or 
be  diverted  from  the  Colorado  River — is  being 
used  for  processing  the  coal  and  shale,  which  is 
already  seriously  depleting  the  water  supply  of 
the  entire  Southwest.  It  has  been  suggested  by 
both  governmental  agencies  and  the  corporations 
engaged  in  the  mining  operations  that  since  the 
uranium  mining  is  making  much  of  Utah  unsafe, 
and  the  other  operations  will  scar  it  beyond  re- 
pair, all  of  the  Four  Corners  area  should  be  de- 
clared unfit  for  human  habitation.  This  would  also 
make  it  accessible  as  a dumping  ground  for  toxic 
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wastes.  In  short,  it  is  suggested  that  this  area,  so 
rich  in  both  Indian  tradition  and  natural  won- 
ders, become  a sacrifice  area  “to  ensure  our  in- 
dependence from  Persian  Gulf  oil  producers.” 

I am  probably  as  much  of  a supporter  of  free 
enterprise  as  anyone  you  can  find.  I am  also  op- 
posed to  rape.  Since  custom  has  confined  the 
word  “rape”  to  mean  violation  of  a woman  (not, 
according  to  my  dictionary,  of  a man — my  dic- 
tionary seems  to  be  old-fashioned),  whereas  it 
formerly  included  plunder,  I will  amend  my 
statement  to  say  that  I oppose  both  rape  and 
plunder.  Now  I am  certain  that  the  developers  of 
the  area  would  also  assure  us  quite  sincerely  that 
they,  too,  are  opposed  to  rape  and  plunder,  and 
so  what  is  greedy  exploitation  and  what  is  devel- 
opment of  our  natural  resources  for  mankind’s 
good  (actually,  it  is  not  “development”  at  all, 
since  it  depends  upon  extraction  from  the  earth 
of  irreplaceable  substances)  becomes  a matter  of 
definition,  depending  upon  whom  you  ask.  There 
would  be  a wide  divergence  of  opinion  as  to  what 
should  be  done  to  benefit  the  most  of  our  citi- 
zens and  progeny.  As  with  a great  many  issues, 
the  truth  is  doubtless  somewhere  in  between  the 
two  opposing  views. 

I am  not  one  who  believes  it  necessary  to  shut 
down  the  entire  economy  to  conserve  endan- 
gered biosphere,  as  it  seems  some  of  the  more 
radical  conservationist  elements  would  have  us 
do.  Nevertheless,  I do  think  that  at  the  other  ex- 
treme some  of  the  large  corporations,  especially 
mining  and  logging  interests — including  their 
work  force — frequently  have  unrealistic  expecta- 
tions for  and  make  excessive  demands  upon  our 
environment,  to  the  detriment  of  society.  They 
have  done  little  to  develop — and  here  the  word 
is  used  correctly — alternative  sources  of  power 
that  neither  deplete  nor  destroy.  Until  they  do,  I 
view  as  criminal  exploitation  the  destruction,  in 
the  name  of  the  public  welfare,  of  such  grandeur 
as  our  Four  Corners  area  holds.  Sacrifice  area 
indeed!  When  one  area  goes,  others  are  sure  to 
follow  after. 

We  have  the  opportunity  to  bequeath  to  our 
children  not  only  a rich  heritage,  but  also  the 
amber  waves  of  grain,  purple  mountains’  majes- 
ty, and  fruited  plains  we  sing  about.  That  oppor- 
tunity is  fading  fast.  The  stubble  that  will  result 
from  our  profligate  scalping  of  the  earth  will  dif- 
fer from  nuclear  destruction  only  in  that  our  spe- 
cies will  survive,  though  few  others  will.  Physical 
persistence  is  not  all  there  is  to  living,  and  before 
we  reach  the  point  of  no  return  in  our  pillage 


and  our  sowing  of  toxic  wastes,  some  with  a ra- 
dioactive half-life  of  thousands  of  years,  we  need 
to  seriously  address  the  question  of  toward  pre- 
cisely what  end  human  survival  is  directed. 
Though  most  of  us  will  likely  not  have  to  inhabit 
such  a sterile  world,  our  children  will.  If  that  is 
what  we  want  for  them,  then  we  are  going  about 
it  properly.  If  it  is  not,  we  have  not  much  time 
to  redirect  our  energies. 

J.B.T. 
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John  C.  Ayres,  Jr.,  age  72.  Died  July  31,  1983.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

Robert  Atlee  Cooper,  age  47.  Died  October  24,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Greene  County  Medical  Society. 

O.  Merton  Derry  berry,  age  73.  Died  August  5,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Chattanooga-Hamilton  County 
Medical  Society. 

Delmas  K.  Kitchen,  age  76.  Died  July  26,  1983.  Grad- 
uate of  University  of  Arkansas  School  of  Medicine. 
Member  of  Chattanooga-Hamilton  County  Medical 
Society. 

David  E.  Levenson,  age  30.  Died  November  2,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Lawrence  C.  Lewis,  Jr.,  age  70.  Died  October  16,  1983. 
Graduate  of  Tulane  University  Medical  School.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

W.  D.  L.  Record,  age  86.  Died  November  11,  1983. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Chattanooga-Hamilton  County  Med- 
ical Society. 

K.  R.  Somashekar,  age  31.  Died  October  5,  1983. 
Graduate  of  St.  Johns  Medical  College,  Bangalore, 
India.  Member  of  Northwest  Tennessee  Academy  of 
Medicine. 

Lowell  E.  Vinsant,  age  70.  Died  October  17,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Blount  County  Medical  Society. 
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neui  member/ 


per/onol  new / 


The  Joi  rnai  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

Andree-Ellen  Gunther,  M.D.,  Centerville 

COCKE  COUNTY  MEDICAL  SOCIETY 

Michael  T.  Hood,  M.D.,  Newport 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

James  Harold  Simmons,  Jr.,  M.D.,  Crossville 

GREENE  COUNTY  MEDICAL  SOCIETY 

Robert  C.  Diez  D’Aux,  M.D.,  Greeneville 
Peter  Reardon,  M.D.,  Greeneville 
Ronald  E.  Turk,  M.D.,  Greeneville 

LAKEWAY  MEDICAL  SOCIETY 

Charles  S.  Fulk,  M.D.,  Morristown 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Daniel  F.  Coonce,  M.D.,  Cookeville 
Lloyd  Douglas  Franklin,  M.D.,  Cookeville 
James  Gregory  Neal,  M.D.,  Cookeville 
Randall  Gary  Samples,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

William  K.  Prater,  M.D.,  Oak  Ridge 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Ellis  Len  Goodin,  M.D.,  Gallatin 
Ronald  V.  Miller,  M.D.,  Gallatin 
Charles  S.  Ruark,  M.D.,  Old  Hickory 
Charles  Norman  Spencer,  M.  D. , Gallatin 

WASHINGTON-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Deborah  Lynn  Alison,  M.D.,  Johnson  City 
Robert  S.  Cowles,  III,  M.D.,  Johnson  City 
Laurence  G.  Lines,  M.D.,  Johnson  City 


Billy  J.  Allen,  M.D.,  Chattanooga,  has  been  installed 
as  president  of  the  Tennessee  Academy  of  Family  Phy- 
sicians. David  McConnell,  M.D.,  Newport,  was  elect- 
ed as  speaker  of  the  Academy. 

Douglas  Bechard,  M.D.,  Chattanooga,  has  been  elect- 
ed to  Fellowship  in  the  American  College  of  Physi- 
cians. 

William  A.  Bryant,  M.D.,  Woodbury,  was  honored  by 
the  American  Academy  of  Family  Physicians  for  30 
years  of  continuous  membership  in  the  Academy. 

Benjamin  F.  Byrd,  M.D.,  Nashville,  has  received  the 
1983  Distinguished  Service  Award  of  the  American 
Cancer  Society  in  recognition  of  his  research  in  the 
field  of  breast  cancer. 

James  T.  Craig,  Jr.,  M.D.,  Jackson,  has  been  accepted 
as  a member  of  the  American  Orthopedic  Society  for 
Sports  Medicine. 

Robert  H.  Creech,  M.D.,  Chattanooga,  has  been 
elected  chief  of  staff  of  Metropolitan  Hospital,  a pe- 
diatric and  diabetes  specialty  facility. 

Lemuel  W.  Diggs,  M.D.,  Cordova,  has  received  the 
annual  Excellence  in  Research  Award  of  the  UTCHS 
chapter  of  Sigma  Xi,  an  honorary  society  of  research 
scientists,  recognizing  his  dedication  to  the  study  of 
sickle  cell  anemia. 

Fred  M.  Furr,  M.D.,  Knoxville,  has  been  installed  as 
president  of  the  American  Society  of  Bariatric  Physi- 
cians. 

Horace  M.  Leeds,  M.D.,  Oneida,  has  been  named 
Family  Physician  of  the  Year  by  the  Tennessee  Acad- 
emy of  Family  Physicians. 
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Samuel  O.  Massey,  Jr.,  M.D.,  Oak  Ridge,  has  been 
elected  to  Fellowship  in  the  International  College  of 
Surgeons. 

Burton  M.  Rudolph,  M.D.,  Knoxville,  has  been  in- 
stalled as  president  of  the  American  Association  of 
Clinical  Immunology  and  Allergy. 

Fredia  Stovall  Wadley,  M.D.,  Winchester,  has  been 
appointed  Chief  Medical  Officer  for  the  Tennessee 
Department  of  Health  and  Environment. 


national  neui/ 


From  the  AMA’s  Office  in  Washington,  D.C. 

Physician  Fee  Freeze  Delayed 
By  Congress 

Physicians  gained  a temporary  respite  as  legislators, 
bent  on  adjournment,  laid  aside  a debate  on  physician 
fee  freezes  and  ended  the  first  session  of  the  98th  Con- 
gress Nov.  18  with  the  freeze  and  other  budget  items 
still  hanging. 

Fee  freezes,  in  different  forms,  were  attached  to 
heavily-lobbied  budget  reconciliation  bills  neither  the 
House  nor  Senate  chose  to  grapple  with  in  the  flurry 
of  year-end  legislating. 

The  reprieve  is  likely  to  be  short-lived,  however, 
since  reconciliation,  at  least  theoretically,  remains  high 
on  the  congressional  agenda  when  members  reconvene 
Jan.  23. 

. In  addition,  some  influential  members  in  both  par- 
ties want  to  enact  deficit  reduction  packages  that  go 
far  beyond  the  reconciliation  measures  and  debate 
could  intensify  with  the  submission  of  the  President’s 
fiscal  1985  budget  early  in  the  new  session.  In  this  at- 
mosphere, efforts  to  curb  Medicare  payments  to  phy- 
sicians are  certain  to  continue,  and  the  AMA  and 
medical  specialties,  having  staved  off  a freeze  in  the 
confusing  days  before  adjournment,  are  now  prepar- 
ing for  a new  battle. 

In  the  House,  debate  will  once  again  center  on  a 
Ways  and  Means  proposal  attached  to  the  committee’s 
budget  reconciliation  plan.  Estimated  to  save  $920 
million  over  three  years,  the  proposal  would  roll  back 
and  freeze  limits  on  prevailing  fees  for  inpatient  serv- 
ices; mandate  assignment  of  inpatient  claims;  and  re- 
move hospital  staff  privileges  of  physicians  who  refuse 
assignment. 

In  the  Senate,  physician  fee  debates  will  revolve 
around  two  different  proposals — a reconciliation 
measure  that  could  go  to  the  floor  at  any  time  and  a 
deficit  reduction  plan  being  drafted  in  the  Senate  Fi- 
nance Committee. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Fourteen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
October  1983. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Ralph  L.  Brickell,  Jr.,  M.D.,  Tullahoma 
Kenneth  B.  Carpenter,  M.D.,  Knoxville 
Deborah  R.  Doyle,  M.D.,  Nashville 
Gerald  M.  Fenichel,  M.D.,  Nashville 
Peter  Harcy,  M.D.,  Winchester 
William  M.  Hogan,  M.D.,  Knoxville 
John  P.  Limbacher,  M.D.,  Cookeville 
Inder  V.  Malhotra,  M.D.,  Oak  Ridge 
Ward  C.  Parsons,  III,  M.D.,  Memphis 
Kodangudi  B.  Ramanathan,  M.D.,  Memphis 
George  M.  Schmits,  M.D.,  Chattanooga 
John  J.  Warner,  M.D.,  Nashville 
Burnice  H.  Webster,  M.D.,  Nashville 
Arthur  J.  Wilson,  M.D.,  Memphis 


The  reconciliation  measure  would  freeze  prevailing 
fee  limits  until  July  1,  1984  and  would  apply  to  out- 
patient as  well  as  inpatient  care.  The  more  extensive 
deficit  trimming  proposal  would  continue  the  tempo- 
rary freeze  for  another  two  years  for  physicians  that 
don’t  accept  assignment  of  all  claims.  Wien  added  to 
the  $ 1.6-billion  savings  from  the  temporary  freeze,  the 
new  plan  would  save  $5.4  billion  over  the  next  four 
years. 

The  four-year,  $ 150-billion  deficit  reduction  plan  is 
the  brainchild  of  Finance  chairman  Sen.  Robert  Dole 
(R-KS).  Dole  pushed  hard  for  its  enactment  in  the  last 
days  of  the  session  but  was  able  in  the  end  only  to  win 
agreement  to  have  the  staff  draft  a bill  incorporating 
the  major  elements  of  his  proposal  is  modified  to  suit 
other  members.  The  carefully  crafted  tentative  com- 
promise could  unravel  when  talks  resume  in  February 
because  Sen.  William  Roth  is  threatening  to  offer  an 
alternative  more  acceptable  to  the  Reagan  administra- 
tion. 

Other  provisions  in  the  tentative  committee  agree- 
ment include  a fee  schedule  for  clinical  laboratories, 
restructuring  of  Medicare  cost-sharing  requirements, 
lowering  the  rate  of  increase  that  will  be  permitted  in 
Medicare  payments  to  hospitals,  increasing  Medicare 
Part  B premiums  and  extending  current  reductions  in 
federal  payments  to  Medicare. 
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Federal  Panel  Says 
Abandon  UCR 

A federal  advisory  panel  assigned  to  look  at  Medi- 
care’s financial  problems  is  recommending  that  Medi- 
care abandon  physician  payment  methods  in  effect  since 
the  program’s  inception  and  move  to  regionally  ad- 
justed fee  schedules. 

Since  the  panel  is  also  suggesting  that  physicians  be 
required  to  take  all  Medicare  claims  on  assignment  or 
no  claims  on  assignment,  the  physician  would  either 
have  to  accept  the  Medicare  fee  schedule  as  payment 
in  full  for  all  his  patients  or  he  would  have  to  bill  all 
patients  directly. 

Officially  known  as  the  Social  Security  Advisory 
Council,  the  panel,  chaired  by  former  Indiana  Gov. 
Otis  Bowen,  M.D.,  ordinarily  would  have  looked  at 
the  entire  Social  Security  program.  Instead,  this  year 
it  was  instructed  to  concentrate  on  Medicare  and  the 
impending  bankruptcy  of  the  program’s  hospital  trust 
fund.  Its  final  recommendations  adopted  in  early  No- 
vember are  intended  to  generate  about  $300  billion  to 
keep  the  hospital  fund  solvent  through  1995. 

Several  other  recommendations,  such  as  the  physi- 
cian fee  schedule  and  changes  in  the  claims  assignment 
process,  would  not  produce  savings  for  the  hospital 
fund  but  are  intended  to  reduce  costs  of  the  supple- 
mental medical  insurance  (SMI)  fund. 

A major  portion  of  the  new  revenues  for  the  hos- 
pital fund  would  come  from  increases  in  federal  alco- 
hol and  tobacco  taxes.  Other  major  fund  raisers  are 
recommendations  to  cap  the  amount  of  employer-paid 
health  insurance  premiums  that  are  nontaxable  to  em- 
ployees; to  add  a Medicare  hospital  surcharge  to  the 
SMI  (Part  B)  premium;  to  change  the  way  medical  ed- 
ucation is  financed;  and  to  raise  the  initial  age  of  eli- 
gibility for  Medicare  benefits.  The  council  rejected 
proposals  to  means  test  benefits  or  increase  the  payroll 
taxes  that  now  fund  the  hospital  (Part  A)  portion  of 
Medicare.  It  also  turned  down  a plan  to  use  general 
revenues  to  pay  for  hospital  care  for  Medicare  bene- 
ficiaries. 


PROPAC  Commissioners  Chosen 

A Brandeis  University  dean  has  been  chosen  to  head 
a powerful  new  commission  expected  to  play  a major 
role  in  updating  and  modifying  Medicare’s  diagnosis- 
related  groups  (DRG)  pricing  scheme. 

Stuart  Altman,  Ph.D.,  dean  of  the  Florence  Heller 
School  at  Brandeis  and  formerly  with  the  Department 
of  Health  and  Human  Services,  will  serve  a three-year 
term  as  chairman  of  the  new  Prospective  Payment  As- 
sessment Commission  (PROPAC).  Among  the  14  oth- 
er new  commission  members  are  six  physicians  and  four 
hospital  officials.  Many  of  the  members  have  previous 
experience  in  federal  or  state  government  or  advisory 
panels. 

The  commission  was  mandated  in  the  law  that  set 
up  the  DRG  system.  Beginning  in  1986,  it  is  to  advise 
HHS  on  needed  modifications  or  additions  in  the 
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DRGs  to  reflect  technology  and  practice  changes  and 
to  recommend  an  appropriate  annual  increase  in  the 
DRGs. 

Among  the  new  commission  members  are  John  C. 
Nelson,  M.D.,  a practicing  Salt  Lake  City  obstetrician/ 
gynecologist  nominated  by  the  American  College  of 
Obstetricians  and  Gynecologists,  and  Barbara  J. 
McNeil,  M.D.,  a Harvard  professor  of  Clinical  Epi- 
demiology and  Radiology  at  Harvard  nominated  by  the 
Society  of  Nuclear  Medicine.  Other  physicians  on  the 
commission  are  James  J.  Mongan,  M.D.,  executive  di- 
rector of  the  Truman  Medical  Center  in  Kansas  City, 
MO;  Yvette  Francis,  M.D.,  Ph.D.,  director  of  Medical 
Services  at  the  Sickle  Cell  Center  for  Research  in 
Brooklyn,  NY;  Ernest  Saward,  M.D.,  professor  of  so- 
cial medicine  at  the  University  of  Rochester  Medical 
Center;  and  Steven  A.  Schroder,  M.D.,  professor  of 
medicine  at  the  University  of  California. 


Hospice  Benefits  Delayed 

Implementation  of  Medicare’s  new  hospice  benefit 
has  been  delayed  by  renewed  efforts  on  the  part  of  the 
White  House  Office  of  Management  and  Budget  to 
cut  payment  rates  proposed  earlier  this  fall.  News  re- 
ports say  that  hospice  home  care  rates  would  fall  from 
about  $53  to  $42  a day  and  inpatient  rates  from  $271 
to  $255  a day  under  the  OMB  proposal. 

The  hospice  benefit  was  to  have  taken  effect  Nov. 
1,  and  six  hospices  have  received  provisional  approval 
to  participate  in  the  program.  About  400  of  the  na- 
tion’s 1,200  hospices  are  interested  in  participating,  and 
the  Health  Care  Financing  Administration  (HCFA)  has 
surveyed  45  of  these  and  scheduled  surveys  on  another 
58. 

OMB’s  latest  argument  for  reducing  the  rates  is 
supported  by  some  HCFA  staff  and  is  based  on  the 
premise  that  the  latest  data  from  a federally  funded 
hospice  demonstration  program  does  not  justify  the 
higher  rates. 

National  Hospice  Organization  officials  responded 
that  the  demonstration  hospices  were  not  providing  as 
high  a level  of  care  as  is  permitted  under  the  new  hos- 
pice benefit,  so  their  costs  are  not  reflective  of  costs 
under  the  new  program. 


HCFA  Sets  Physician  DRG  Study 

Health  Care  Financing  Administration  head  Caro- 
lyne  Davis  has  put  together  a task  force  of  HCFA  staf- 
fers to  collect  the  Medicare  Part  B data  that  will  be 
needed  for  the  agency’s  study  on  the  “feasibility  and 
advisability”  of  including  physicians  in  Medicare’s  di- 
agnosis-related groups  pricing  system.  The  report  is  due 
in  1985.  The  task  force  is  headed  by  Don  Young,  M.D., 
deputy  director  of  HCFA’s  Bureau  of  Eligibility.  HCFA 
is  developing  new  instructions  to  Medicare  carriers  re- 
garding the  types  of  data  and  format  it  wants  to  see. 
The  data  requested  is  from  1983  and  HCFA  wants  to 
have  it  by  July  of  1984. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Other  Doctor  Studies 
Also  Funded 

The  Health  Care  Financing  Administration  will 
provide  up  to  $3  million  in  grants  in  1984  for  research 
in  several  priority  areas,  including  prospective  pay- 
ment and  physician  reimbursement.  Announced  in  the 
Nov.  9 Federal  Register , grants  ranging  from  $35,000 
to  $275,000  per  project  will  be  awarded  for  studies  of 
prospective  payment  methods  for  physician  services; 
negotiated  fee  schedules,  competitive  bidding  and  per- 
case  payments;  significant  reimbursement  imbalances 
among  different  physician  services;  ways  to  reduce 
geographic  and  specialty  differences  in  reimbursement 
for  comparable  services;  ways  of  encouraging  preven- 
tive care;  and  changes  in  the  claim  assignment  process. 


Community  Health  Centers  Get 
$11  Million 

Health  and  Human  Services  announced  awards  of 
$11.1  million  in  62  grants  to  establish  new  community 
health  centers  or  enable  existing  centers  to  open  sat- 
ellite clinics.  The  grantees  are  located  in  32  states  and 
territories,  selected  from  among  191  applicants  using 
criteria  such  as  the  medical  needs  of  the  population  in 
the  service  area  and  the  effects  of  unemployment  on 
access  to  health  care. 

“Baby  Doe”  Vote  Ducked 
By  Congress 

A coalition  of  medical  and  hospital  groups  sent  let- 
ters to  every  member  of  Congress,  urging  them  to  de- 
lay a vote  on  controversial  “Baby  Doe”  legislation. 
Indeed  the  vote  was  eventually  postponed  until  at  least 
next  year  as  the  move  died  with  adjournment.  The 
legislation  would  have  permitted  government  inter- 
vention in  the  care  and  treatment  of  infants  at  risk 
with  life-threatening  congenital  impairments.  Al- 
though there  have  been  efforts  to  reconcile  different 
“Baby  Doe”  viewpoints,  no  satisfactory  compromise 
has  yet  been  reached.  The  group  said  Congress  should 
hold  hearings  on  the  issue. 

“Because  of  controversial  requirements  contained 
in  this  legislation,  the  undersigned  groups  are  opposed 
to  consideration  of  the  bill  at  this  time,”  it  stated.  The 
letter  was  signed  by  representatives  of  nine  health  care 
groups:  the  American  Medical  Association,  the  Amer- 
ican Academy  of  Pediatrics,  the  American  Association 
of  Medical  Colleges,  the  American  Hospital  Associa- 
tion, the  American  Psychiatric  Association,  the  Fed- 
eration of  American  Hospitals,  the  American  Acade- 
my of  Family  Physicians,  the  American  College  of 
Obstetricians  and  Gynecologists,  and  the  National  As- 
sociation of  Children’s  Hospitals  and  Related  Institu- 
tions. 

The  bill — HR  1904,  sponsored  by  Rep.  Austin  J. 


Murphy  (D-PA) — cleared  a subcommittee  last  March 
and  the  full  Education  and  Labor  Committee  last  May. 
Debate  on  the  floor  of  the  House  once  was  scheduled 
for  the  week  of  Nov.  7.  Now,  debate  may  take  place 
the  next  session  of  Congress,  which  starts  Jan.  23. 

Congress  Tightens  Fetal 
Research 

The  long  debate  over  who  should  control  the  Na- 
tional Institutes  of  Health  pursestrings  was  eclipsed  in 
the  closing  days  of  Congress  by  a more  controversial 
and  emotional  issue:  fetal  research. 

The  biomedical  community  watched  with  alarm  as 
Rep.  William  Dannemeyer  (R-CA),  “speaking  for  so- 
ciety’s unwanted  members,”  won  the  majority  of  House 
votes  with  an  amendment  to  the  NIH  bill  which  re- 
stricted virtually  all  research  on  fetuses  intended  for 
abortion. 

The  tables  suddenly  turned,  however,  when  Rep. 
Rodney  Chandler  (R-WA)  offered  a surprise  alterna- 
tive: an  amendment  that  permitted  research  with  ap- 
propriate safeguards.  Fetal  research  is  acceptable  only 
if  it  poses  minimal  risk  to  the  fetus,  and  if  scientific 
knowledge  can  be  gained  in  no  other  way,  the  amend- 
ment said.  Moreover,  research  would  be  permitted  only 
if  approved  by  six  layers  of  institutional  and  govern- 
mental peer  review,  involving  between  30  and  40  in- 
dividuals, he  added. 

This  more  moderate  amendment — along  with  the 
entire  NIH  bill — won  the  voiced  support  of  the  House, 
plus  resounding  applause.  Rep.  Dannemeyer,  reluc- 
tant to  give  up,  promptly  asked  for  a count  of  votes, 
then  objected  to  the  vote,  saying  that  a quorum  was 
not  present.  Overruled,  he  then  requested  a separate 
vote  on  Chandler’s  amendment.  Attention  spans  were 
short  and  legislators  were  eager  to  go  home;  this,  too, 
was  denied. 

The  medical  community  had  two  reasons  to  be  re- 
lieved by  the  House  vote.  The  moderate  fetal  research 
amendment  keeps  research  opportunities  open  while 
making  sure  that  safeguards  are  observed.  The  NIH 
bill  keeps  authority  for  NIH  spending  in  the  hands  of 
scientists,  not  legislators. 

The  NIH  bill,  which  reauthorizes  National  Cancer 
Institute,  the  National  Heart,  Lung  and  Blood  Insti- 
tute, and  other  expiring  NIH  programs,  is  a compro- 
mise between  two  vastly  different  proposals.  Reps. 
Henry  Waxman  (D-CA)  and  John  Dingell  (D-MI)  fa- 
vored high  funding  levels  and  a line-item  list  of  re- 
search projects  specified  by  Congress.  Reps.  Richard 
Shelby  (D-AL),  James  Broyhill  (R-NC),  and  Edward 
Madigan  (R-IL)  pushed  for  lower  funding  levels  and 
retaining  the  current  NIH-based  system  of  authorizing 
grants.  The  adopted  compromise  contains  the  high 
funding  levels  set  in  Waxman’s  proposal  but  lets  NIH 
hand  out  the  money. 

Rep.  Shelby  called  the  NIH  bill  “a  unified  worka- 
ble package  that  takes  a consensus  approach  to  the 
management  of  NIH.”  Rep.  Madigan  applauded  the 
“convergence  of  widely  divergent  concerns.” 

A similar  sense  of  commitment  seems  lacking  in  the 
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Senate;  these  legislators  have  postponed  consideration 
of  their  NIH  bill  until  the  next  session.  The  legislation 
is  believed  to  be  accepted,  although  not  embraced  by 
the  Reagan  administration. 


Methaqualone  Banned 

The  nation  may  follow  the  example  of  eight  states 
in  banning  the  controversial  sedative-hypnotic  drug 
Quaalude  (methaqualone).  The  House  of  Represen- 
tatives, believing  the  drug’s  danger  outweighs  its  ben- 
efit, has  voted  a nationwide  ban  of  the  product.  Si- 
multaneously, manufacturer  Lemmon  Co.  announced 
that  it  will  cease  production. 

The  states  of  Georgia,  Illinois,  Florida,  Texas, 
Connecticut,  Mississippi,  New  Jersey,  and  North  Car- 
olina already  have  pulled  it  off  drugstore  shelves.  Pre- 
scriptions for  the  once-popular  drug  plummeted  ac- 
cordingly: in  1973,  over  4 million  prescriptions  were 
written;  by  1982,  only  300,000  prescriptions  were  writ- 
ten, a reduction  of  more  than  90%. 

Distribution  of  existing  medication  in  stock  will  stop 
on  Jan.  31,  1984,  to  give  physicians  and  patients  time 
to  switch  to  other  medications.  The  decision  to  discon- 
tinue the  drug  was  due  to  “the  increasingly  adverse 
legislative  climate  that  surrounds  the  product  and  the 
resulting  negative  publicity  about  our  excellent  com- 
pany” said  a spokesman  for  the  drug’s  sole  manufac- 
turer, Lemmon  Co.  of  Sellersville,  Pa. 

Congress  continued  its  push  for  restrictive  legisla- 
tion; without  controls,  another  manufacturer  might 
bring  the  drug  back  on  the  market  said  Rep.  Henry 
Waxman  (D-CA).  The  adopted  bill  shifts  the  legal  sta- 
tus of  the  sedative-hypnotic  from  Schedule  II  to 
Schedule  I,  a category  shared  by  heroin,  LSD,  mari- 
juana, and  other  drugs  for  which  there  is  no  accepted 
medical  usage.  The  bill  was  pushed  by  city  and  county 
physicians,  who  struggled  to  close  down  so-called  stress 
clinics — where  a person  could  walk  off  the  street  with 
a complaint  of  sleeplessness  and  get  a prescription  for 
methaqualone — as  they  proliferated  around  the  coun- 
try. The  Food  and  Drug  Administration  and  American 
Medical  Association  opposed  any  change  in  status, 
saying  that  the  drug  still  has  accepted  medical  usage. 

NIH  Researchers  Downplay 
British  Pill  Data 

National  Institutes  of  Health  researchers  are  calling 
a new  study  that  links  oral  contraceptives  to  cervical 
neoplasia  “potentially  important  but  only  tentative  in 
nature,”  saying  that  more  rigorous  research  is  needed 
before  drawing  final  conclusions. 

The  study,  published  in  the  Oct.  22  Lancet,  found 
that  three  forms  of  cervical  neoplasia — invasive  can- 
cer, carcinoma-in-situ,  and  dysplasia — occurred  more 
frequently  in  women  taking  the  pill  than  in  women  us- 
ing IUDs  for  birth  control. 

The  incidence  of  neoplasia  for  women  on  the  pill 
ranged  from  0.9  per  1,000  women-years  in  those  with 
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up  to  two  years  pill  use  to  2.2  per  1,000  women-years 
in  those  with  more  than  eight  years  pill  use.  Women 
using  an  IUD  showed  no  similar  trend:  in  this  group, 
rate  of  neoplasias  fluctuated  around  1 per  1,000  wom- 
en-years, reported  Martin  R Vessey,  M.D.,  and  col- 
leagues at  Radcliffe  Infirmary,  Oxford. 

Based  on  their  findings,  the  researchers  advise  that 
all  women  using  the  pill  for  more  than  four  years  seek 
regular  cervical  cytological  examinations.  This  recom- 
mendation has  been  endorsed  by  the  Committee  on 
Safety  and  Medicines,  Britain’s  version  of  the  Food 
and  Drug  Administration 

Skeptical  NIH  researchers  point  out  that  cervical 
cancer  can  be  related  to  a large  number  of  influencing 
factors,  such  as  sexual  behavior,  cigarette  smoking,  and 
folic  acid  nutritional  status. 

NIH  researchers  also  cautioned  about  a new  British 
study  linking  oral  contraceptives  to  breast  cancer  in 
young  women  reported  in  the  same  issue  of  Lancet. 
Recent  American  studies  discounted  the  risk  and  in 
fact  praised  the  protective  effects  of  the  pill. 

At  the  invitation  of  the  National  Institutes  of 
Health,  British  authors  of  the  study  arrived  in  Wash- 
ington, D.C.,  in  November,  where  they  met  behind 
closed  doors  with  American  researchers  to  exchange 
data,  criticism  and  conclusions.  Information  obtained 
at  the  meeting  will  be  used  to  form  specific  policy 
guidelines  for  physicians  within  two  or  three  months. 

The  British  study  had  found  increased  rates  of  breast 
cancer  in  young  women  who  had  taken  high-proges- 
togen forms  of  the  pill  before  age  25.  Breast  cancer  in 
young  women,  although  a relatively  uncommon  form 
of  the  disease,  tends  to  progress  faster  and  be  less  re- 
sponsive to  treatment  than  breast  cancer  in  older 
women. 

Most  frequently  implicated  were  the  high-proges- 
togen  combination  brands  of  the  pill:  Ovulen,  Demu- 
len,  Ovral,  Enovid  10,  Norinyl  10,  Ortho-Novum  10, 
Lo/Ovral,  Enovid  5,  and  Norlestrin  2-5.  Risk  ap- 
peared to  increase  with  extended  use;  whereas  relative 
risk  was  1.0  for  non-users,  it  climbed  to  4.1  for  women 
using  the  pill  more  than  six  years. 

An  editorial  in  the  same  issue  of  Lancet  cautions, 
“The  growing  evidence  that  the  pill  has  residual  and 
long-term  effects  on  health  needs  to  be  taken  seriously 
and  discussed  rationally.” 

British  researchers  contend  that  U.S.  studies  have 
not  detected  the  cancer  link  because  they  focused  on 
older  patients  who  were  unlikely  to  have  used  the  pill 
for  a long  time  at  a young  age. 

But  in  the  United  States,  researchers  are  more 
skeptical.  This  one  study,  while  of  interest,  should  not 
scare  women  away  from  the  pill,  say  reproductive  dis- 
ease specialists  Bruce  V.  Stadel,  M.D.,  M.P.H.,  and 
Nancy  Lee,  M.D.,  of  the  Centers  for  Disease  Control. 
The  trend  must  first  be  substantiated  in  other  studies, 
they  say.  Furthermore,  they  are  concerned  about  the 
methodology  used  in  the  study.  For  example,  there  is 
insufficient  information  about  subject  characteristics, 
matching  procedures  and  interviewing  techniques,  they 
say. 

Moreover,  American  researchers  say  that  they  have 
since  accumulated  additional  data  that,  when  ana- 
lyzed, will  confirm  or  refute  the  new  British  findings. 
These  still-unpublished  studies  from  CDC,  NIH.  Bos- 
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ton  University,  and  World  Health  Organization  con- 
tain “better  numbers”  than  the  British  work,  one  CDC 
researcher  confided. 

Foreigners  Competing  for 
American  Organs 

On  Capitol  Hill  there  is  growing  concern  that  for- 
eigners may  overload  a transplant  system  already 
stretched  to  capacity.  More  than  10,000  Americans 
were  on  waiting  lists  for  kidney  transplants  last  year 
and  some  70.000  persons  are  on  dialysis  machines. 
However,  foreigners  receive  between  3.5%  and  7%  of 
all  American  kidneys  each  year,  according  to  statistics 
gathered  by  the  American  Society  of  Transplant  Sur- 
geons. 

They  travel  from  as  far  away  as  Tanzania  and  Qatar 
to  take  advantage  of  the  United  States’  seeming  end- 
less supply  of  medical  resources  and  technology.  The 
majority  are  from  Moslem  countries  where  religious 
customs  allow  acceptance  but  not  donation  of  organs, 
and  less  developed  countries  where  economic  con- 
straints are  the  obstacle. 

Testifying  in  November  before  the  House  Commit- 
tee of  Science  and  Technology.  U.S.  physicians  stressed 
that  medicine  is  a humanistic  discipline  and  should  not 
be  viewed  in  nationalistic  terms.  The  Hippocratic  Oath 
makes  no  distinctions  based  on  race,  color  or  place  of 
origin,  physicians  agreed.  Overwhelmingly,  U.S.  phy- 
sicians support  the  current  system  that  permits  their 
skills  and  services  to  be  available  to  all  citizens  of  the 
world. 

Many  physicians  believe  that  a straightforward 
“Americans  first”  policy  is  morally  objectionable. 
Others  contend  that  an  “American  first”  policy  is  fair, 
but  that  foreigners  should  not  be  rejected  and  instead 
receive  organs  that  are  unsuitable  for  U.S.  citizens. 
Foreigners  need  not  receive  inferior  organs,  they  ex- 
plain, but  simply  organs  that  for  whatever  reason — 
length  of  storage,  excessive  vascularization,  history  of 
infections  such  as  herpes,  meningitis  or  pneumonia — 
may  make  rejection  a more  likely  possibility. 

“The  issue  of  a medical  decision  should  not  be  in- 
terfered with  by  geopolitical  considerations,”  said  G. 
Baird  Helfrich.  M.D.,  director  of  the  Division  of 
Transplantation  at  Georgetown  University  Hospital. 
“A  foreign  national  is  a patient  and  should  be  treated 
as  a patient,”  he  says. 

Rather  than  restricting  access,  some  experts  urged 
an  even  more  widened  pool  of  candidates.  It  is  ex- 
tremely difficult  to  obtain  a perfect  match  within  the 
entire  country  and  possibly  the  entire  world.  Since 
there  are  more  than  80  different  tissue  types  combined 
in  different  ways,  the  chance  of  obtaining  a perfect 
match  is  about  1:100,000.  Barriers  need  to  be  broken, 
not  built,  said  Paul  I.  Teraski,  M.D.,  professor  of  sur- 
gery at  the  University  of  California  School  of  Medi- 
cine in  Los  Angeles. 

Most  hospitals  choose  transplant  candidates  based 
on  histocompatibility,  clinical  factors,  patient’s  serum 
sensitivity,  preservation  time,  and  proximity  and  ease 
of  transport  of  organs.  Once  accepted  as  a good  can- 


didate. some  hospitals  put  the  foreign  patient  on  the 
transplant  list  along  with  other  U.S.  patients;  others 
put  the  foreign  patient  on  the  priority  list  for  organs 
unused  by  U.S.  patients,  which  would  otherwise  be 
shipped  out  of  the  country.  Persons  who  are  very  ill, 
on  dialysis,  or  w'hose  only  chance  of  survival  is  trans- 
plantation may  be  placed  on  an  “urgent”  or  “emer- 
gency” list. 

The  benefits  of  the  current  system  outweigh  any 
advantages  of  a more  restrictive  policy.  There  is  no 
preferential  treatment  being  given  to  foreigners  in  the 
distribution  and  allocation  of  organs,  they  point  out. 
On  the  contrary,  foreigners  take  up  the  slack  of  organs 
that  are  wasted,  either  unused  or  unmatched. 

The  foreigner  coming  to  America  for  an  organ  may 
even  bring  some  important  advantages  to  the  system, 
physicians  explained.  Transplantations  to  foreigners 
help  share  the  fixed  costs  of  a transplantation  program 
to  the  American  taxpayer.  “Large  transplant  programs 
have  a number  of  fixed  costs  wdiich  have  to  be  shared 
by  the  total  number  of  transplant  operations  per- 
formed; the  addition  of  perhaps  10  foreign  transplants 
could  cut  the  fixed  costs  to  the  U.S.  taxpayer  in  half.” 
said  George  E.  Schreiner,  M.D.,  professor  of  medi- 
cine at  Georgetowm  University  School  of  Medicine. 

Foreign  recipients  also  decrease  the  distribution 
problem  for  cadaveric  organs,  increase  the  percentage 
that  are  actually  used,  enlarge  transplant  programs  to 
make  them  more  efficient,  and  provide  case  material 
for  clinical  investigation,  facilitating  research.  Dr. 
Schreiner  said. 

Rather  than  overhauling  the  current  system,  physi- 
cians offered  other  recommendations.  The  United 
States  could  establish  a quota  system  for  foreign  trans- 
plants; establish  categories  of  priority;  export  a larger 
number  of  organs  that  are  unusable  by  U.S.  standards, 
opening  greater  opportunities  to  foreign  countries;  in- 
crease the  number  of  donations,  rather  than  restricting 
the  number  of  recipients  due  to  national  origin:  or  as- 
sist other  countries  in  developing  the  technology  nec- 
essary7 to  establish  their  owm  organ  transplant  systems. 

Congress  Tackles  Infant 
Problems 

Infant  mortality  rates  worsened  in  at  least  nine  states 
in  1982  and  other  states  had  pockets  where  infant 
deaths  rose  significantly. 

The  statistics,  reported  at  a hearing  of  the  Congres- 
sional Joint  Economic  Committee,  were  compiled  by 
the  Food  Research  and  Action  Center,  a Washington- 
based  health  research  group  w'hich  earlier  this  year  re- 
leased figures  showing  increased  infant  mortality  in 
several  major  cities.  The  new  data  shows  that  infant 
deaths  (which  averaged  11.2  per  1.000  live  births  in 
the  United  States  in  1982)  jumped  in  states  as  diverse 
as  Alabama  and  Utah. 

While  the  increases  were  only  half  a percent  or  less 
in  six  of  the  nine  states,  three  states  (Alabama,  New 
Hampshire  and  Vermont)  saw7  increased  death  rates  of 
about  a percent. 

Furthermore,  mortality  rate  changes  haven’t  been 


JANUARY,  1984 


51 


compiled  yet  for  15  states,  and  even  in  states  which 
are  not  reporting  overall  increases,  infant  mortality  was 
up  substantially  in  some  areas.  In  Michigan,  for  ex- 
ample, infant  mortality  rates  resumed  a downward 
trend  (12.8  per  1,000)  in  1982,  after  having  risen  to 
13.2  in  1981.  But,  in  one  part  of  Detroit  a baby’s 
chance  of  dying  before  its  first  birthday  was  33  in 
1,000 — about  the  same  as  in  Honduras,  the  poorest 
country  in  Central  America. 

These  and  similar  statistics  are  being  cited  by  child 
health  advocates  as  evidence  of  a “rising  tide  in  need- 
less infant  deaths”  resulting  from  reductions  of  up  to 
30%  in  federal  funding  for  maternal  and  child  health 
programs  since  1981.  Proponents  say  that  prior  to  such 
cuts,  these  programs  were  saving  up  to  $5  for  every  $1 
they  spent  and  that  infant  mortality  rates  dropped  by 
over  40%  between  1967  and  1979  in  part  because  of 
such  programs. 

Congressional  debate,  to  resume  after  Congress  re- 
convenes in  January,  will  revolve  around  two  types  of 
proposals:  those  that  expand  authorization  levels  for 
maternal  and  child  health  block  grants  to  states  and 
those  that  enhance  federal  Medicaid  spending  for  chil- 
dren and  pregnant  women.  In  the  House,  the  fight  is 
being  led  by  House  Commerce  Health  Subcommittee 
chairman  Rep.  Henry  Waxman  (D-CA).  In  the  Sen- 
ate, it  is  being  carried  by  Sens.  Lloyd  Bentsen  (D-TX), 
Dale  Bumpers  (D-AR)  and  Alan  Cranston  (D-CA) 
among  others. 

The  maternal  and  child  health  block  grant  was  cre- 
ated in  1981  when  seven  categorical  programs  funded 
at  about  $457  million  were  combined  into  a single  pro- 
gram for  which  $399  million  has  been  authorized  in 
fiscal  1984.  Although  this  is  more  than  the  $373  mil- 
lion authorized  in  fiscal  1983,  funding  in  1984  is  ac- 
tually decreasing  by  about  $79  million  since  a $105- 
million  jobs  bill  supplement  provided  in  1983  is  not 
scheduled  to  continue  in  1984. 

If  inflation  is  considered,  say  the  March  of  Dimes 
Birth  Defect  Foundation  and  the  American  Academy 
of  Pediatrics,  the  block  grant  has  reduced  funding  to 
maternal  and  child  health  programs  by  28%  to  30% 
from  what  the  programs  would  have  received  had  they 
remained  categorical.  Furthermore,  AAFP  represent- 
ative Kenneth  Osgood,  M.D.,  told  the  Joint  Economic 
Committee  the  cuts  to  maternal  and  child  health  pro- 
grams were  greater  than  those  in  any  other  health  block 
grant,  and  they  have  been  particularly  deleterious  to 
programs  for  poor  women  and  children  in  the  inner 
city. 

At  the  same  time,  Medicaid  has  been  cut  about  $4 
billion  and  community  health  centers  which  provide 
key  services  to  mothers  and  children,  have  been  re- 
duced by  about  25%. 

Recently,  however,  some  fiscally  conservative  states 
have  shown  a surprising  trend  toward  increasing  fund- 
ing for  mothers  and  children.  Mississippi,  Illinois  and 
Ohio  are  among  a handful  of  states  that  hope  to  curb 
overall  state  spending  by  expanding  Medicaid  benefits 
for  mothers  and  children.  The  decision  follows  the  dis- 
covery that  reducing  Medicaid  benefits  increased  state 
and  county  costs  for  indigent  care  at  public  hospitals 
and  stems  from  a desire  to  supplant  the  local  dollars 
with  Medicaid  matching  from  the  federal  government. 

Rep.  Waxman  wants  more  states  to  expand  benefits 
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for  mothers  and  children,  and  to  this  end,  he  pushed 
through  a Child  Health  Assurance  Program  (CHAP) 
as  part  of  the  Commerce  panel’s  budget  reconciliation 
proposal.  Expected  to  cost  about  $200  million  in  fiscal 
1984,  CHAP  would  extend  Medicaid  coverage  to  first- 
time pregnant  women  who  would  qualify  for  Medicaid 
once  their  baby  is  born  and  to  children  and  pregnant 
women  in  two-parent  families  where  the  primary  wage- 
earner  is  unemployed.  In  1986,  women  in  all  low-in- 
come families  would  be  covered  regardless  of  the  fam- 
ily’s employment  status. 

Ten  states,  which  already  cover  all  these  categories, 
would  receive  slight,  if  any,  increases  in  federal  Medi- 
caid funds.  But  for  the  remaining  states,  which  pres- 
ently deny  coverage  to  some  or  all  these  beneficiaries, 
the  federal  government  would  pay  the  entire  cost  of 
coverage  for  the  new  categories  of  recipients. 

In  the  Senate,  Bentsen  persuaded  the  Finance 
Committee  to  include  a modest  two-year  maternal 
health  provision  in  the  committee’s  health  plan  for  the 
unemployed.  Estimated  to  cost  $10  million  a year  and 
scaled  down  from  another  Bentsen  proposal,  the  Fi- 
nance provision  would  require  state  Medicaid  plans  to 
cover  pregnant  women  who  would  otherwise  be  eligi- 
ble as  soon  as  their  child  is  born.  In  addition,  Sen. 
Cranston  is  pushing  for  Senate  approval  of  legislation 
similar  to  Waxman’s  CHAP  proposal. 

On  another  front,  the  House  has  already  approved 
a provision  that  would  increase  funding  for  the  mater- 
nal and  child  health  block  grant  by  $110  million  bring- 
ing the  authorization  to  $483  million  in  fiscal  1984.  The 
provision  is  attached  to  the  House-enacted  Health  In- 
surance for  the  Unemployed  bill,  however,  which  is 
stalled  in  the  Senate  and  may  never  be  enacted. 

Sens.  Bentsen,  Bumpers  and  Cranston  have  intro- 
duced a similar  provision  in  the  Senate  which  could  be 
asked  to  vote  on  the  measure  as  part  of  a budget  rec- 
onciliation measure. 

Supporters  of  the  proposals  claim  that  failure  to  en- 
act them  will  cost  federal  and  state  governments  mil- 
lions of  dollars  a year,  primarily  in  treatment  of  un- 
derweight babies  who,  by  some  estimates,  are  more 
than  twice  as  likely  to  be  born  to  mothers  who  don’t 
receive  prenatal  care  as  to  mothers  who  do. 

About  one  in  20,  or  185,000,  women  in  the  United 
States  receive  no  prenatal  care  until  the  last  trimester 
of  care,  according  to  the  National  Center  for  Health 
Statistics,  and  among  black  and  hispanic  women,  about 
one  in  ten  forego  care  until  the  last  three  months  of 
pregnancy.  Many  (at  least  25%  in  one  New  York  study) 
have  sought  the  care  but  been  turned  away  when  they 
are  unable  to  pay  for  it. 
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Feb.  2-5  Southwest  Allergy  Forum  (sponsored  by 

Baylor  College  of  Med.) — Westin  Galleria 
Hotel,  Houston 
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Feb.  5-8  Interventional  Neuroradiology  Seminar 

(sponsored  by  Univ.  of  S.  Florida) — Lake 


Feb.  5-9 

Feb.  6-8 
Feb.  8-9 
Feb.  9-11 
Feb.  9-14 

Feb.  15-17 

Feb.  15-18 
Feb.  15-19 
Feb.  16-17 

Feb.  18-25 

Feb.  24-26 

Feb.  26-March  1 


Buena  Vista,  Fla. 

Lake  Tahoe  Winter  Vitreoretinal  Sympos- 
ium (sponsored  by  Univ.  of  California  Dav- 
is)— Tahoe  City,  Calif. 

American  Society  for  Surgery  of  the  Hand — 
Hilton,  Atlanta 

American  Orthopaedic  Foot  Society — At- 
lanta 

Society  of  University  Surgeons — Palmer 
Hotel,  Chicago 

American  Academy  of  Orthopaedic  Sur- 
geons— Georgia  World  Congress  Center, 
Atlanta 

National  Cancer  Communications  Confer- 
ence (sponsored  by  NCI  and  ACS) — Wash- 
ington, D.C. 

American  Association  of  Orthopaedic  Med- 
icine— Scottsdale,  Ariz. 

American  College  of  Nuclear  Physicians — 
Sheraton  Harbor  Island,  San  Diego 
Acquired  Immune  Deficiency  Syndrome 
Symposium  (sponsored  by  Drug  Develop- 
ment Institute  of  Amer.) — New  York 
Winter  Symposium  of  Hematologic  Malig- 
nancies (sponsored  by  Univ.  of  Arizona 
Cancer  Ctr.) — Snowbird,  Utah 
Virginia  Chapter,  American  Academy  of 
Pediatrics/Virginia  Pediatric  Society  Annual 
Meeting— Williamsburg  Conference  Center, 
Williamsburg,  Va. 

American  Association  for  Pediatric  Oph- 
thalmology and  Strabismus — Marriott’s  Mark 
Resort,  Vail,  Colo. 


Feb.  27-March  1 

March  3-7 
March  3-8 
March  4-9 

March  8-11 

March  11-15 
March  12-16 

March  14-16 
March  14-18 

March  15-17 

March  18-22 

March  25-28 

March  25-29 
March  29- 
April  1 

March  30- 
April  4 


Multidisciplinary  Microsurgery  (sponsored  by 
Southern  Baptist  Hosp.  and  Louisiana  State 
Univ.) — Mardi  Gras,  New  Orleans 

American  Academy  of  Allergy  and  Immu- 
nology— Palmer  House,  Chicago 
American  Society  of  Clinical  Pathologists — 
Las  Vegas  Hilton 

Mammoth  Mountain  Emergency  Medicine 
Ski  Conference  (sponsored  by  Medical  Con- 
ferences, Inc.) — Mammoth  Lakes,  Calif. 
American  Psychosomatic  Society — Hyatt  on 
Hilton  Head  Island,  Palmetto  Dunes,  S.C. 
Society  of  Toxicology — Atlanta  Hilton 
International  Academy  of  Pathology,  United 
States-Canadian  Division — San  Francisco 
Hilton 

American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Atlanta 
American  Medical  Student  Association — 
Hyatt  Regency,  Crystal  City,  Washington, 
DC. 

Advances  & Improvements  in  Hernia  Sur- 
gery (sponsored  by  South  Miami  Hosp.) — 
Doral  Beach  Hotel,  Miami  Beach 
American  Radium  Society — Hotel  del  Cor- 
onado, San  Diego 

Society  of  Air  Force  Physicians — Antlers 
Hotel,  Colorado  Springs 
American  College  of  Cardiology — Dallas 
National  Symposium  on  Hair  Replacement 
Surgery  (sponsored  by  Amer.  Acad,  of  Fa- 
cial Plastic  and  Reconstructive  Surgery) — 
Palm  Springs,  Calif. 

American  Society  of  Abdominal  Surgery — 
Marriott,  New  Orleans 


Dx:  recurrent  herpes  labialis 
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“Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.  ” GP,  New  York 

“In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
A/ith  tow  risk  / high  benefit.”  Derm.,  Miami 

“Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 
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In  Tennessee,  “HERPECIN-L ' Cold  Sore 
Lip  Balm  is  available  at  all  Eckerd,  Revco, 
Super  D and  SupeRx  Drug  Stores  and 
other  select  pharmacies. 


TRUST 


When  patients  trust  you 
with  their  lives,  you  can 
trust  Saint  Albans  for  the 
quality  psychiatric  services  that  help 
them  cope  with  the  stress  of  every- 
day life. 

Since  1916,  our  psychiatrists,  psy- 
chologists, counselors,  and  therapists 
have  served  patients  in  emotional 
distress.  Today,  we  provide  that  care 
in  a modem,  162-bed  facility,  opened 
in  1980. 

We  offer  comprehensive  mental 
health  services  including  specialized 
programs  for  adolescents,  older 
adults,  and  substance  abusers.  Admis- 
sion is  available  24  hours  a day  and 
transportation  can  be  arranged  from 
the  Roanoke  airport. 

Saint  Albans  is  Virginia’s  only 
private,  not-for-profit  psychiatric 
hospital.  Call  or  write  Robert  L. 
Terrell,  Jr.,  administrator,  for  our 
brochure. 

Active  Medical  Staff: 

Rolfe  B.  Finn,  M.D.,  Medical  Director 
William  D.  Keck,  M.D. 

Morgan  E.  Scott,  M.D. 

Don  L.  Weston,  M.D. 

Davis  G.  Garrett,  M.D. 

D.  Wilfred  Abse,  M.D. 

Hal  G.  Gillespie,  M.D. 

Basil  E.  Roebuck,  M.D. 

O.  LeRoyce  Royal,  M.D. 

G.  Paul  Hlusko,  M.D. 


Saint  Albans 
ftychiatric  Hospital 


P.O.  Box  3608,  Radford,  Virginia  24143 
800  368-3468 

Saint  Albans  Psychiatric  Hospital  is  accredited  by  the  Joint 
Commission  on  Accreditation  of  Hospitals,  licensed  by  the 
Commonwealth  of  Virginia,  and  approved  for  Blue  Cross, 
Champus,  Medicare,  and  most  major  insurance  companies. 


WHEN  WAS  THE  LAST  TIME 
YOUR  PRACTICE  GAVE  YOU 
A GOOD  NIGHT’S  SLEEP? 


We  mean  the  kind  of  sleep  that  comes  from 
knowing  you  practiced  medicine  the  way  it  was 
meant  to  be  practiced.  No  compromises. 

As  a Navy  physician,  you’ll  be  working  at 
some  of  the  most  modern  facilities  in  the  world. 
You’ll  be  given  a practice  that’s  as  varied  and 
challenging  as  any  you’ll  find  in  a civilian  set- 
ting. 

And,  for  a Navy  physician,  administrative  de- 
tails are  kept  to  a minimum.  A highly  trained  staff 
of  professionals  attends  to  most  of  the  paper- 
work. There  are  a lot  of  great  benefits  that  go 
with  being  a Navy  physician.  Good  pay.  A family 
life.  Even  30  days’  paid  vacation  a year. 

The  Navy  currently  has  residency  and  fellow- 
ship positions  available  in  medical  centers 
throughout  the  United  States. 


Residencies 

Anesthesia 

Family  Practice 

Internal  Med 

Neurosurgery 

Ob/Gyn 

Pathology 

Pediatrics 

Surgery 

Urology 


Fellowships 

Cardiology 

Endocrinology/ 

Metabolism 

Gynecologic 

Oncology 

Hand  Surgery 

Pulmonary  Med 


For  more  information  please  contact: 
TOM  STEGER 

NAVY  MEDICAL  PROGRAMS 

IN  NASHVILLE— (615)  251-5571 
IN  TENNESSEE— (800)  342-8629 
OUT  OF  STATE— (800)  251-2516 
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Forty-Five  Years  Against 
Syphilis  in  Memphis — 
Success  or  Failure? 

HENRY  D.  PACKER,  M.D.,  D.P.H. 


This  paper  will  endeavor  to  present  a histori- 
cal perspective  of  the  syphilis  problem  in  Mem- 
phis and  Shelby  County  during  the  past  45  years, 
highlighting  efforts  by  the  local  health  depart- 
ment to  control  the  problem  during  this  period, 
and  the  degree  of  success  achieved.  Statistics  on 
reported  cases  of  syphilis  during  this  period  of 
time,  by  stage  of  disease,  are  shown  in  Fig.  1. 
This  information  was  obtained  by  a study  of  in- 
dividual annual  reports  since  1938,  as  well  as  an 
earlier  report  covering  a ten-year  period.  The 
highest  number  (Fig.  1)  is  close  to  10,000,  rep- 
resenting total  cases  of  syphilis  reported  in  1942, 
whereas  the  lowest  is  28,  representing  primary 
and  secondary  cases  of  syphilis  reported  in  1960. 
In  view  of  this  wide  range,  it  was  necessary  to 
use  a logarithmic  scale  for  the  chart. 

With  the  high  figure  of  665  cases  of  primary 
and  secondary  syphilis  occurring  in  1980  over  23 
times  the  low  figure  of  28  in  1960,  one  may  won- 
der if  anything  worthwhile  has  been  accom- 
plished by  the  control  program.  This  is  a justifi- 
able question,  and  an  attempt  will  be  made  to 
identify  factors  that  may  have  played  a role  in 
producing  periods  of  unusually  high  or  unusually 

From  the  Memphis  and  Shelby  County  Health  Department.  Mem- 
phis. Dr.  Packer  is  emeritus  professor  and  chairman.  Dept,  of  Preven- 
tive Medicine,  UT  Center  for  the  Health  Sciences,  and  consultant  to 
the  Health  Department. 

Reprint  requests  to  295  N.  McLean,  Memphis,  TN  38112  (Dr. 
Packer). 


low  incidence  of  the  disease,  so  that  this  infor- 
mation can  be  applied  to  future  control  efforts. 

Before  1938,  the  first  year  indicated  on  the 
chart,  there  was  a single  clinic  for  the  treatment 
of  syphilis  located  in  the  City  of  Memphis  Hos- 
pital. The  health  department  did  not  provide 
treatment  and  had  no  full-time  director  of  a con- 
trol program.  The  treatment  of  syphilis  consisted 
of  30  weekly  injections  of  an  arsenical  and  40  of 
a bismuth  preparation,  given  in  alternating 
courses  over  a period  of  one  and  one-half  years. 
To  achieve  noninfectiousness  required  a mini- 
mum of  20  injections  of  each.  During  the  five- 
year  period  before  1938,  between  3,000  and  4,000 
persons  were  treated  in  this  clinic  each  year. 
There  was  no  follow-up  program  to  keep  pa- 
tients under  treatment  while  they  were  infec- 
tious. Due  to  the  conspiracy  of  silence  surround- 
ing the  disease  at  that  time,  there  was  no 
educational  program  directed  toward  it. 

In  1937,  the  Surgeon-General  of  the  United 
States  cancelled  an  important  radio  address  on 
important  public  health  problems  when  he  was 
not  permitted  to  mention  the  word  “syphilis”  over 
the  radio.  Much  publicity  was  given  to  this,  and 
his  action  served  to  break  the  silence  and  focus 
attention  upon  this  neglected  problem,  and  a 
large  appropriation  of  money  was  subsequently 
made  by  Congress  under  the  LaFollette-Bulwin- 
kle  Bill.  Among  the  facts  brought  to  light  was 
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that  over  9,000  persons  were  committed  to  men- 
tal institutions  in  the  United  States  each  year  due 
to  central  nervous  system  syphilis  that  could  have 
been  prevented  by  treatment.  The  cost  to  the 
taxpayer  of  this  institutionalization  was  tremen- 
dous. Progression  of  the  disease  to  involve  the 
central  nervous  system  represented  failure  to  re- 
ceive adequate  treatment. 

A local  study  made  in  1938  revealed  that  less 
than  15%  of  the  patients  receiving  treatment  at 
the  City  of  Memphis  Hospital  syphilis  clinic  re- 
ceived enough  treatment  to  render  them  nonin- 
fectious.1  Among  the  reasons  given  by  patients 
for  discontinuing  treatment  was  the  severe  reac- 
tion that  frequently  followed  the  injection  of  ar- 
senic or  bismuth.  This  explains  why  so  many  pa- 
tients went  on  to  develop  central  nervous  system 
or  cardiovascular  syphilis.  During  World  War  II, 
an  entire  floor  of  the  Gailor  Psychiatric  Hospital 
in  Memphis  was  devoted  to  treating  cases  of  neu- 
rosyphilis with  malarial  fever  therapy,  the  best 
treatment  at  that  time.  This  was  carried  out  un- 
der a contract  with  the  military  services  to  find  a 
substitute  for  quinine  and  atabrine,  no  longer 
available,  that  could  be  used  by  our  troops  fight- 
ing in  malarious  areas  of  the  world.  Over  500  pa- 
tients with  neurosyphilis  were  treated  on  this 
service  over  a three-year  period.2  3 

We  will  now  focus  upon  a few  specific  periods 

in  order  to  illustrate  some  of  the  problems  that 
confronted  the  control  program  at  different  times, 
and  the  measures  taken  to  resolve  them.  It  should 
be  pointed  out  that  the  number  of  cases  of  sy- 
philis indicated  for  each  year  on  the  chart  (Fig. 
1)  represents  the  contribution  of  three  compo- 
nents, each  of  which  contributed  varying  propor- 
tions during  different  years.  One  component 
consisted  of  self-referred  patients  who  took  the 
initiative  in  reporting  to  the  clinic  where  treat- 
ment was  provided,  usually  because  they  had 
signs  or  symptoms  of  syphilis.  Another  compo- 
nent was  contributed  by  contact  investigation, 
which  was  initiated  in  1938  by  the  control  pro- 
gram, and  will  be  referred  to  later.  A third  com- 
ponent was  serologic  surveillance,  or  “mass  test- 
ing,” to  uncover  unrecognized,  untreated  cases 
of  syphilis.  The  initiative  in  promoting  the  latter 
two  components  was  taken  by  the  health  depart- 
ment; they  made  a significant  contribution  to  the 
number  of  cases  of  syphilis  brought  to  treatment 
during  the  early  stages  of  the  infection.  The  local 
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health  department  was  enabled  to  promote  activ- 
ities in  relation  to  these  two  components  as  a re- 
sult of  a large  grant  received  from  the  Public 
Health  Service  to  establish  a cooperative  pro- 
gram between  the  University  of  Tennessee  and 
the  local  health  department  to  try  to  reduce  the 
high  syphilis  rate  in  Memphis,  which  was  one  of 
the  highest  of  any  American  city. 

Consideration  will  be  given  first  to  the  role  of 

serologic  surveillance  in  the  control  program.  The 
wide  gap  between  total  cases  of  syphilis  and  those 
in  the  primary  and  secondary  stages  indicated  in 
Fig.  1 for  1942  indicates  that  less  than  1%  of  these 
patients  were  still  in  the  primary  or  secondary 
stage  when  brought  to  treatment.  A program  of 
serologic  surveillance  of  large  segments  of  the 
population  was  undertaken  during  the  early  stages 
of  the  program  to  identify  this  large  reservoir  of 
untreated  cases.  By  1942,  a high  of  9,646  cases 
were  brought  to  treatment,  one-third  of  them 
identified  by  the  serologic  surveillance  program 
of  the  Selective  Service  System  of  World  War  II, 
which  tested  all  registrants  between  the  ages  of 
18  and  35  for  syphilis. 

The  productiveness  of  this  program  in  finding 
early  syphilis  gave  much  impetus  to  the  serologic 
surveillance  program  of  the  health  department, 
which  began  to  emphasize  the  importance  of  the 
“health  card”  as  a prerequisite  for  employment 
in  industry  or  the  home.  The  Memphis  Junior 
Chamber  of  Commerce  took  on  the  project  of 
promoting  the  program  for  serologic  testing  of 
foodhandlers  and  house  servants.  Newspaper 
“Help  Wanted”  advertisements  uniformly  indi- 
cated that  a health  card  was  a prerequisite  for 
the  job  listed.  Blood  testing  services  were  made 
widely  available  throughout  the  community  and 
in  the  rural  county,  where  a mobile  unit  was  used 
for  testing  and  treatment. 

The  results  of  this  highly  publicized,  broad- 
based  serologic  screening  program  revealed  the 
extent  of  syphilitic  infection  in  the  population, 
and  gave  support  to  the  Surgeon-General’s  state- 
ment, which  was  challenged  by  many,  that  one 
person  in  ten  in  the  United  States  either  had  sy- 
philis or  would  eventually  have  it.  For  example, 
in  members  of  the  black  population  who  were 
tested  in  Memphis,  29.1%  of  Selective  Service 
registrants,  and  31.6%  of  persons  given  employ- 
ment examinations,  were  found  to  have  positive 
tests  for  syphilis.  A similar  infection  rate,  30.2%, 
was  found  in  routine  testing  of  black  prenatal  pa- 
tients at  the  City  of  Memphis  Hospital. 
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Cases  of  Primary  & Secondary  Syphilis  and 
Total  Cases  of  Syphilis,  Memphis  & Shelby  County 

1938  - 1982 
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The  treatment  of  this  large  number  of  patients 
and  the  follow-up  program  for  infectious  cases 
with  lapsed  treatment  imposed  a tremendous 
burden  upon  the  health  department.  During  1941, 
public  health  nurses  made  over  11,000  home  vis- 
its in  an  effort  to  restore  to  treatment  patients 
with  infectious  syphilis.  Infectious  patients  with 
primary  and  secondary  stages  of  the  disease  who 
did  not  return  to  treatment  were  picked  up  by 
the  police  department  and  quarantined  in  special 
wards  at  the  Shelby  County  Hospital  until  ade- 
quate treatment  was  received.  The  health  de- 
partment collaborated  with  the  local  police  de- 
partment in  a drive  against  prostitution,  which 
resulted  in  the  closing  of  all  houses  of  prostitu- 
tion and  the  treatment  of  all  infected  prostitutes 
at  the  Penal  Farm.  These  intensive  efforts  at  case- 
finding and  case-holding  until  adequate  treat- 
ment was  obtained  resulted  in  national  recogni- 
tion of  the  program.  Surgeon-General  Parran  of 
the  Public  Health  Service  observed  that  “The 
Memphis  program  has  the  soundest  base  of  any 
large  city  on  record.  If  a program  of  this  type 
could  be  carried  out  vigorously  in  every  city  of 
the  nation,  we  could  lop  another  ten  years  off 


the  time  limits  for  making  syphilis  and  gonorrhea 
rare  diseases.” 

Turning  now  to  a consideration  of  the  role  of 

contact  investigation  in  the  control  program,  it 
should  be  pointed  out  that  throughout  the  period 
under  observation  serologic  surveillance  brought 
to  treatment  each  year  more  early  cases  of  sy- 
philis than  did  contact  investigation.4-5  Serologic 
surveillance  can  be  applied  routinely  to  large 
segments  of  the  population,  and  serologic  tests 
can  be  performed  upon  large  numbers  of  speci- 
mens at  a time.  Premarital  testing,  the  testing  of 
patients  on  admission  to  hospitals,  and  testing  of 
pregnant  women  are  examples  of  this.  Contact 
investigation  involves  an  individualized,  time- 
consuming  interview  and  follow-up  of  persons 
named  as  contacts.  For  the  number  of  persons 
examined  it  yields  more  early  cases  of  syphilis, 
but  the  total  yield  of  such  cases  by  the  serologic 
surveillance  process  is  greater.  Sweden  pioneered 
in  making  contact  investigation  a part  of  their 
control  program.  In  this  country,  Munson6  pro- 
moted the  concept  of  “sole  leather  epidemiolo- 
gy” whereby  efforts  were  made  to  identify  and 


FEBRUARY,  1984 


77 


SYPHILIS  IN  MEMPHIS/Packer 

bring  to  treatment  through  field  investigation 
sources  of  infection  named  by  clinic  patients. 

When  this  procedure  was  first  introduced  in 
the  Memphis  control  program  in  1938,  it  did  not 
prove  very  productive  at  first.7  This  was  due  to 
the  reliance  upon  clinic  physicians  to  obtain  the 
necessary  identification  of  contacts  from  patients 
so  that  the  search  for  their  source  of  infection 
could  be  carried  out.  It  was  something  they  had 
not  been  taught  in  medical  school,  and  they  were 
both  reluctant  to  spend  the  time  required  to  elic- 
it the  information  and  lacked  the  expertise  in 
doing  so.  It  was  not  until  specially  trained  inter- 
viewers began  to  be  utilized  that  it  became  pro- 
ductive and  began  to  make  an  important  contri- 
bution to  case-finding. 

A male  investigator  was  first  added  to  the  pro- 
gram in  1944.  He  was  a college  graduate  who  had 
received  special  training  in  the  interviewing  pro- 
cedure. By  1972  there  were  14  investigators  in 
the  program,  which  probably  explains  the  peak 
of  primary  and  secondary  cases  observed  during 
that  year  (Fig.  1).  Today,  there  are  over  twice  as 
many  investigators  working  in  the  Memphis  Clin- 
ic for  Sexually  Transmitted  Diseases  in  the  health 
department  as  there  are  physicians  and  nurses, 
indicating  the  importance  attached  to  this  activi- 
ty. The  1982  annual  report  of  the  health  depart- 
ment indicates  that  of  672  cases  of  early  syphilis 
brought  to  treatment,  166,  or  24.7%,  were  the 
result  of  contact  investigation,  246,  or  36.6%, 
were  the  result  of  serological  surveillance,  and 
260,  or  38.7%,  were  self-referrals  to  the  clinic. 
During  that  year,  however,  contact  investigation 
brought  to  treatment  more  cases  of  primary  and 
secondary  syphilis  (85  cases)  than  did  serologic 
surveillance  (70  cases). 

Of  considerable  historical  interest  is  the  dra- 
matic effect  that  resulted  from  the  introduction 
of  penicillin  therapy  for  syphilis  in  1943.  Treat- 
ment with  the  early  forms  of  penicillin  required 
hospitalization,  and  frequent  injections  of  the 
short-acting  penicillin  forms  then  available.  It  re- 
quired considerable  research  before  the  long-act- 
ing benzathine  penicillin  G (Bicillin)  now  in  use 
was  finally  developed  about  1960;  it  so  revolu- 
tionized the  treatment  of  syphilis  that  it  became 
one  of  the  easiest  diseases  to  cure  effectively.  This 
revolutionary  form  of  therapy  had  a profound  ef- 
fect upon  the  trend  of  cases  reported  during  the 
years  following  1947.  By  1960,  the  number  of 
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cases  of  reported  primary  and  secondary  syphilis 
had  fallen  to  28,  the  lowest  figure  for  the  45-year 
period.  This  represents  a 96%  decline  from  the 
1942  level. 

However,  there  is  reason  to  suspect  that  this 
level  does  not  give  a completely  true  picture  of 
the  extent  to  which  new  infections  were  occur- 
ring in  the  population.  A real  decline  undoubt- 
edly did  occur,  mainly  as  a result  of  the  wide- 
spread use  of  penicillin  for  many  diseases,  and 
especially  for  gonorrhea.  Penicillin  not  only  cured 
gonorrhea,  which  was  over  20  times  as  prevalent 
as  syphilis,  but  also  aborted  incubating  syphilis, 
when  both  diseases  were  acquired  at  the  same 
time.  The  plateau  of  total  cases  of  syphilis  ob- 
served in  Fig.  1 between  1955  and  1965,  how- 
ever, suggests  that  many  cases  of  primary  and 
secondary  syphilis  were  occurring  during  the  pe- 
riod of  sharp  decline,  but  were  not  being  treated, 
or  were  inadequately  treated,  until  they  reached 
a later  stage,  and  it  is  possible  that  there  was 
much  masking  of  early  syphilis  by  inadequate 
treatment. 

Another  factor  that  probably  accounted  for  the 

low  number  of  primary  and  secondary  cases  of 
syphilis  reported  around  1960  was  that  with  the 
simplified  treatment  available,  more  patients  were 
being  treated  by  private  physicians.  It  was  esti- 
mated that  this  occurred  in  over  80%  of  cases  of 
syphilis,  and  reporting  of  these  cases  was  noto- 
riously poor,  possibly  only  one  case  in  ten  being 
reported,  even  though  reporting  was  required  by 
law. 

Still  another  factor  contributing  to  the  decline 
was  the  curtailment  of  funds  available  to  health 
departments  for  syphilis  control,  in  exuberant 
anticipation  of  the  eradication  of  syphilis  by  the 
miracle  drug,  penicillin.  Investigative  staffs  were 
reduced,  with  obvious  effects  upon  the  contact 
investigation  program  and  the  number  of  cases 
of  primary  and  secondary  syphilis  uncovered  by 
its  efforts.  The  Venereal  Disease  Division  of  the 
local  health  department  ceased  to  exist  as  a sep- 
arate unit. 

Following  these  events,  a sharp  rise  in  primary 
and  secondary  syphilis  occurred  during  the  fol- 
lowing years,  resulting  in  the  reestablishment  of 
the  Division  of  Venereal  Diseases,  and  an  in- 
crease in  the  number  of  investigators.  A program 
was  initiated  to  improve  the  reporting  of  syphilis 
by  physicians  in  private  practice  by  having  inves- 
tigators visit  those  who  treated  many  cases  of 
syphilis,  explaining  the  control  program  to  them. 
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soliciting  their  assistance,  and  providing  them  with 
free  laboratory  services  and  drugs.  As  a result, 
in  1964  no  less  than  55%  of  syphilis  in  all  stages 
was  reported  by  private  physicians,  including  29% 
of  early  cases.  By  1966,  private  physicians  were 
reporting  37%  of  early  cases  of  syphilis,  reflect- 
ing the  value  of  these  personal  contacts  with 
them.  This  may  account  for  the  spike  in  primary 
and  secondary  cases  of  syphilis,  which  reached 
its  peak  in  1965. 

The  decade  between  1970  and  1980  reveals  the 

best  performance  of  the  program  for  early  case- 
finding of  any  period  during  the  45  years.  The 
gap  between  total  cases  of  syphilis  and  primary 
and  secondary  cases  (Fig.  1)  is  narrower  than 
during  any  other  period.  Although  the  668  cases 
of  primary  and  secondary  syphilis  reported  in 
1980  is  as  high  as  the  number  reported  in  1947, 
when  669  cases  were  reported,  the  latter  figure 
represents  less  than  2%  of  total  cases  of  syphilis 
reported  during  that  year,  whereas  the  figure  for 
1980  represents  almost  two-thirds  of  the  total 
cases.  This  represents  a definite  achievement  of 
the  program  in  bringing  early  infectious  cases  to 
treatment.  It  explains  why  medical  students  usu- 
ally go  through  medical  school  today  without 
seeing  a single  case  of  syphilis  of  the  central 
nervous  system,  cardiovascular  syphilis,  or  con- 
genital syphilis,  diseases  commonly  seen  during 
the  earlier  period.  Another  statistic  of  interest  is 
that  the  death  rate  from  syphilis  in  Memphis  and 
Shelby  County  in  1938  was  27.7  per  100,000  pop- 
ulation, representing  81  deaths,  whereas  there 
were  no  deaths  from  syphilis  here  in  1982. 

The  low  point  for  syphilis  incidence  during  the 
decade  1970  to  1980  was  reached  in  1976,  with 
fewer  than  100  cases  of  primary  and  secondary 
syphilis  being  reported  during  that  year.  An  im- 
portant contributory  factor  to  this  was  the 
launching  of  an  intensive  case-finding  program  for 
gonorrhea  in  women  to  cope  with  the  problem  of 
pelvic  inflammatory  disease,  whose  importance 
had  been  demonstrated  by  studies  carried  out 
here  under  contract  with  the  Center  for  Disease 
Control.8  Starting  with  the  screening  of  43,888 
women  for  gonorrhea  in  1971,  by  1976  the  num- 
ber tested  had  reached  82,237,  with  9.5%  being 
found  infected  with  gonorrhea.  The  treatment  of 
this  large  number  of  infected  persons  and  their 
contacts  with  penicillin  undoubtedly  had  some 
effect  upon  the  incidence  of  syphilis.  This  is  evi- 
dent from  the  observation  that  the  smallest  num- 
ber of  cases  of  primary  and  secondary  syphilis 


were  reported  during  1976  and  1977,  the  years  of 
the  highest  number  of  cases  of  gonorrhea  in  this 
decade,  when  over  16,000  cases  each  year  were 
treated. 

It  appears  that  a reasonable  degree  of  success 
has  been  achieved,  and  that  the  syphilis  problem 
is  now  under  reasonable  control  in  Memphis  and 
Shelby  County.  A considerable  number  of  cases 
of  primary  and  secondary  syphilis  continue  to  oc- 
cur, but  since  they  constitute  a high  proportion 
of  the  total  cases  of  syphilis,  this  may  reflect  ear- 
ly detection  as  a result  of  effective  contact  inves- 
tigation of  known  infectious  cases.  Fortunately 
these  stages  of  the  disease  can  be  easily  treated 
and  cured  so  that  they  do  not  progress  to  the 
disabling  forms  of  late  syphilis  so  frequently  ob- 
served in  earlier  years. 

Future  attention  probably  needs  to  be  directed 

toward  making  the  serologic  surveillance  pro- 
gram more  selective  in  its  choice  of  persons  who 
are  to  be  routinely  tested,  especially  with  regard 
to  persons  in  older  age  groups.  Testing  of  per- 
sons over  the  age  of  50  has  not  been  productive 
in  finding  early  cases  of  syphilis,  yet  a large  num- 
ber of  persons  in  this  age  group  are  tested  each 
year,  especially  in  hospital  serologic  surveillance 
programs.  For  example,  over  150,000  persons 
were  tested  for  syphilis  on  admission  to  private 
hospitals  in  Memphis  in  1982,  yet  only  one  per- 
son over  the  age  of  50  was  found  to  have  early 
syphilis. 

The  words  of  Fracastorius,  who  in  the  17th 
century  gave  syphilis  its  name  in  a poem  he  wrote 
about  a shepherd  who  had  acquired  the  disease, 
should  be  remembered:  “This  disease  is  eternal. 
Do  not  hope  to  ever  see  the  end  of  this  scourge 
that  is  afflicting  you.  ” 
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N ontraumatic  Rhabdomyolysis  and 
Acute  Renal  Failure  Associated  With 
Oral  Phenmetrazine  Hydrochloride 

WILLIAM  D.  BLACK,  M.D.  and  WILLIAM  M.  MURPHY,  M.D. 


Introduction 

Nontraumatic  rhabdomyolysis  with  acute  ren- 
al failure  is  a condition  about  which  there  has 
been  an  increased  awareness  in  recent  years. 
Multiple  etiologic  factors  that  may  lead  to  non- 
traumatic rhabdomyolysis  and  acute  renal  failure 
have  been  documented.1  Stimulant  drugs  can  lead 
to  muscle  injury  and  nontraumatic  rhabdomy- 
olysis, and  rhabdomyolysis  has  been  reported 
following  use  of  amphetamines.2-3  Phenmetrazine 
hydrochloride  (Preludin)  is  an  agent  closely  re- 
lated to  amphetamines  and  is  taken  by  many  drug 
users  as  an  amphetamine  substitute.4  This  report 
concerns  rhabdomyolysis  and  acute  renal  failure 
following  oral  ingestion  of  a large  quantity  of  this 
agent. 

Case  Report 

This  16-year-old  white  male  cigarette  smoker  had  a long 
history  of  psychiatric  illness  and  drug  abuse.  Medication  prior 
to  onset  of  the  present  illness  included  thioridazine  (Mellaril) 
50  mg  orally  twice  a day.  On  July  3,  1980,  he  ingested  18  75- 
mg  tablets  of  phenmetrazine  hydrochloride  (Preludin).  Three 
days  later  he  developed  epigastric  pain,  weakness,  general 
malaise,  nausea,  and  vomiting.  When  seen  in  the  emergency 
room  of  another  hospital  he  had  hematuria,  pyuria,  and  al- 
buminuria. He  was  begun  on  ampicillin  for  a possible  urinary 
tract  infection,  but  the  next  day  his  abdominal  pain  wors- 
ened, and  he  was  admitted  to  Park  West  Hospital  in  Knox- 
ville, Tenn.  His  blood  pressure  was  180/110  mm  Hg  and  he 
had  epigastric  and  bilateral  costovertebral  angle  tenderness. 

Laboratory  data  included  a hemoglobin  of  14.8  gm/dl.  His 
hematocrit  was  43.4%,  and  white  blood  cell  count  20,900/cu 
mm,  with  73%  segmented  neutrophils,  12%  bands,  and  15% 
lymphocytes.  Urinalysis  revealed  4+  proteinuria  and  occult 
blood,  with  many  red  and  white  blood  cells  and  a few  deeply 
pigmented  granular  casts.  His  BUN  was  65  mg/dl  with  a ser- 
um creatinine  of  15.1  mg/dl.  Calcium  was  8.8  mg/dl,  phos- 
phate 6.9  mg/dl,  and  uric  acid  11.7  mg/dl.  LDH  was  mildly 
elevated.  His  C-reactive  protein  was  positive  at  a titer  of 
1:1024.  Sedimentation  rate  was  44  mm/hr. 
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The  next  day  he  became  oliguric,  his  edema  worsened, 
and  he  developed  pulmonary  vascular  congestion  with  dysp- 
nea. He  was  transferred  to  University  of  Tennessee  Memorial 
Hospital  in  Knoxville  for  hemodialysis.  Upon  arrival  there 
his  hemoglobin  was  15.7  gm/dl,  hematocrit  45.9%,  and  white 
blood  cell  count  30,800/cu  mm,  with  77%  segmented  neutro- 
phils, 5%  bands,  6%  lymphocytes,  11%  monocytes,  and  1% 
eosinophils.  His  urine  was  straw-colored  and  cloudy  with  4 + 
albuminuria,  55  to  60  white  and  100+  red  blood  cells  per 
high  power  field,  and  2+  bacteriuria.  His  serum  calcium  was 
9.1  mg/dl,  phosphorus  6 mg/dl,  uric  acid  > 1,200  mg/dl,  and 
LDH  twice  normal.  FANA,  steptozyme,  and  HAA  were  neg- 
ative. 

The  patient  was  treated  with  cimetidine  (Tagamet)  and 
antacids  for  epigastric  pain  and  vomiting,  hemodialysis  was 
performed  on  three  occasions,  and  prednisone  was  adminis- 
tered for  severe  diffuse  muscular  pain.  Percutaneous  renal 
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Figure  1.  Focal  acute  tubulointerstitial  nephritis  with  tubulorrhexis  and 
degeneration  (hematoxylin-eosin,  X288). 
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Figure  2.  Higher  magnification  of  Fig.  1 showing  a polymorphous  in- 
filtrate of  lymphocytes,  plasma  ceils,  neutrophils  and  cellular  debris. 
Eosinophils  are  present  but  not  prominent  (hematoxylin-eosin,  X450). 


biopsy  revealed  focal  tubulorrhexis,  with  a marked  infiltrate 
comprising  lymphocytes,  plasma  cells,  eosinophils,  and  neu- 
trophils (Figs.  1 and  2).  There  was  slight  interstitial  edema, 
and  luminal  narrowing  of  the  arteries  and  arterioles  was 
prominent,  but  there  was  no  intimal  or  mural  disease.  The 
glomeruli  were  essentially  unremarkable  (Fig.  3).  There  was 
no  immunofluorescence  with  anti-IgG,  IgA,  IgM,  IgE,  C’3, 
C’4,  C’5,  C1Q,  properdin,  immunofibrin-fibrinogen,  or  alpha2 
globulin,  and  electron  microscopy  correlated  with  the  light 
microscopic  findings. 

Over  the  next  few  days  his  renal  function  improved,  and 
after  stablization  he  was  discharged  from  the  hospital.  His 
serum  creatinine  was  1.6  mg/dl  at  six  days  following  dis- 
charge, and  at  eight  months  was  0.9  mg/dl. 

Discussion 

Increased  knowledge  regarding  the  patho- 
physiologic features  of  nontraumatic  rhabdomy- 
olysis  has  led  to  an  increasing  awareness  of  this 
disorder.  The  condition  may  result  from  multiple 
factors,  including  amphetamine  ingestion.1'3  The 
exact  pathogenesis  of  amphetamine  rhabdomy- 
olysis  is  unclear,  but  probably  relates  to  excessive 
muscular  fasciculations.3 

Phenmetrazine  is  a drug  closely  related  to  the 
amphetamines.4  It  is  a popular  street  drug  that  is 
used  both  alone  and  in  combination  with  narcot- 


Figure 3.  Glomerulus  and  afferent  arteriole.  There  is  slight  increase 
in  mesangial  matrix  and  focal  thickening  of  Bowman’s  capsule.  Note 
the  luminal  narrowing  of  the  arteriole  in  the  absence  of  mural  hyaline 
(methenamine  silver,  X450). 


ics  such  as  heroin,  and  is  frequently  used  as  a 
substitute  for  amphetamines. 

Laboratory  abnormalities  in  this  patient  com- 
patible with  acute  rhabdomyolysis  include  a 
marked  rise  in  CPK,  hyperphosphatemia,  rela- 
tively low  serum  calcium,  and  marked  hyperuri- 
cemia.5 It  is  likely  that  marked  muscular  fascicu- 
lation  led  to  rhabdomyolysis,  which  subsequently 
produced  the  renal  failure.  Acute  renal  failure 
may  be  associated  with  abuse  of  amphetamine 
substitutes,  even  those  taken  orally,  and  this 
should  be  considered  in  any  patient  with  acute 
rhabdomyolysis  where  the  etiology  is  unclear. 
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Response  to  High  Blood  Pressure 
Screening  and  Referral  by  Medical 
Students  in  Rural  Communities 

BRAD  BLANKENSHIP  and  ARDEN  D.  BARNETT,  JR. 


Introduction 

Hypertension  is  controllable  in  the  majority  of 
patients  if  it  is  detected  and  treated.  The  first 
step,  identification,  has  been  evaluated  using 
many  different  screening  models.  The  second 
step,  drug  compliance,  has  also  been  examined 
extensively,  but  a gap  remains.  Referral  compli- 
ance has  been  largely  overlooked.  After  a 
screening  program  identifies  a person  with  in- 
creased blood  pressure,  the  patient  must  perform 
one  essential  act  before  the  problem  of  drug 
compliance  can  be  approached.  He  must  act  on 
the  advice  of  the  screening  personnel  and  make 
contact  with  some  health  care  provider  for  treat- 
ment. This  action  constitutes  a positive  referral 
compliance.  The  purpose  of  this  study  was  to 
evaluate  the  referral  compliance  of  a screening 
project  covering  several  rural  West  Tennessee 
counties.  It  is  staffed  by  medical  students  and 
sponsored  by  the  University  of  Tennessee  Center 
for  the  Health  Sciences  in  Memphis.  Before  cit- 
ing the  actual  compliance  figures,  a description 
of  the  medical  student  hypertension  program  is 
in  order. 

UTCHS  Hypertension  Screening  Project 

The  hypertension  screening  program,  orga- 
nized by  the  University  of  Tennessee  Depart- 
ment of  Family  Medicine,  is  one  of  eight  screen- 
ing projects  in  the  state.  Begun  in  the  summer  of 
1979,  project  personnel  have  since  conducted  a 
screening  in  the  spring  and  summer  of  each  year. 

Before  each  project  begins,  the  selected  med- 
ical students  undergo  a two-day  orientation  de- 
signed to  provide  a basic  understanding  of  high 
blood  pressure,  to  familiarize  them  with  the  tar- 
geted counties,  and  to  acquaint  them  with  the 

From  the  Department  of  Family  Medicine,  University  of  Tennes- 
see College  of  Medicine,  Memphis. 

Reprint  requests  to  Department  of  Family  Medicine,  University 
of  Tennessee  College  of  Medicine,  Suite  300,  66  N.  Pauline  St.,  Mem- 
phis, TN  38105  (Brad  Blankenship). 
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potential  resources  available  in  these  rural  areas. 
Close  cooperation  between  the  Department  of 
Family  Medicine,  the  local  health  departments, 
and  the  local  physicians  facilitates  the  screening 
of  local  industries,  civic  groups,  and  businesses. 
At  the  screenings,  the  normotensive  individuals 
are  listed  on  one  sheet  along  with  their  age,  sex, 
and  race,  while  a separate  more  inclusive  sheet 
is  used  for  those  with  elevated  blood  pressure. 
These  data  include  patient’s  phone  number,  ad- 
dress, prior  knowledge  of  hypertension  and  med- 
ication, sex,  age,  and  race.  Subjects  are  subse- 
quently advised  to  have  a blood  pressure  recheck 
as  soon  as  possible  and  referral  sites  are  docu- 
mented. As  a result  of  these  screenings,  many 
individuals  are  alerted  for  the  first  time  to  the 
hazards  of  high  blood  pressure,  and  others  are 
encouraged  to  have  subsequent  blood  pressure 
rechecks  or  to  follow  their  present  treatment 
program. 

This  project  is  significant  for  several  reasons. 
Rural  areas  offer  a challenge  to  the  health 
profession  because  they  are  not  in  the  main- 
stream of  health  care  access,  nor  are  they  targets 
for  the  recent  “healthy  lifestyle”  movement.  Such 
a screening  program  helps  to  meet  these  chal- 
lenges by  increasing  the  combined  efforts  of  var- 
ious health  care  professionals.  Consequently,  the 
ties  between  these  subsets  are  strengthened, 
thereby  improving  health  care.  The  process  also 
gives  many  students  their  only  extensive  expo- 
sure to  the  rural  health  care  system.  After  four 
years,  this  project  has  proven  valuable  in  many 
ways.  The  research  described  in  this  paper  is 
provided  to  quantify  this  effectiveness. 

Method 

The  projected  research  began  with  the  analy- 
sis and  follow-up  of  the  data  sheets  (N  = 5,122) 
collected  at  the  time  of  screening  in  1981.  From 
this  survey  the  normotensive  (N  = 4,424;  86%) 
and  hypertensive  (N  = 698;  14%)  populations 
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were  established  for  further  evaluation.  Of  those 
referred  because  of  an  elevated  blood  pressure 
(N  = 698),  a stratified,  random  sample  based  on 
age,  sex,  and  race  was  taken  (N  = 259).  This  es- 
tablished the  sample  population  to  which  the  fol- 
lowing three  questions  were  asked: 

1.  Have  you  had  your  blood  pressure  rechecked? 

Yes  ( ) No  ( ) 

2.  If  so,  by  whom?  ( ) Doctor 

( ) Health  Department 

( ) Other 

3.  Was  a blood  pressure  recheck  the  primary  reason 
for  your  visit? 

Yes  ( ) No  ( ) 

The  primary  purpose  of  this  study,  reflected 
by  Question  1 was  to  measure  and  evaluate  the 
referral  compliance  of  the  population  defined  by 
the  screening  program.  The  criteria  established 
for  a successful  referral  was  a “yes”  answer  to 
Question  1.  The  secondary  purpose,  reflected  by 
Questions  2 and  3,  was  to  gain  more  information 


about  those  people  reporting  a positive  referral 
compliance.  This  area  of  the  study  sought  to  es- 
tablish which  facet  of  the  health  care  profession 
the  sample  population  solicited  for  a recheck, 
and,  also,  if  a blood  pressure  recheck  was  the 
primary  reason  a health  care  provider  was  con- 
tacted. 

A four-pronged  attack  was  instituted  in  order 
to  collect  this  information  from  a maximum  per- 
centage of  the  sample  population.  This  process 
basically  consisted  of  two  postcard  mailings,  one 
series  of  telephone  calls,  and,  finally,  the  use  of 
local  health  agencies  if  all  other  means  failed.  The 
two  mailings,  sent  out  approximately  two  months 
apart,  both  contained  a simple  letter  of  explana- 
tion and  a preaddressed,  prepaid  postcard.  If 
neither  of  these  two  mailings  were  successful,  a 
subsequent  series  of  phone  calls  was  placed  to 
the  person's  residence  and/or  place  of  business. 
If  this  third  step  also  failed,  help  from  local  health 


TABLE  1 

RESPONSES  TO  QUESTION  1— “HAVE  YOU  HAD  YOUR  BLOOD  PRESSURE  RECHECKED?”— BY  SEX  AND  BY  RACE 


Responses  By  Sex 

Responses  By  Race 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%)  No.  (%) 

No.  (%) 

Male 

Female 

Total 

Black  White 

Total 

Yes 

86(77)* 

92(95)* 

178(85) 

84*(79)  94*(91 ) 

178(85) 

No 

26(23) 

5(  5) 

31(15) 

22  (21)  9 ( 9) 

31(15) 

259(100) 

259(100) 

*P<.05 

TABLE  2 

RESPONSES  TO  QUESTION  2 BY  RACE/SEX 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

White  Male 

White  Female 

Black  Male 

Black  Female 

Total 

Yes 

50(88) 

44(96) 

*36(65) 

48(94) 

178(85) 

No 

7(12) 

2(  4) 

19(35) 

3(  6) 

31(15) 

259(100) 

*P<.05 

TABLE  3 

RESPONSES  TO  QUESTION  1 BY  AGE 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

<30 

30-49 

50-69 

>70 

Total 

Yes 

16(64) 

54(86) 

82(89) 

26(90) 

178(85) 

No 

9(36) 

9(14) 

10(11) 

3(10) 

31(15) 

259(100) 
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officials  was  sought  to  obtain  personal  contact. 
In  summary,  every  available  means  was  used  to 
reach  and  survey  the  selected  sample  popula- 
tions. 

Results 

Of  the  259  people  in  the  sample  population, 
contact  was  established  with  209  (81%).  From  the 
remaining  population  of  50,  which  constituted 
19%  of  the  sample,  26  (10%)  were  confirmed  as 
having  either  moved  or  died.  Only  24  (9%)  were 
unaccounted  for.  All  of  those  contacted  respond- 
ed either  “yes”  or  “no”  to  Question  1:  “Have 
you  had  your  blood  pressure  rechecked?”  One 
hundred  seventy-eight  (85%)  of  the  209  respond- 
ed “yes,”  while  31  (15%)  responded  “no.”  The 


demographics  of  this  question  are  shown  in  Ta- 
bles 1-3. 

All  of  the  178  people  reporting  a positive  re- 
ferral compliance  were  then  asked  Questions  2 
and  3: 

2.  If  so,  by  whom?  ( ) Doctor 

( ) Health  Department 
( ) Other 

Eighty  percent  of  the  total  solicited  a private 
physician,  9%  used  the  health  department,  and 
11%  obtained  some  other  means  of  health  care. 
Of  the  last,  35%  were  rechecked  by  a relative, 
35%  used  an  automated  blood  pressure  machine 
(the  kind  found  in  many  department  stores),  and 
30%  used  miscellaneous  other  means.  The  statis- 
tical charts  for  the  second  are  provided  by  cate- 
gories of  sex,  race,  and  age  (Tables  4-6). 

3.  Was  a blood  pressure  recheck  the  primary  reason 
for  your  visit? 

( ) Yes  ( ) No 


TABLE  4 


RESPONSES  TO  QUESTION  2— "BY  WHOM  WAS  YOUR  BLOOD  PRESSURE  RECHECKED?”— BY  SEX  AND  BY  RACE 


Responses  By  Sex 

Responses  By  Race 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

Male 

Female 

Total 

Black 

White 

Total 

Private  Physician 

71(82) 

71(77) 

142(80) 

67(80) 

75(80) 

142(80) 

Health  Department 

5(  6) 

11(12) 

16(  9) 

11(13) 

5(  5) 

16(  9) 

Other 

10(12) 

10(11) 

20(11) 

178(100) 

6(  7) 

14(15) 

20(11) 

178(100) 

TABLE  5 

RESPONSES  TO  QUESTION  2 BY  RACE/SEX 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

White  Male 

White  Female 

Black  Male 

Black  Female 

Total 

Private  Physician 

42(84) 

33(75) 

29(81) 

38(79) 

142(80) 

Health  Department 

1(  2) 

4(  9) 

4(11) 

7(15) 

16(  9) 

Other 

7(14) 

7(16) 

3(  8) 

3(  6) 

20(11) 

178(100) 

TABLE  6 

RESPONSES  TO  QUESTION  2 BY  AGE 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

<30 

30-49 

50-69 

>70 

Total 

Private  Physician 

1 1 (69) 

38(69) 

68(83) 

25(96) 

142(80) 

Health  Department 

4(25) 

4(  7) 

8(10) 

0 

16(  9) 

Other 

1(  6) 

12(22) 

6(  7) 

1(  4) 

20(11) 

178(100) 
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A total  of  116  people  (65%)  answered  “yes,” 
while  62  (35%)  answered  “no.”  The  demograph- 
ic breakdown  of  Question  3 is  shown  in  Tables 
7-9. 

Discussion 

The  first  question  asked  of  the  sample  popu- 
lations was  designed  to  measure  referral  compli- 
ance. Overall.  85%  of  the  people  sought  some 
form  of  medical  aid.  Statistics  show  that  women 
reported  a higher  compliance  than  men  (95%  vs. 
77%).  and  the  white  population  reported  a high- 
er compliance  than  black  (91%  vs.  79%).  Both 
of  these  facts  can  be  explained  by  examining  the 
combined  race/sex  stratum,  which  shows  the  re- 
ferral compliance  of  the  black  male  population 
to  be  significantly  lower  (65%)  than  that  of  any 
other  group.  This  suggests  that  the  screening 
project  in  its  present  form  is  less  effective  in  mo- 
tivating the  black  male  population  than  in  moti- 
vating any  other  group.  The  issue  is  important 


because  this  is  the  group  at  greatest  risk  for  hy- 
pertension and  its  complications. 

When  examining  this  problem,  several  studies 
in  the  literature  are  helpful.  The  studies  prove 
the  basic  validity  of  this  type  screening,  but  they 
also  indicate  methods  for  improvement.  Re- 
search done  by  Silverberg1  as  well  as  the  work  of 
Walworth:  shows  that  motivational  techniques 
similar  to  those  used  in  this  screening  was  con- 
ducted in  the  shopping  centers  of  Edmonton, 
Ontario.  Canada  to  establish  a hypertensive  pop- 
ulation. At  the  time  of  the  screening,  the  hyper- 
tensives were  advised  to  have  their  blood  pres- 
sure rechecked.  The  follow-up  contact  of  this 
population  revealed  an  88%  referral  compliance. 
Walworth,  in  a similar  study,  conducted  an  ex- 
tensive screening  of  47  industries  in  nine  rural 
New  Hampshire  areas.  The  hypertensive  popu- 
lation identified  was  advised  to  see  a health  care 
provider  for  a blood  pressure  recheck.  The  sub- 
sequent follow-up  revealed  a 76%  referral  com- 


TABLE  7 

RESPONSES  TO  QUESTION  3— "WAS  A BLOOD  PRESSURE  RECHECK  THE  PRIMARY 
REASON  FOR  YOUR  VISIT?”— BY  SEX  AND  BY  RACE 


Responses  By  Sex 

Responses  By  Race 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

Male 

Female 

Total 

Black 

White 

Total 

Yes 

53(62) 

63(68) 

116(65) 

56(67) 

60(64) 

116(65) 

No 

33(38) 

29(32) 

62(35) 

178(100) 

28(33) 

34(36) 

62(35) 

178(100) 

TABLE  8 

RESPONSES  TO  QUESTION  3 BY  RACE  SEX 

Yes 

No 

No.  (%) 
White  Male 

28(56) 

12(27) 

No.  (%) 
White  Female 

32(73) 

12(27) 

No.  (%)  No.  (%) 

Black  Male  Black  Female 

25(69)  31  (65) 

11(30)  17(35) 

No.  (%) 

Total 

116(65) 

62(35) 

178(100) 

TABLE  9 

RESPONSES  TO  QUESTION  3 BY  AGE 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

No.  (%) 

<30 

30-49 

50-69 

>70 

Total 

Yes 

9(56) 

38(70) 

53(65) 

16(62) 

116(65) 

No 

7(44) 

16(30) 

29(35) 

10(38) 

62(35) 

178(100) 
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pliance. 

Essentially,  the  same  motivational  approach 
was  used  in  all  three  screening  projects  de- 
scribed. The  method  appears  effective  since 
compliance  figures  of  88%,  85%,  and  76%  are 
documented.  Consequently,  this  type  of  program 
may  be  considered  an  effective  and  useful 
screening  approach.  Improvement  in  the  ap- 
proach is  needed  to  change  the  relatively  low  re- 
ferral compliance  (65%)  seen  in  the  black  male 
population  of  the  UTCHS  program.  This  figure 
indicates  the  need  for  a more  efficient  motiva- 
tional strategy  aimed  specifically  at  this  popula- 
tion. Two  applicable  motivational  approaches 
were  reported  in  studies  by  Ser  Vaas3  and  Wil- 
ber.4 In  the  Ser  Vaas  study,  two  types  of  referral, 
“Standard  Referral”  and  “Motivated  Referral,” 
were  compared.  Standard  referral  is  essentially 
the  approach  used  in  each  of  the  previously  men- 
tioned studies,  and  consists  of  advising  the  pa- 
tient at  the  time  of  the  screening  to  seek  help. 
Motivated  referral  employs  an  extensive  battery 
of  educational  materials  to  increase  the  patient's 
knowledge  on  the  effects  of  hypertension.  These 
educational  materials  seem  effective  because  the 
standard  referral  group  reported  a compliance  of 
only  29%,  whereas  the  compliance  of  the  moti- 
vated referral  group  was  much  higher  (79%).  This 
large  difference  in  compliance  suggests  that 
greater  knowledge  of  hypertension  increases  the 
referral  compliance  of  the  screened  population. 

In  the  Wilber  study,  three  types  of  referral 
motivation  were  used:  a series  of  letters  or  phone 
calls,  or  verbal  contact  at  the  time  of  screening. 
The  last  method,  one-time  verbal  advice,  was 
used  in  the  studies  cited  previously  and  resulted 
in  only  a 45%  referral  compliance,  but  when  a 
series  of  phone  calls  was  added,  this  figure  in- 
creased to  51%.  A series  of  letters  gave  an  even 
larger  increase  to  59%.  These  statistics  suggest 
that  additional  letters  and  phone  calls  are  more 
effective  motivational  tools  than  one-time  verbal 
advice  alone.  These  two  studies  indicate  the  need 
for  a follow-up  study  of  the  UTCHS  program  to 
evaluate  the  impact  of  these  motivational  tools 
on  the  black  male  compliance.  The  details  of  this 
study  are  currently  under  consideration. 

The  second  question  provided  data  for  a com- 
parison of  the  different  facets  of  the  rural  health 
care  system.  Statistical  results  on  this  question 
show  that  80%  of  the  sample  population  chose  a 
private  physician  over  both  the  health  depart- 
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ment  (9%)  and  other  facilities  (11%)  such  as 
home  screening  or  automated  blood  pressure 
machines.  These  percentages  illustrate  that  the 
tendency  to  solicit  a private  physician  increased 
steadily  with  age  (P<.05).  Only  69%  of  the  <30 
age  group  chose  a physician  over  other  available 
means  as  compared  to  96%  of  the  >70  age  group. 
Tendencies  for  subjects  choosing  the  health  de- 
partment are  reversed.  Twenty-five  percent  of  the 
<30  age  group  went  to  the  health  department  for 
a recheck  as  compared  to  none  of  the  >70  age 
group. 

The  third  question  was  intended  to  measure 
the  direct  influence  exerted  by  the  screening  pro- 
gram on  the  patient’s  behavior.  Sixty-five  percent 
of  this  group  said  that  a blood  pressure  check-up 
was  the  primary  reason  they  contacted  the  health 
care  system.  This  number  reflects  the  minimum 
effectiveness  of  the  program  because,  even 
though  a blood  pressure  reading  might  not  have 
been  the  primary  reason  for  seeking  health  care, 
it  probably  played  a minor  motivational  role. 
More  than  likely,  the  blood  pressure  check  was 
one  of  several  factors  which  persuaded  the  pa- 
tient to  seek  health  care. 

Conclusion 

This  research  has  shown  that  the  use  of  medi- 
cal students  in  hypertension  screening  is  a valid 
and  useful  method  for  hypertension  detection  and 
control.  The  system  is  open  to  improvement,  es- 
pecially in  the  area  of  motivating  the  black  male 
population  to  seek  health  care  once  hypertension 
has  been  identified.  Improvement  in  this  area 
would  greatly  increase  program  effectiveness  and 
could  have  a positive  effect  on  the  community 
health  care  system.  Data  gathered  in  this  study 
suggest  the  potential  for  this  screening  model 
which,  if  instituted  in  more  medical  schools,  could 
result  in  detection  and  control  of  countless  hy- 
pertensive patients  nationwide.  r W 
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Health  and  Environment  Report 


The  County  Medical  Examiners  and  the 
Tennessee  SIDS  Program 


The  program  within  the  Tennessee  Depart- 
ment of  Health  and  Environment  to  implement 
the  recent  legislation  regarding  Sudden  Infant 
Death  Syndrome  (SIDS)  was  reported  and  de- 
scribed in  the  Journal  in  November,  1983  (/  Tenn 
Med  Assoc  76:728,  1983).  Since  the  county  med- 
ical examiners  and  the  chief  medical  examiner 
play  important  roles  in  the  success  of  this  pro- 
gram, we  asked  Dr.  Jerry  Francisco  to  explain 
the  implementation.  His  report  follows: 

The  death  of  a child,  older  than  a newborn 
but  less  than  one  year  of  age,  who  has  previously 
not  been  seriously  ill  and  whose  thorough  autop- 
sy examination  does  not  reveal  standard  causes 
for  death  is  an  example  of  the  SIDS. 

These  criteria  have  become  acceptable  for  a 
recognized  disease  entity  and  classified  in  the  In- 
ternational Classification  of  Disease.  It  is  the  only 
entity  in  this  classification  system  that  embodies 
an  autopsy  as  mandatory  for  diagnosis  of  the 
syndrome  complex. 

The  Post  Mortem  Examination  Act  of  1961 
created  a system  of  county  medical  examiner  of- 
fices with  an  office  of  chief  medical  examiner 
within  the  Department  of  Public  Health  (now 
Health  and  Environment).  The  chief  medical  ex- 
aminer is  an  educational  officer  for  the  various 
county  medical  examiners  who,  in  turn,  are  re- 
sponsible for  carrying  out  the  mandates  of  the 
state  law  in  their  respective  areas. 

With  the  passage  of  the  SIDS  legislation  of 
1983,  the  logical  system  within  government  to 
implement  this  act  was  the  county  medical  ex- 
aminer group.  Prior  to  this  legislation,  many 
county  medical  examiners  were  concentrating 
their  efforts  on  the  homicides  or  suspected  hom- 
icides. Although  this  is  proper  activity  for  a 
county  medical  examiner,  it  is  not  his  most  sig- 
nificant function  since  he  must  investigate  a wide 
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variety  of  deaths  in  his  community.  In  Tennes- 
see, it  has  represented  between  7.000  and  8.000 
per  year,  of  which  homicide  deaths  constitute  ap- 
proximately 10%.  It  is  projected  that  SIDS  events 
should  constitute  approximately  3%  of  the  total 
investigated  deaths  in  the  state. 

The  procedure  will  vary  slightly  from  county 
to  county.  In  general,  whoever  has  knowledge 
that  a child  has  died  under  the  age  of  three  years, 
as  set  by  the  statute,  must  report  this  death  to 
the  county  medical  examiner  if  there  is  reason  to 
believe  the  death  is  sudden,  suspicious,  by  viol- 
ence or  casualty,  or  unusual.  Once  such  a death 
has  been  reported  it  is  the  responsibility  of  the 
county  medical  examiner  to  conduct  an  investi- 
gation. If  the  medical  examiner  determines  that 
the  death  is  a suspected  SIDS,  he  will  offer  the 
parents  the  opportunity  to  have  an  autopsy  per- 
formed. explaining  the  reasons  and  purpose  and 
emphasizing  that  there  will  be  no  cost  to  the  par- 
ents for  the  postmortem  examination.  If  the  par- 
ents refuse  and  there  is  no  reason  to  suspect  a 
violent  death  (child  abuse)  the  medical  exam- 
iners should  record  the  refusal  on  the  report  form 
and  conclude  the  investigation. 

If,  however,  the  parents  consent,  the  county 
medical  examiner  shall  arrange  for  the  autopsy 
to  be  performed.  Most  pathologists  in  this  state 
have  agreed  to  cooperate  and  perform  these  au- 
topsies. 

Once  the  gross  examination  is  completed,  the 
pathologist  should  notify  the  county  medical  ex- 
aminer regarding  the  result.  If  the  death  appears 
to  be  due  to  SIDS,  the  county  medical  examiner 
should  communicate  this  information  to  the  par- 
ents and  simultaneously  notify  the  county  or  re- 
gional health  department  SIDS  coordinator,  who 
is  now  responsible  for  contacting  and  counseling 
the  parents  during  the  grief  process.  The  SIDS 
coordinator  is  also  responsible  for  collecting  a 
variety  of  information  that  should  be  given  to  the 

(Continued  on  page  91) 
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Geriatric  Medicine 


Approach  to  the  Elderly  Confused  Person 

Part  I — Evaluation  and  Consideration  of  Delirium 

WILLIAM  B.  APPLEGATE,  M.D.  and  DERENE  AKINS,  M.D. 


When  a physician  is  first  confronted  with  an 
elderly  patient  suspected  of  being  confused,  dis- 
oriented, or  forgetful,  several  questions  must  be 
answered.  First,  the  physician  must  decide 
whether  or  not  the  mental  changes  could  be  re- 
lated to  age  alone.  Second,  the  physician  must 
decide  if  the  patient  is  acutely  confused  or  delir- 
ious, since  delirium  has  a higher  probability  of 
having  an  underlying  organic  or  medical  problem 
as  the  cause.  Finally,  the  physician  must  decide 
whether  the  process  is  reversible  or  irreversible, 
and  counsel  the  patient  and  family  accordingly. 

As  humans  age,  we  all  undergo  some  loss  of 
brain  mass  due  to  atrophy,  approximately  10% 
to  20%,  over  a lifetime.  In  addition,  there  is  a 
decline  with  age  in  the  density  of  neurons  in  cer- 
tain areas  of  the  brain  such  as  the  hippocampus, 
which  may  be  responsible  for  recent  memory.1 
Studies  of  changes  in  human  intellectual  function 
with  age  indicate  that  elderly  persons  tend  to  be 
somewhat  slower  and  less  flexible  in  their  thought 
processes,  and  are  more  inclined  to  forget  small 
things  such  as  names,  dates,  etc.  Performance  on 
some  complicated  psychological  tests,  particu- 
larly if  the  test  is  timed,  tends  to  decline  with 
age.  On  the  other  hand,  verbal  abilities,  reading 
comprehension,  and  remote  recall  are  not  affect- 
ed much.  Although  an  older  person  may  become 
somewhat  more  forgetful,  substantial  confusion, 
disorientation,  or  difficulties  with  standard  men- 
tal status  questions  are  not  related  to  the  aging 
process;  these  problems  are  indicative  of  under- 
lying disease.  Physicians  should  be  aware  that 
standard  mental  status  testing  can  misclassify  pa- 
tients in  either  direction;  at  times  there  will  be 
false-positives  and  at  times  false-negatives.2 
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False-positives  on  a mental  status  test  (an  el- 
derly person  is  erroneously  classified  as  delirious 
or  demented)  can  occur  when  the  older  person 
has  problems  with  either  visual  acuity  or,  in  par- 
ticular, hearing.  Older  persons  with  presbyacusis 
and  impacted  ear  wax  may  attempt  to  guess  the 
meaning  of  questions  they  cannot  hear  rather  than 
admitting  to  a hearing  deficit.  False-negatives  (an 
elderly  person  is  erroneously  classified  as  not  de- 
lirious or  demented)  may  occur  if  the  physician 
does  not  perform  a structured  mental  status  ex- 
amination. Persons  who  are  slowly  losing  their 
cognitive  abilities  may  try  to  throw  the  examiner 
off  the  track  by  turning  the  question  around  or 
by  angrily  stating  “How  dare  you  ask  me  such  a 
simple  question!”  The  physician  should  check 
several  aspects  of  cognitive  function,  including 
recent  and  remote  memory,  comprehension,  ab- 
straction, judgment,  and  orientation.  Testing 
constructional  ability  by  asking  the  patient  to 
draw  the  face  of  a clock  is  often  helpful.  As  a 
general  rule,  the  older  person  should  maintain 
these  basic  functions  and  should  miss  no  more 
than  two  out  of  ten  questions  on  a standard  men- 
tal status  questionnaire. 

If  testing  is  abnormal,  the  physician  should 
next  decide  if  the  patient  is  acutely  confused  or 
delirious.  Elderly  persons  may  become  confused 
if  they  develop  a medical  ailment  or  metabolic 
derangement.  At  least  50%  of  elderly  persons 
who  become  acutely  confused  will  return  to  their 
premorbid  mental  status  if  their  underlying  med- 
ical problem  is  detected  and  solved.  One  should 
be  aware,  though,  that  it  may  take  several  days 
to  a few  weeks  in  the  home  environment  before 
baseline  mental  status  is  achieved  again.  Deliri- 
um or  acute  confusion  will  usually  differ  from 
progressive  dementia  in  that  in  the  former  the 
patient  will  have  fluctuating  levels  of  alertness  and 
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may  be  either  somnolent  or  distracted  to  the  point 
that  all  interaction  is  impossible. 

The  list  of  potential  causes  for  acute  delirium 
in  the  elderly  is  extremely  lengthy  and  the  phy- 
sician should  institute  a thorough  evaluation. 
Toxicity  from  common  medications  (sedatives, 
hypnotics,  antihypertensives,  medicine  with  an- 
ticholinergic side  effects,  anticoagulants,  antide- 
pressants, certain  analgesics,  ethanol  misuse  and 
numerous  others)  is  a frequent  offender  and  any 
potential  problem  medication  should  be  stopped. 
Other  common  causes  of  delirium  include  infec- 
tion or  sepsis  (with  or  without  fever),  dehydra- 
tion (may  occur  with  fecal  impaction),  myocar- 
dial infarction  (the  pain  may  be  atypical),  an 
abdominal  catastrophe  (the  local  findings  may  be 
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county  medical  examiner  to  forward  to  the  office 
of  the  chief  medical  examiner. 

The  purpose  of  the  information  transfer  is  to 
provide  a central  repository  for  data  surrounding 
the  SIDS  incident.  It  is  hoped  that  such  infor- 
mation, which  will  be  made  available  to  re- 
searchers, will  provide  clues  that  can  lead  even- 
tually to  prevention  of  these  tragic  events. 


subtle),  and  cerebrovascular  accident.3  It  is  said 
that  acute  delirium  is  to  the  elderly  adult  what 
febrile  seizure  is  to  the  infant.  Evaluation  of  the 
delirious  patient  would  include  a blood  count, 
urea  nitrogen,  blood  sugar,  electrolytes,  liver 
function  tests,  serum  calcium,  thyroid  function 
tests,  erythrocyte  sedimentation  rate,  urinalysis, 
and  chest  x-ray.  Other  tests,  including  a lumbar 
puncture  and  CAT  scan  of  the  brain,  would  de- 
pend on  the  clinical  situation.  r S 
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If  the  program  is  to  be  successful  it  will  re- 
quire full  knowledge  dissemination,  active  coop- 
eration by  a variety  of  persons,  and  thorough  in- 
vestigation of  all  SIDS  events.  The  medical 
profession  has  a major  responsibility  for  this  suc- 
cess by  functioning  as  active  medical  examiners 
and  cooperating  with  the  county  medical  exam- 
iners. r ^ 
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Medical  Grand  Rounds 


Multiple  Sclerosis 

CHARLES  E.  KOSSMANN,  M.D.,  Editor 


TERRI  JERKINS,  M.D. 

(Resident  Physician) 

A 32-year-old  white  woman  complained  of  intermittent 
horizontal  double  vision  for  16  months.  Soon  after  onset,  she 
had  been  diagnosed  by  her  local  doctor  as  having  a left  sixth 
nerve  palsy.  Cranial  computed  tomography,  an  electroen- 
cephalogram, and  an  intravenous  edrophonium  test  for  myas- 
thenia gravis  were  normal  or  negative.  Five  months  later, 
weakness  of  the  right  arm  and  soon  thereafter  weakness  of 
the  right  leg  appeared.  Five  months  later  and  seven  months 
prior  to  admission  she  experienced  episodes  of  urinary  urgen- 
cy and  incontinence.  She  was  admitted  to  the  hospital  for 
further  evaluation  and  diagnostic  tests. 

Previous  medical  history  included  measles,  mumps,  rubel- 
la and  chicken  pox  in  childhood,  and  hepatitis  B at  the  age 
of  10  years.  A hemorrhoidectomy  was  the  only  previous  sur- 
gical procedure.  She  had  smoked  a pack  of  cigarettes  daily 
for  five  years.  Multiple  sclerosis  had  been  diagnosed  in  two 
individuals  related  to  the  patient  by  marriage. 

She  was  afebrile.  The  pulse  rate  was  78  beats  per  minute, 
and  the  blood  pressure  120/84  mm  Hg.  In  general  she  was  a 
euphoric,  well-developed,  well-nourished  white  woman. 
Physical  findings  were  normal  except  for  the  neurological  ex- 
amination. The  optic  discs  and  visual  acuity  were  normal. 
There  was  bilateral  weakness  of  abduction  of  both  eyes,  the 
left  greater  than  the  right,  but  no  nystagmus  was  present. 
There  was  decreased  sensation  to  light  touch  and  pin  prick 
on  the  right  side  of  the  face.  The  remainder  of  the  cranial 
nerve  examination  was  normal.  A mild  right  hemiparesis,  arm 
greater  than  leg,  and  a right  hemisensory  loss  to  pain,  touch 
and  vibration  were  present.  Testing  of  gait  and  cerebellar 
function  revealed  only  the  effect  of  the  right  hemiparesis. 
Deep  tendon  reflexes  were  increased  on  the  right,  and  there 
was  a right  Babinski  sign. 

The  complete  blood  count  and  the  SMA  12  were  normal. 
The  erythrocyte  sedimentation  rate  was  2 mm/hr,  and  the  ser- 
um protein  electrophoresis  was  normal.  FAN  A was  positive 
in  a 1 to  40  titer  with  a speckled  pattern,  but  a test  for  anti- 
DNA  was  negative.  A cranial  computerized  tomographic  scan, 
with  and  without  contrast  enhancement,  were  normal. 

Latency  for  visual  evoked  potentials  (normal  89-119  msec) 
were  109  msec  on  the  right  and  115  msec  on  the  left.  Somato- 
sensory evoked  potentials  following  median  or  peroneal  nerve 
stimulation  were  abnormal,  suggesting  a lesion  between  the 
nuclei  gracilis  and  cuneatus  and  the  thalamus.  A lumbar 
puncture  yielded  cerebrospinal  fluid  containing  two  erythro- 
cytes and  two  leukocytes  per  cubic  millimeter.  The  protein 
content  was  23  mg/dl  of  which  1.7  mg  (7.4%)  was  IgG.  The 
test  for  myelin  basic  protein  immunoreactive  material  was 
negative.  The  clinical  and  laboratory  findings  were  interpret- 
ed as  consistent  with  the  diagnosis  of  multiple  sclerosis. 
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JOHN  N.  WHITAKER.  M.D. 

(Professor  and  Chairman  of  Neurology) 

The  Clinical  Picture 

This  patient  shows  the  characteristic  clinical 
picture  of  multiple  sclerosis1  as  follows:  (1)  The 
onset  is  typically  between  the  ages  of  20  and  40 
years  with  the  peak  at  age  31.  (2)  The  neurologic 
symptoms  and  signs  are  restricted  to  the  central 
nervous  system  (CNS)  and  include,  in  order  of 
onset,  paresis,  sensory  changes,  incoordination, 
and  visual  abnormalities;  the  peripheral  nervous 
system  is  not  involved.  (3)  The  diagnosis  is  a 
clinical  one,  made  on  the  basis  of  multiple  ana- 
tomic sites  affected  at  different  times.  (4)  The 
course  is  one  of  progression,  usually  punctuated 
with  exacerbations  and  remissions.  The  most 
common  clinical  pattern  consists  of  a series  of  re- 
missions and  exacerbations  in  the  first  five  years, 
followed  by  a steadily  progressive  course  there- 
after. The  duration  of  life  is  approximately  75% 
to  85%  of  the  duration  of  normal  age-matched 
controls.  It  may  be  even  longer  now,  with  better 
antibiotic  treatment  of  those  with  respiratory  and 
urinary  tract  infections,  but  the  disability  is  pro- 
gressive, and  after  15  years  of  the  disease  most 
patients  are  disabled  or  have  to  change  their  oc- 
cupation or  lifestyle.  These  numbers  obscure  the 
fact  that  some  patients  with  multiple  sclerosis 
(MS)  do  quite  well  for  long  periods,  and  approx- 
imately 10%  to  15%  of  cases  can  be  described  as 
having  a benign  course. 

Pathology 

The  lesion  in  MS  is  primary  demvelination 
within  the  CNS.2  The  demyelination  is  referred 
to  as  primary  because  the  nerve  fibers  are  rela- 
tively well  preserved,  the  major  target  in  the  dis- 
ease process  being  the  myelin  unit  in  the  CNS, 
which  consists  of  the  myelin  sheath  and  the  oli- 
godendrocyte. The  oligodendrocyte  sends  out  its 
processes  to  supply  the  internodal  myelin,  i.e.. 
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the  myelin  needed  from  one  node  of  Ranvier  to 
the  next.  It  is  a very  active  cell;  in  the  optic  nerve 
it  is  estimated  that  one  oligodendrocyte  provides 
the  myelin  for  40  different  internodes. 

Damage  to  myelin  of  the  CNS  is  evident  his- 
topathologically  on  sections  stained  for  myelin. 
The  sheath  is  randomly  absent  or  reduced  in 
multiple  areas,  but  neurons  and  their  fibers  per- 
sist. In  the  areas  of  myelin  loss,  another  glial  cell, 
the  astrocyte,  proliferates  to  produce  “scar  tis- 
sue” or  sclerosis.  It  is  the  multiplicity  of  these 
lesions  and  their  firm  sclerotic  character  that  gave 
rise  to  the  term  multiple  (also  designated  as  dis- 
seminated in  the  United  Kingdom)  sclerosis. 

The  other  pathologic  component  of  the  dis- 
ease is  inflammation,  found  during  active  phases 
and  manifested  not  only  by  perivascular  mono- 
nuclear cell  infiltration,  typically  around  venules, 
but  also  by  inflammation  in  the  parenchyma  of 
the  brain. 

The  sequence  of  tissue  injury  is  unknown. 
Theories  exist  for  both  a viral  and  autoimmune 
cause,  alone  or  in  combination,  but  neither  pos- 
tulated causative  factor  has  been  proven.  After  a 
bout  of  inflammatory  demyelination  in  man.  in 
contrast  to  what  occurs  in  many  laboratory  ani- 
mals, there  is  only  limited  remyelination.  There 
are  also  cerebral  infiltrates  of  active  immuno- 
competent plasma  cells,  so  that  the  brain,  in  es- 
sence, comes  to  contain  functioning  lymphoid 
tissue. 

Pathologic  Physiology 

The  signs  and  symptoms  that  these  patients 
demonstrate  can  be  explained  as  resulting  from 
loss  of  the  myelinated  fibers.3  In  an  unmyelinat- 
ed nerve  fiber  the  entire  axolemma  must  be  de- 
polarized as  the  current  moves  down  the  axon. 
In  the  myelinated  nerve  fiber  the  high  resistance- 
low  capacitance  myelin  sheath  in  the  internodal 
area  prevents  the  outward  leakage  of  current,  so 
that  the  impulse  may  be  conducted  in  a saltatory 
fashion  from  one  node  of  Ranvier  to  the  next, 
permitting  rapid  conduction.  In  the  area  that  has 
been  demyelinated,  this  insulating  function  is  lost, 
so  that  there  is  outward  leakage  of  current  that 
gives  rise  to  either  conduction  delay  or,  if  severe 
enough,  to  conduction  block. 

Individuals  with  MS  frequently  report  that  they 
are  heat  intolerant.  Their  neurologic  symptoms 
and  deficits  often  become  worse  when  they  are 
febrile,  when  the  ambient  temperature  in  a room 
or  swimming  pool  is  high,  or  when  they  are  ex- 
hausted. In  these  situations  conduction  delays  are 


increased  or  converted  to  conduction  blocks. 

Partially  demyelinated  nerves  are  also  irrita- 
ble, and  can  serve  as  a source  for  ectopic  impulse 
generation,  producing  such  symptoms  as  tonic 
spasms  and  seizures.  It  is  also  possible  for  exci- 
tation of  one  partially  demyelinated  fiber  to  be 
conducted  to  another  partially  demyelinated 
nerve  fiber,  so  called  cross-talk  or  ephatic  con- 
duction, to  generate  symptoms  such  as  unusual 
spontaneous  sensations. 

Diagnosis 

Although  the  diagnosis  of  MS  rests  primarily 
on  its  clinical  features,  there  are  adjunctive  di- 
agnostic tests  that  may  be  utilized.4  These  consist 
of  measurements  of  evoked  potentials,  tests  on 
cerebrospinal  fluid  (CSF),  and  cranial  imaging. 
None  of  these  tests  provides  information  that  is 
unique  to  MS. 

Evoked  Potentials.  Tests  of  evoked  potentials 
consist  of  exposing  the  patient  to  certain  sensory 
stimuli  (visual,  auditory,  or  cutaneous)  and 
measuring,  with  electrodes  over  the  scalp  or 
spine,  the  wave  forms  (evoked  potentials)  devel- 
oped in  response  to  the  stimulation.  The  goal  of 
these  tests  is  to  detect  delayed  or  absent  nerve 
impulse  transmission  that  is  not  evident  on  neu- 
rological examination.  Thus,  abnormalities  on 
evoked  potentials  furnish  information  about  the 
multiplicity  of  lesions,  but  do  not  imply  that  the 
cause  is  MS.  Based  on  which  type  or  combina- 
tion of  evoked  potentials  are  abnormal,  the  site 
of  the  lesion(s)  can  be  predicted. 

Visually  evoked  responses5  can  be  performed 
by  flashing  a bright  light  into  the  patient’s  eyes 
(flash  response)  or  by  showing  the  patient  an  al- 
ternating pattern  of  white  and  black  squares 
(pattern  shift)  on  a television  screen.  The  latency 
between  the  visual  stimulus  and  appearance  of 
the  evoked  potential  over  the  occipital  region  is 
measured.  Conduction  will  be  delayed  and  the 
latency  will  be  increased  when  demyelination  in 
the  optic  nerve  and  visual  pathways  exists.  Ab- 
normalities of  visually  evoked  responses  can  be 
found  in  approximately  40%  of  MS  patients 
whether  or  not  they  have  a positive  history  or 
ophthalmoscopic  findings  of  optic  neuritis.  The 
yield  of  this  test  is  high,  because,  as  found  on 
postmortem  studies  of  patients  dying  with  MS, 
nearly  100%  have  demyelinated  plaques  in  the 
visual  pathways.  A similar  type  of  approach  is 
the  determination  of  conduction  in  the  auditory 
system  (brainstem  auditory  evoked  response)  in 
the  10  msec  after  auditory  clicks. 
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Somatosensory  evoked  potentials  consist  of 
stimulating  the  skin  of  the  arm  or  the  leg  and 
measuring  conduction  along  the  sensory  path- 
ways. The  patient  described  above  had  a latency 
of  the  visual  evoked  response  at  the  upper  limits 
of  normal,  but  the  somatosensory  evoked  poten- 
tials provided  evidence  for  a delay  in  conduction 
in  the  brainstem. 

Cerebrospinal  Fluid  Measurements.  Tests  on 
the  CSF  are  for  a quantitative  increase  of  IgG, 
or  for  a qualitative  abnormality  of  electropho- 
retically  distinct  bands  (oligoclonal  bands)  of  IgG 
or  of  free  immunoglobulin  light  chains.6  The  pa- 
tient today  did  not  have  increased  IgG  and  test- 
ing for  oligoclonal  bands  was  not  performed.  Or- 
dinarily, 90%  or  more  of  the  immunoglobulin  in 
CSF  is  IgG,  and  it  appears  as  a diffuse  band  on 
electrophoresis.  When  oligoclonal  bands  occur 
within  the  immunoglobulin  area,  they  are  dis- 
crete and  multiple.  They  are  found  in  80%  to 
90%  of  persons  with  MS,  even  when  the  level  of 
CSF  IgG  is  normal,  but  they  may  also  be  seen  in 
other  disorders  such  as  neurosyphilis  and  sub- 
acute sclerosing  panencephalitis.  Oligoclonal 
bands  are  more  commonly  found  after  MS  has 
been  clinically  apparent  for  several  years,  and  do 
not  change  with  disease  activity. 

Tests  on  CSF  may  also  be  clinically  useful  for 
determining  activity  of  the  disease  by  measuring 
the  level  of  a released  myelin  component,  myelin 
basic  protein.7  Following  recent  damage  to  mye- 
lin in  the  CNS,  myelin  basic  protein  or  its  pep- 
tides appear  in  CSF  for  seven  to  ten  days.  The 
detection  of  this  protein  or  its  peptides  in  CSF  is 
not  diagnostic  for  MS,  and  patients  whose  dis- 
ease is  inactive  or  insidiously  progressive  are  ex- 
pected to  have  normal  or  negative  levels. 

Cranial  Imaging.  Cranial  computed  tomogra- 
phy without  contrast  enhancement,  even  during 
periods  of  clinical  exacerbations,  furnish  little 
positive  information  for  the  diagnosis  of  MS  but 
may  be  useful  in  excluding  other  possible  causes 
of  the  patient’s  neurological  problem.  These  scans 
may  show  some  ventricular  enlargement  or  cer- 
ebral atrophy  and  sometimes  small  areas  of  ra- 
diolucency  in  the  periventricular  region  or  in  the 
parenchyma.  If  the  patient  is  experiencing  a clin- 
ical exacerbation  it  may  be  possible  to  show  con- 
trast-enhancing lesions,  particularly  when  large 
amounts  of  contrast  material  are  injected.8  In 
some  patients  there  is  evidence  of  enhancement 
when  there  is  no  related  clinical  symptomatolo- 
gy. It  is  this  type  of  finding  as  well  as  the  subclin- 
ical  lesions  detected  on  testing  with  evoked  po- 

94 


tentials  that  indicates  that  subclinical  involvement 
frequently  occurs  in  this  disease.  Cranial  imaging 
by  nuclear  magnetic  resonance  should  afford  a 
better  means  for  determining  the  number  and 
sites  of  lesions  in  MS.  A great  deal  goes  on  in 
the  CNS  of  the  patient  with  MS  that  the  physi- 
cian or  the  patient  are  never  aware  of  clinically, 
and,  if  the  clinical  history  and  findings  are  com- 
pared with  postmortem  changes,9  it  is  evident  that 
many  lesions  never  manifest  themselves  clinically 
or  by  presently  available  laboratory  tests. 

Observations  on  Causes  and  Pathogenesis 

There  is  an  enormous  amount  of  information 
at  hand  on  the  possible  causes  and  pathogenesis 
of  MS,  and  a lot  of  it  is  inconsistent  and  contro- 
versial. Both  environmental  and  host  factors, 
probably  in  combination,  play  a role  in  the  de- 
velopment of  the  disease.10 

Environment.  There  is  a striking  environmen- 
tal component  to  MS,  usually  interpreted  to  re- 
flect an  infectious  agent,  but  other  environmen- 
tal factors,  such  as  exposure  to  a toxin  or  perhaps 
nutritional  deficiency,  haven't  been  eliminated. 
The  distribution  of  the  disease  is  very  uneven, 
with  areas  of  high  prevalence  (30  to  80  cases  per 
100,000)  in  northern  Europe,  in  the  northern 
portion  of  the  United  States,  in  Canada,  and  in 
southern  Australia  and  New  Zealand.  Other 
areas,  particularly  nearer  the  equator,  have  prev- 
alence rates  of  approximately  10  to  30  per  100.000 
or  even  less  than  5 per  100,000.  There  are  cer- 
tain localities  which,  even  though  they  have  the 
same  approximate  latitude  of  a high  prevalence 
area,  have  a low  prevalence  of  MS.  One  such 
area  is  in  Japan,  where  the  incidence  is  about 
5%  of  what  is  expected.  There  are  also  certain 
places  where  the  prevalence  of  MS  is  extremely 
high.  The  Shetland  and  the  Orkney  Islands,  which 
lie  to  the  north  of  Scotland,  have  the  highest 
prevalence  of  MS  (up  to  300  cases  per  100,000) 
in  the  world.  So  far  the  explanation  for  this  high 
prevalence  is  unknown. 

The  uneven  distribution  of  MS  has  permitted 
a number  of  studies  to  be  conducted  on  environ- 
mental influences.  These  studies  have  been  based 
on  population  migrations  such  as  occurred  to  Is- 
rael at  the  time  of  statehood  in  the  late  1940s,  to 
South  Africa,  and  to  movement  of  persons  in  the 
United  States  prior  to  entry  into  military  service. 
These  studies  indicate  that  the  environmental  in- 
fluence occurs  prior  to  the  age  of  15  years.  For 
example,  if  someone  from  the  northern  states  of 
the  United  States  moves  south  before  the  age  of 
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15,  he  has  a decreased  likelihood  of  developing 
MS,  but  if  he  moves  after  age  15,  he  retains  the 
chances  of  acquiring  the  disease  characteristic  of 
the  region  in  which  he  previously  lived. 

In  most  areas  studied,  the  incidence  (number 
of  cases  per  time  period)  of  MS  has  not  changed 
over  decades.  In  the  Faroe  Islands,  however,  lying 
in  the  North  Atlantic  between  Iceland  and  Nor- 
way, there  is  convincing  evidence  of  an  epidemic 
of  MS.  Complete  health  records  have  been  kept 
on  the  Faroe  Islands  since  the  1920s;  there  were 
no  recorded  cases  of  MS  between  1923  and  1943. 
From  1943  to  1960  there  were  24  cases  of  MS. 
British  troops  occupied  the  Faroe  Islands  be- 
tween 1939  and  1945.  Encampment  sites  of  the 
British  soldiers  and  the  homes  of  the  patients  who 
developed  MS  were  very  close.  The  urgent  and 
unanswered  question  is  what  the  native  Faroese 
acquired  from  the  British  troops  stationed  there 
for  military  defense  measures  in  World  War  II. 
A similar  type  of  epidemic,  although  not  quite  as 
well  defined,  occurred  in  Iceland  when  Canadian 
and  British  troops  were  there  during  the  same 
period.  One  possibility  is  that  the  troops  brought 
an  infectious  agent  with  them,  and  considerable 
investigation  of  these  two  “epidemics”  is  in  prog- 
ress. 

It  has  been  postulated  that  dogs  may  have 
provided  a vector  for  an  infectious  agent  for  MS 
in  these  areas  or  elsewhere.  This  speculation  has 
been  debated  heatedly,  and  has  created  much 
concern  among  dog  owners.  There  are  good  rea- 
sons to  keep  dogs  adequately  immunized  against 
canine  distemper,  but  at  the  present  time  there  is 
no  convincing  evidence  to  indicate  that  there  is  a 
causative  relationship  between  dogs  or  common 
canine  viruses  and  MS. 

To  summarize  the  epidemiologic  features  of 
MS,  the  prevalence  in  different  geographic  areas 
varies  from  0 to  over  100  per  100,000  population. 
There  is  a latitudinal  factor,  apparent  foci  of  ep- 
idemics, a racial  factor  (in  the  United  States  the 
disease  is  twice  as  common  in  whites  as  in  blacks), 
and  a gender  factor  (more  common  among  wom- 
en). There  seems  to  be  exposure  to  something 
early  in  life,  prior  to  the  age  of  15  years.  There 
is  no  evidence  of  conjugality  as  a source,  nor  is 
there  any  apparent  increase  among  family  mem- 
bers who  are  not  blood  related. 

The  Host.  There  is  a 12-  to  20-fold  increase  of 
MS  among  primary  relatives  of  individuals  with 
MS.  Studies  of  the  possible  relationship  of  F1LA 
types  and  MS  have  revealed  interesting  results. 
Among  the  class  I genetic  products  of  the  major 


histocompatibility  complex  on  human  chromo- 
some 6,  HLA  A3  and  B7  are  both  increased 
about  twofold  among  patients  with  MS.  For  the 
class  II  products  at  the  D locus,  DR2  is  increased 
about  fourfold.  Since  the  D region  of  the  major 
histocompatibility  complex  of  the  human  appears 
to  be  related  to  control  of  the  immune  response, 
the  HLA  relationship  is  highly  suggestive  of  a 
possible  immunogenetic  factor  in  MS.  There  may 
be  other  as  yet  untested  gene  products  related  to 
the  major  histocompatibility  complex  that  relate 
more  closely  to  MS. 

If  racial  and  ethnic  groups  other  than  Cauca- 
sians are  studied,  there  are  HLA  disturbances 
similar  in  frequency,  but  they  are  not  the  same 
ones.  This  again  suggests  that  there  is  something 
else  involved  besides  the  HLA  types.  The  real 
concern  here  is  that  the  HLA  type  within  a fam- 
ily does  not  determine  the  appearance  of  MS, 
hence  it  cannot  be  used  as  a predicator.  Even  in 
monozygotic  twins  there  is  a discordance  for  the 
disease.  These  findings  indicate  the  existence  of 
other  genetic  influences  or  the  additive  effect  of 
environmental  factors. 

The  relationship  to  the  D locus  makes  it  nec- 
essary to  recall  that  the  D genetic  products  are 
typically  found  on  immunocompetent  cells — 
macrophage,  B cells,  activated  T cells.  Much  at- 
tention has  been  given  to  the  possible  immuno- 
genic basis  of  this  disease.  Lymphocytes  consti- 
tute a very  heterogeneous  population  of  cells.  The 
larger  categories  are  B lymphocytes  (approxi- 
mately 15%  of  peripheral  blood  lymphocytes)  and 
T lymphocytes  (approximately  65%  of  peripheral 
blood  lymphocytes).  B lymphocytes  and  T lym- 
phocytes are  directly  involved  in  humoral  and 
cellular  immunity  respectively.  Subsets  of  T lym- 
phocytes may  also  exert  an  immunoregulatory 
influence  to  help  or  suppress  an  immune  re- 
sponse. The  general  immune  status  and  related 
conventional  laboratory  measurements  of  blood 
in  patients  with  MS  have  revealed  no  abnormal- 
ities. However,  the  T lymphocyte  subsets  with 
immunoregulatory  functions  may  be  affected.11 
During  periods  of  pathologic  activity  of  MS  there 
is  a decrease  in  suppressor  activity  in  the  periph- 
eral blood,  as  compared  to  patients  who  are  clin- 
ically stable  or  to  normal  controls.  Furthermore, 
during  periods  of  recovery  this  suppression  is  ac- 
centuated, so  that  there  appears  to  be  an  oscil- 
lation from  decreased  suppression  to  excessive 
suppression  with  activity  and  quiescence.  When 
the  number  of  subsets  of  lymphocytes  in  periph- 
eral blood  are  quantitated  with  monoclonal  anti- 
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bodies,  there  is  frequently,  but  not  always,  a de- 
cline in  the  number  of  subsets  having  a suppressor 
function  during  periods  of  disease  activity.  It  cur- 
rently is  unknown  how  an  immunoregulatory  ab- 
normality of  defective  suppression  brings  about 
primary  demyelination  in  the  CNS. 

There  is  activity  within  the  CNS  suggestive  of 
a hyperimmune  response  that  might  arise  from 
diminished  suppression.12  As  already  mentioned, 
there  is  frequently  an  elevation  of  CSF  IgG  in 
MS.  Approximately  70%  of  patients  have  an  in- 
creased IgG  and  about  50%  an  increase  in  IgM. 
Much  of  the  increased  level  of  IgG  in  the  CSF 
has  its  origin  from  lymphoid  cells  in  neural  tis- 
sue. Immunofluorescence  of  brain  sections  from 
a patient  with  MS  usually  shows  a huge  number 
of  IgG-bearing  cells.  It  is  estimated  that  there  are 
up  to  108  plasma  cells  deposited  within  the  CNS 
in  MS.  Even  assuming  that  there  is  an  alteration 
in  permeability  of  the  blood-brain  barrier,  some 
patients  are  estimated  to  produce  up  to  100  mg 
of  IgG  per  day  within  their  CNS. 

The  infiltrating  plasma  cells  in  plaques  are  in- 
volved in  the  production  of  the  electrophoreti- 
cally  distinct  oligoclonal  bands.  Although  in  any 
one  patient  the  oligoclonal  band  pattern  of  the 
CSF  changes  little,  this  pattern  of  immunoglob- 
ulin among  the  different  plaques  found  postmor- 
tem in  the  brain  is  different,  suggesting  that  there 
are  different  clones  of  cells  in  individual  plaques 
that  have  been  stimulated  differently.  Most  of  this 
increased  amount  of  IgG  is  of  unknown  specific- 
ity, i.e.,  what  has  stimulated  its  production  or 
against  what  it  is  directed  is  unknown.  It  has  been 
suggested  that  it  represents  a “nonsense  anti- 
body” resulting  from  defective  immunoregula- 
tion  in  the  host.  It  is  also  possible  that  the  anti- 
body is  directed  against  an  infectious  agent  or  a 
brain  antigen  that  has  not  yet  been  tested.  It  is 
pertinent  that  in  subacute  sclerosing  panenceph- 
alitis, neurosyphilis,  and  mumps  meningitis  the 
oligoclonal  bands  contain  antibody  against  the 
causative  infectious  agent.  There  may  yet  be  such 
an  agent  or  antigen  against  which  these  bands  in 
MS  are  directed.  Small  amounts  of  oligoclonal 
bands  can  also  be  found  in  the  serum.  Their 
source  is  unknown,  but  their  existence  raises  the 
question  of  whether  or  not  there  is  an  important 
systemic  immune  response  in  the  patient  with  MS. 

As  far  as  viruses  are  concerned,  there  have 
been  many  types  suggested  as  the  possible  cause 
of  MS.13  At  present  there  is  no  convincing  evi- 
dence of  an  infectious  agent,  particularly  a virus 
or  viral  component,  within  the  brain. 
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The  Tissue  Targets 

Central  nervous  system  myelin  has  an  unusual 
composition  in  that  it  contains  more  lipid  and  less 
protein  than  the  usual  membrane.14  One  of  these 
proteins,  myelin  basic  protein,  has  been  of  inter- 
est to  investigators  because  it  will  induce  in  lab- 
oratory animals  a disease  called  acute  experi- 
mental allergic  encephalomyelitis.  Animals 
displaying  this  reaction  develop  parenchymatous, 
perivascular,  and  meningeal  infiltration  of  mono- 
nuclear cells  with  some  similarity  to  the  histo- 
pathologic alterations  seen  in  a fresh  plaque  of 
MS.  A chronic,  recurrent  experimental  allergic 
encephalomyelitis  can  be  induced  by  selecting  the 
age  and  type  of  animal  and  the  composition  of 
the  innoculum. 

Myelin  basic  protein  has  a molecular  weight  of 
18,500  and  contains  169  amino  acids.  It  compris- 
es 30%  of  the  myelin  protein  in  the  CNS.  At  the 
time  of  an  acute  exacerbation  of  MS,  myelin  bas- 
ic protein  or  a peptide  thereof  appears  in  the 
CSF.7  A summary  of  the  useful  facts  accompa- 
nying the  finding  of  this  material  in  CSF  is  as 
follows:  (1)  It  is  an  index  of  damage  to  myelin  in 
the  CNS  and  the  best  laboratory  test  that  is 
available  for  it.  (2)  The  amount  of  this  material 
is  related  to  the  volume  of  myelin  damage  and 
sampling  of  CSF.  It  is  typically  found  within  the 
first  two  weeks,  mostly  within  the  first  week,  of 
an  exacerbation  of  MS  except  when  there  is  a 
small  but  highly  obvious  clinical  lesion,  e.g.,  one 
causing  an  internuclear  ophthalmoplegia.  (3)  It  is 
not  disease  specific,  and  can  be  found  in  other 
diseases  affecting  the  white  matter  of  the  CNS. 
(4)  Its  presence  or  concentration  is  not  related  to 
the  level  of  CSF  protein  or  IgG.  (5)  Antigenical- 
ly  this  material  seems  to  be  a peptide  from  the 
molecule  of  169  residues,  encompassing  or  over- 
lapping with  part  of  residues  43  through  88.  (6) 
There  may  be  a coexistent  antibody  to  myelin 
basic  protein  in  the  CSF,  probably  in  the  form  of 
immune  complexes,  that  may  influence  the 
measurement  of  myelin  basic  protein.  (7)  Based 
on  animal  work,  it  is  likely  that  this  material  is 
subsequently  cleared  and  degraded  by  the  kidney 
and  released  into  the  urine. 

Management 

Therapy  is  available  for  treating  the  symptoms 
and  complications  of  MS.  The  appropriate  use  of 
antibiotics  has  extended  the  life  expectancy  of 
many  patients  by  controlling  urinary  tract  infec- 
tions. When  urinary  tract  difficulties  occur,  uro- 
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dynamic  testing  followed  by  the  use  of  certain 
drugs  or  intermittent  self-catheterization  may  be 
useful.  Control  of  flexor  spasms  and  muscle  hy- 
pertonicity may  often  be  achieved  with  baclofen 
and  diazepam.  For  paroxysmal  attacks  of  pain, 
seizures  and  toxic  spasms,  anticonvulsants  may 
be  effective.  For  selected  types  of  tremor,  cry- 
othalamotomy,  the  surgical  procedure  popular- 
ized many  years  ago  for  Parkinson’s  disease,  may 
be  indicated.  Physical  therapy  can  be  very  help- 
ful to  the  patient. 

For  restoration  of  function,  three  general  goals 
may  be  considered.  One  is  to  limit  demyelina- 
tion,  the  second  is  to  increase  remyelination,  and 
the  third  is  to  attempt  to  make  demyelinated  fi- 
bers conduct  better.  Most  of  the  information 
available  on  these  aspects  of  therapy  is  on  efforts 
to  limit  demyelination  by  interfering  with  the  im- 
mune system.  ACTH  has  been  reported  to  en- 
hance the  speed  but  not  the  extent  of  recovery 
from  an  exacerbation.15  Further,  the  combination 
of  cyclophosphamide  and  ACTH  has  been  de- 
scribed as  retarding  the  rate  of  rapidly  progres- 
sive cases.16  All  therapeutic  claims  to  alter  the 
natural  history  of  MS  still  await  confirmation.17 
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The  Division  of  Cardiovascular  Disease  provides 
clinical  services  in  all  aspects  of  disease  involving  the 
heart  and  blood  vessels.  Faculty  members  within  the 
division  present  a broad  range  of  special  interests  and 
expertise,  including: 

Cardiac  Arrhythmias  Coronary  Artery 
Valvular  and  Congenital  Thrombolytic  Therapy 
Heart  Disease  Cardiac  Angiography 

Ischemic  Heart  Disease  Coronary  Artery 
Radionuclide  Imaging  Angiography 
of  the  Heart  Hemodynamics 

Electrocardiography  Holter  Monitoring 
Digital  Subraction  Cardiac  NMR 

Cardiac  Angiography  Echocardiography 
Coronary  Angioplasty  Hypertension 

The  division  performs  all  the  traditional  as  well  as  the 
newest  diagnostic  and  therapeutic  procedures. 

Inpatient  services  are  provided  in  fifty  beds  maintained 
in  the  University  of  Alabama  Hospitals,  including  seven 
in  a specifically  maintained  and  equipped  Intensive 
Evaluation  Unit. 

The  division  of  Cardiovascular  Disease  is  one  of  41 
departments  and  divisions  of  the  University  of 
Alabama  Medical  Center  accessible  to  you  through 
this  toll-free  service. 

By  dialing  the  toll-free  MIST  number  you  have  access 
to  faculty  specialists  seven  days  a week,  24  hours  a day. 
Consultation,  referrals,  and  help  with  patient  problems 
or  emergency  situations  are  as  close  as  your  phone.  And 
it's  free. 

IN  TENNESSEE 

1-800-452-9860 


University  of  Alabama  Hospitals,  619  South  19th  Street,  Birmingham,  Alabama  35233 
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editorial/ 


Late-Breaking  Non-News 

It  is  coming  up  Valentine’s  Day  as  you  read 
this,  but  for  me  as  I write,  the  days  of  1983  are 
just  dwindling  down  to  a precious  few — say  four. 
Such  are  the  exigencies  of  editorship,  with  its 
deadlines  and  lead  times. 

It  has  been  interesting,  if  not  always  edifying, 


to  watch  the  weatherman’s  maneuverings  over  the 
past  week  or  so,  as  they  have  frequently  been  an 
exercise  in  futility.  The  severity  of  the  weather, 
of  course,  has  been  extreme  the  country  over — 
and  weird,  too.  The  other  day  it  was  warmer  in 
Anchorage,  Alaska  than  in  Tampa,  Florida. 
While  weather  predictions  have  been  relatively 
accurate  over  the  long  term  for  the  broad  pic- 
ture, the  weatherman  hasn’t  done  so  well  locally. 
Last  night  I struggled  home  over  a sheet  of  ice 
in  a freezing  drizzle,  which  contrary  to  predic- 
tions turned  during  the  night  not  into  snow  but 
into  a warm  (relatively)  rain,  so  that  I came  to 
work  this  morning  on  streets  that  were  wet  but 
washed  clear  of  the  glaze.  Over  Christmas,  with 
temperatures  well  below  zero,  snow  was  in  and 
out  of  the  forecast  so  often  I lost  count.  We  got 
only  a light  dusting,  but  two  inches  are  forecast 
for  tonight.  We’ll  see. 

Meteorology  has  come  a long  way,  what  with 
weather  balloons,  sensitive  instruments,  and  so 
on,  but  it  is  still  at  the  mercy  of  late-breaking  jet 
streams  that  refuse  to  give  up  their  secret,  and 
shifty  ocean  currents,  such  as  El  Nino,  which 
caused  so  much  havoc  last  year;  those  currents 
are  equally  independent,  not  to  say  contrary.  For 
all  his  sophisticated  instrumentation,  then,  the 
weatherman — or  meteorologist,  as  he  has  now 
become  (the  maintenance  man  is  now  the  plant 
engineer,  and  so  on) — has  only  a slight  edge  over 
the  wooly  bears  or  my  grandmother’s  corns. 

Last  night’s  Nashville  Banner,  and  I guess 
newspapers  the  country  over,  contained  a prom- 
inantly  displayed  half-page  spread  by  the  self- 
styled  seer  Jean  Dixon,  detailing  the  fortunes  and/ 
or  misfortunes  of  world  leaders  over  the  coming 
year.  Mrs.  Dixon,  a sharp  student  of  world  af- 
fairs, uses  only  sharp  wits  and  a sharp  pencil,  but 
she  has  the  soul  of  a snake-oil  salesman.  A quick 
perusal  of  her  predictions  would  soon  convince 
any  observer  of  history  that  fulfillment  of  some 
of  her  predictions  is  inevitable,  and  some  are  even 
self-fulfilling,  as  they  are  based  on  such  things, 
for  example,  as  Egypt’s  unstable  military  situa- 
tion, shaky  world  economy,  and  the  activities  of 
world  terrorism.  Mrs.  Dixon  has  collected  quite 
a following  as  prophecies  (which,  incidentally,  are 
never  too  specific)  become,  at  least  in  their  eyes, 
fulfilled.  She  differs  from  the  ordinary  world  ob- 
server only  in  her  effrontery  and  her  captivation 
of  the  media  hucksters. 

It  would  indeed  be  nice  to  be  able  to  predict 
the  weather  accurately.  It  would  be  even  nicer  to 
be  able  to  influence  it.  In  fact,  it  would  be  nice 
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to  be  able  to  predict,  as  Mrs  Dixon  allows  she 
can,  and  influence  a lot  of  things.  What  we  really 
want,  of  course,  is  to  have  it  both  ways — our 
ways.  As  someone,  maybe  Will  Rogers,  ex- 
pressed the  problem,  everybody  talks  about  the 
weather,  but  nobody  ever  does  anything  about  it 
[even  though  we  try]. 

Only  God  knows  the  future,  and  he  ain’t  tel- 
lin’.  Though  Mrs.  Dixon  claims  to  receive  her  in- 
sights through  prayer,  she  needs  to  be  sure  about 
who  it  is  that  is  heeding  her  prayers,  since  there 
are  many  specific  scriptural  injunctions  against 
both  soothsaying  (which  includes  horoscopes), 
and  curiosity  about  the  future.  God’s  view  as  ex- 
pressed in  Holy  Scripture  is  that  the  future  is  His 
business,  that  it  is  under  His  control,  and  that 
those  who  are  His  children  must  not  worry  about 
it.  Those  who  are  not  had  better,  but  anything 
they  find  out  by  prying  will  likely  be  to  their  dis- 
comfiture, and  possibly  their  detriment  as  well, 
since  instead  of  God  revealing  the  future  it  is 
more  than  likely  the  devil  revealing  his  inten- 
tions. 

As  my  mother  used  to  say,  eavesdroppers  nev- 
er hear  anything  good  about  themselves. 

J.B.T. 


Sleeping  Double  in  a Single  Bed 

The  Wall  Street  Journal  carried  an  article  the 
other  day  about  “disinformation”  tactics  being 
used  by  the  Soviet  Union,  originating  with  the 
KGB,  by  which  false  stories  damaging  to  the 
United  States  are  circulated  to  the  foreign  press. 
Some  are  so  clumsily  done  that  they  are  imme- 
diately spotted  as  fraudulent,  but  others  are  so 
carefully  constructed  and  seasoned  with  enough 
truth  that  they  seem  plausible,  and  so  are  often 
picked  up  by  the  foreign  press,  sometimes  lead- 
ing to  violent  anti-U.S.  activity.  According  to  a 
recently  defected  KGB  major  who  is  helping  head 
up  the  anti-disinformation  program  in  Washing- 
ton, the  KGB  has  been  fostering  such  activities 
since  the  early  1920s,  when  many  emigrating  anti- 
Bolshevik  Russians  were  lured  back  to  Russia 
with  tales  of  a spurious  anti-Soviet  organization, 
only  to  be  promptly  shot. 

It  is  obviously  difficult  to  combat  such  tactics. 


Sources  have  to  be  carefully  checked  and  their 
contributions  verified.  This  is  an  expense  in  both 
time  and  money  the  media  are  not  always  willing 
to  bear.  It  is  easier  to  wait  for  the  reaction  and 
allow  the  abused  party  to  refute  the  story,  al- 
though one  such  that  appeared  in  the  Pakistani 
press  resulted  in  riots  and  the  destruction  of  five 
U.S.  installations  when  it  was  reported  that  the 
U.S.  was  involved  in  a plot  to  blow  up  the 
mosque  in  Mecca. 

One  must  wonder  how  many  such  falsehoods 
have  found  their  way  into  our  history  books. 
Certainly  this  idea  did  not  originate  solely  with 
the  Bolshevik  revolution.  It  is  even  fomented  in 
the  best  of  U.S.  journalistic  circles  as  “creative 
journalism.”  This  is  one  of  the  reasons  history  is 
constantly  being  reassessed,  and  sometimes  re- 
written. Rewriting  history  must  therefore  neces- 
sarily be  as  old  as  history  itself,  as  new  evidence 
emerges  to  enlarge  the  retrospective  or  refute 
disinformation.  In  addition,  contemporary  writ- 
ers seldom  grasp  all,  or  sometimes  even  very 
many,  of  the  implications  of  events  in  their  own 
era;  those  must  be  judged  in  light  of  subsequent 
consequences,  particularly  where  there  has  been 
controversy. 

Delving  into  the  past  is  fraught  with  hazard, 
as  the  message  frequently  becomes  garbled  with 
repetition,  and  original  sources  may  be  gone  long 
since.  Even  if  they  are  available  they  may  have 
been  so  subject  to  bias  that  the  episodes  they  re- 
count can  scarcely  be  verified.  One  can  never  be 
certain  whether  he  is  reading  factual  information 
or  misinformation.  Such  are  the  vicissitudes  of 
the  historic  record  for  serious  historians.  What 
the  public  gets,  therefore,  and  what  consequent- 
ly passes  for  history  in  the  public  view,  may  or 
may  not  be. 

Besides  these  accidental  roadblocks,  various 
degrees  of  embroidery  are  being  increasingly 
performed  on  the  record  as  “investigative  report- 
ing” just  to  make  it  read  better,  and  serious  de- 
partures are  often  deliberately  made  by  writers 
of  the  so-called  historical  novel,  which  readers 
often  take  for  history,  sometimes  even  despite 
disclaimers,  just  so  everything  will  come  out  right 
for  the  protagonist.  Since  a brilliant  canvas  is 
more  arresting  than  a pastel  study,  in  such  ac- 
counts sleazy  villains  and  robust  heroes  replace 
us  more  ordinary  mortals,  often  resulting  in  a lu- 
rid burlesque  of  the  unadorned,  and  therefore 
frequently  pedestrian,  factual  record.  That  sticks 
in  the  memory,  the  facts  forgotten.  Cases  in  point: 

Visiting  in  Tahiti  after  World  War  I,  Charles 
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Nordhoff  and  James  Norman  Hall  became  en- 
chanted by  the  story  of  the  mutiny  on  HMS 
Bounty,  a small  British  naval  vessel  sent  to  Tahiti 
a few  years  after  it  was  discovered  by  Capt.  James 
Cook  to  fetch  a load  of  breadfruit  trees  for  trans- 
plantation on  some  of  the  British-owned  tropical 
islands.  Now  the  account  of  a mutiny  makes 
pretty  sordid  reading  unless  you  can  turn  the  case 
of  the  mutineers  into  a cause  celebre.  The  name 
and  character  of  an  able,  conscientious  officer  was 
in  that  instance  unconscionably  besmirched  sim- 
ply to  give  the  mutineers  more  or  less  just  cause 
for  their  criminal  act  of  mutiny  and  the  subse- 
quent casting  adrift  of  the  captain  and  the  non- 
mutinous  members  of  the  ship’s  company  in  an 
open  boat  more  than  a thousand  miles  from  any 
land,  with  only  a compass  and  very  little  food 
and  water. 

The  Bounty’s  captain,  Lt.  William  Bligh,  RN, 
had  first  visited  Tahiti  with  Capt.  James  Cook, 
one  of  the  most  beloved  and  illustrious  officers 
in  British  naval  history.  It  was  because  of  Cook’s 
high  regard  for  him  that  Bligh  was  chosen  to  lead 
this  expedition.  After  his  remarkable,  not  to  say 
unique,  exploit  in  returning  himself  and  all  hands 
to  safety,  Bligh  served  the  British  navy  with  dis- 
tinction, rising  to  flag  rank.  Like  Cook  before 
him,  he  had  risen  above  his  humble  origin,  but 
unlike  Cook  he  is  now  remembered  as  the  epit- 
ome of  naval  villainy  for  no  better  reason  than 
to  make  a good  story,  despite  the  contrary  evi- 
dence given  by  his  loyal  officers  and  seamen.  The 
mutineers,  remembered  as  heroes,  were  weak 
men  who  could  not  withstand  the  rigors  of  the 
long,  arduous  voyage,  and  Fletcher  Christian  was 
their  jealous,  obstreperous  champion. 

Having  read  Nordhoff  and  Hall’s  trilogy  while 
I was  in  high  school  and  having  subsequently  seen 
the  film  based  on  the  books,  I became  interested 
enough  to  pursue  the  matter  in  other  accounts, 
where  I learned  the  facts  of  the  case.  They  are 
presently  preserved  in  a replica  of  the  Bounty  that 
lies  docked  in  St.  Petersburg,  Fla.  Though  the 
novels  were  the  basis  for  the  travesty,  it  was  the 
film  that  did  the  damage.  Mutiny  on  the  Bounty, 
released  in  the  mid-1930s,  was  one  of  the  most 
impressively  arresting  films  of  those  early  days  of 
sound  cinema  (which  was  less  than  ten  years  old 
at  the  time).  The  fine  acting  of  Charles  Laugh- 
ton, who  could  have  made  a villain  of  Santa 
Claus,  painted  a persuasive  picture  of  Bligh  as 
the  brutal  tyrant,  and  no  more  dashing  a Fletch- 
er Christian  could  have  been  found  than  Clark 
Gable.  All  sympathies  were  necessarily  with  the 

no 


mutineers;  history  (and  legality)  be  damned!  That 
film  remains  one  of  the  most  compelling  ever 
made,  beside  which  the  later  version  (in  color) 
pales,  with  the  more  sympathetic  Bligh  of  Trevor 
Howard  and  the  singularly  unappealing  Fletcher 
Christian  of  Marlon  Brando. 

In  1909,  Commander  Robert  E.  Peary,  USN, 
became  the  first  man  ever  to  set  foot  at  the  North 
Pole,  so  the  history  books  tell  us.  That  his 
achievement  was  challenged  is  little  known — or 
was  until  the  other  night,  when  CBS  aired  a fine 
made-for-TV  movie  entitled  Cook  and  Peary:  The 
Race  for  the  Pole,  an  account  of  the  adventures 
of  Frederick  Cook,  M.D.,  who  claimed  to  have 
preceded  Peary  to  the  Pole,  and  to  have  been 
cheated  of  his  rewards,  and  even  destroyed,  by 
Peary  and  his  backers. 

The  writers’  and  filmmakers’  sympathies  were 
clearly  with  Cook,  from  casting  on  down.  Peary 
is  portrayed  as  an  egotistical,  tyrannical,  unfair 
megalomaniac  who  was  more  than  a little  dis- 
honest. The  National  Geographic  Society  en- 
gages in  shameful  duplicity,  and  the  naval  Board 
of  Inquiry  is  bumbling  and  its  activity  a charade. 
I came  away  believing  that  Peary  was  a black- 
guard who  had  robbed  Cook  and  deceived  the 
public  to  gain  his  own  despicable  ends.  That  was 
my  first — and  not,  considering  the  circumstan- 
ces, unnatural — reaction.  It  was  the  reaction  the 
film’s  makers  intended. 

After  feeling  for  some  moments  that  some- 
thing had  to  be  wrong  here,  I suddenly  gained 
some  insight  into  the  feelings  of  the  just  deflow- 
ered lady  on  awakening  with  a hangover  in  a sin- 
gle bed  with  a man  only  dimly  remembered.  That 
a controversy  as  to  the  Pole’s  discoverer  exists  is 
unquestionable,  and  that  it  is  unresolvable  on  a 
factual  basis  must  be  equally  clear.  That  so  much 
duplicity  as  the  film  depicts  could  have  combined 
to  lead  to  the  conclusion  accepted  by  the  Con- 
gress of  the  United  States  in  making  the  awards 
to  Peary  seems  unlikely.  To  suggest  that  they  did 
is  not  necessarily  unreasonable,  as  such  a sugges- 
tion is  not  new.  To  woo  us,  though,  with  the 
hearts  and  flowers  of  an  attractive  physician  and 
his  gorgeous,  long-suffering  wife  being  fleeced  by 
a group  (a  large  group)  of  scheming  bounders  is 
a little  much.  The  film’s  makers  have  seduced  the 
public  as  only  television  (or  the  movies)  can.  It 
is  doubtful  the  public  will  ever  consider  that,  and 
so  the  accomplishments  of  Peary  will  forever- 
more remain  suspect.  Perhaps  they  should,  but 
only  after  a fair  fight.  This  one  was  not. 

Adam  and  Eve  recognized  that  the  Archangel 
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Michael  with  his  drawn  sword  had  put  an  end  to 
their  enjoyment  of  their  peaceful  garden.  They 
did  not  have  the  wit  to  foresee  that  a bite  of  one 
little  apple  would  be  the  cause  of  all  their  grief. 
That  is  the  way  the  media  do  us.  Anyone  can 
recognize  sex  and  violence,  and  no  one  need 
watch  if  it  offends  him.  Anyone  can  decide 
whether  or  not  it  is  good  for  children,  and  in  fact 
the  media  will  often  be  so  good  as  to  tell  you  if 
it  is  not. 

The  danger  from  the  media  is  not  in  sex  and 
violence.  The  danger  is  in  the  blandishments  that 
seduce  the  viewer  to  accept  fiction,  or  more  usu- 
ally half-truth,  as  fact.  Sir  William  Osier  re- 
marked to  an  entering  medical  class  that  half  of 
what  he  would  tell  them  would  subsequently  be 
proved  false.  The  difficulty,  he  said,  was  that  he 
did  not  know  which  half.  It  is  just  so  with  today’s 
news — and  tomorrow’s.  Since  the  media  will  not 
tell  us  what  is  fact  and  what  is  fiction,  we  need 
to  keep  our  wits  about  us.  We  are  at  their  mercy, 
and  we  should  not  count  on  its  tenderness.  Un- 
fortunately, disinformation  is  not  the  exclusive 
property  of  the  KGB. 

J.B.T. 


Baby  Doe 

To  the  Editor: 

I noted  in  your  November  1983  issue  (J  Tenn  Med 
Assoc  76:755),  National  News  from  the  AMA’s  Wash- 
ington office,  dealing  with  comments  received  by  the 
Department  of  Health  and  Human  Services  on  the 
“Baby  Doe”  regulations.  Having  been  one  of  those 
who  wrote  to  the  Department  of  HHS  in  favor  of  the 
Baby  Doe  regulations,  I am  confident  that  most  of  the 
comments  received  by  the  government,  which  are  yet 
being  tallied,  will  favor  those  regulations. 

As  you  should  know,  but  as  is  seldom  reported,  the 
regulations  do  not  require  that  dying  infants  be  kept 
alive  by  heroic  measures.  The  regulations  merely  pro- 
vide that  a handicapped  infant  receive  the  same  stand- 


ard of  care  as  a child  without  that  handicap.  To  help 
protect  handicapped  infants  from  such  discrimination/ 
child  abuse,  a method  of  alerting  protective  agencies 
is  provided  for  in  the  regulations  just  as  many  states 
now  provide  for  alerting  protective  agencies  on  the 
suspicion  of  abuse  of  a non-handicapped  child.  Any 
student  of  recent  medical  ethical  history  must  certainly 
be  aware  that  such  regulations  are  necessary.  One  need 
only  compare  the  papers  of  Duff  and  Campbell  ( N Engl 
J Med  289:890),  Shaw  (N  Engl  J Med  289:885),  and 
Kerenyi  and  Chitkara  (N  Engl  J Med  304:1525)  to  Leo 
Alexander’s  “Medical  Science  Under  Dictatorship”  (A 
Engl  J Med  241:39)  to  find  that  in  our  own  time  Dr. 
Alexander’s  terrible  prophecy  has  been  fulfilled. 

The  American  people,  I am  confident,  do  not  seek 
Lethal  Medicine  from  our  profession.  If  the  AMA, 
ACOG,  and  the  AAP  continue  to  foster  such  lethal 
medicine,  i.e. , the  starvation  to  death  of  handicapped 
children,  I believe  it  is  they  who  will  be  rejected  by 
our  society  rather  than  the  Hippocratic  traditions  upon 
which  medicine  has  flourished  in  Western  civilization. 

Robert  P.  N.  Shearin,  M.D.,  FACS,  FCCP 
6005  Park  Ave.,  Suite  602 
Memphis,  TN  38119 


William  Frederick  Orr,  age  74.  Died  November  28, 
1983.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Maury  County  Medical  Society. 

Louis  Alexander  Killeffer,  age  76.  Died  December  6, 
1983.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Roane-Anderson  County  Med- 
ical Society. 

Lester  Howard  Shields,  age  75.  Died  December  1,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  McMinn  County  Medical  Society. 

Richard  David  Taylor,  age  69.  Died  December  1,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Northwest  Tennessee  Academy  of 
Medicine. 

Robert  Todd  Terry,  age  78.  Died  December  4,  1983. 
Graduate  of  Washington  University  Medical  School, 
St.  Louis.  Member  of  Nashville  Academy  of  Medi- 
cine. 

James  B.  Witherington,  age  68.  Died  November  28, 
1983.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Memphis-Shelby  County  Medi- 
cal Society. 
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neui  member/ 


per/onol  new/ 


The  Joi  rnai  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Donald  Lynn  Hamby,  M.D.,  Cleveland 

GREENE  COUNTY  MEDICAL  SOCIETY 

Henry  L.  DeWitt,  M.D.,  Greeneville 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

John  L.  Chapman,  M.D.,  Kingsport 
David  Roy  Ginn,  M.D.,  Kingsport 
David  P.  Russell,  M.D.,  Bristol 

WASHINGTON-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

George  A.  Youngberg,  M.D.,  Johnson  City 


Benjamin  F.  Byrd,  Jr.,  M.D.,  was  named  president- 
elect of  the  Nashville  Area  Chamber  of  Commerce. 

Morris  Ray,  M.D.,  Memphis,  has  been  chosen  presi- 
dent-elect of  the  medical  staff  of  Baptist  Memorial 
Hospital.  David  Holloway,  M.D.  was  elected  secre- 
tary, and  Lee  W.  Milford,  M.D.,  is  the  president  for 
1984. 

Lenor  de  Sa  Ribeiro,  M.D.,  medical  director  of  Bor- 
deaux Hospital  in  Nashville,  has  been  named  a Fellow 
of  the  American  College  of  Hospital  Administrators. 

James  A.  Romberger,  Jr.,  M.D.,  Harriman,  has  been 
elected  to  Fellowship  in  the  American  Academy  of 
Pediatrics. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-one  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
November  1983. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1 . 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

John  H.  Burkhart,  M.D.,  Knoxville 
Rocco  A.  Calandruccio,  M.D.,  Memphis 
Chester  N.  Caster,  M.D.,  Coalfield 
Fenwick  W.  Chappell,  M.D.,  Memphis 
John  W.  Ellis,  M.D.,  Trenton 
William  E.  Feist,  M.D.,  Chattanooga 
Joanne  V.  Filchock,  M.D.,  Knoxville 
Radwan  F.  Haykal,  M.D.,  Memphis 
James  F.  Hudgens,  Jr.,  M.D.,  Knoxville 
Charles  C.  Hudson,  M.D.,  Columbia 
Vernon  Hutton,  Jr.,  M.D.,  Nashville 
Glenn  E.  Jennings,  M.D.,  Gatlinburg 
Hytham  A.  Kadrie,  M.D.,  Chattanooga 
Cecil  H.  Kimball,  M.D.,  Cleveland 
Joseph  C.  Lougheed,  M.D.,  Memphis 
James  J.  Madden,  Jr.,  M.D.,  Nashville 
Benjamin  A.  Moeller,  Jr.,  M.D.,  Memphis 
P.  E.  Orpet,  Jr.,  M.D.,  Memphis 
John  L.  Sonner,  M.D.,  Sevierville 
Robert  E.  Walter,  M.D.,  Elizabethton 
Herbert  P.  Whittle,  M.D.,  Charleston 


announcement/ 


March  3-7 
March  3-8 
March  4-9 

March  8-11 

March  11-15 
March  12-16 

March  14-16 
March  14-18 

March  15-17 

March  18-22 

March  25-28 

March  25-29 
March  29- 
April  1 

March  30- 
April  4 


CALENDAR  OF  MEETINGS 

NATIONAL 

American  Academy  of  Allergy  and  Immu- 
nology— Palmer  House,  Chicago 
American  Society  of  Clinical  Pathologists — 
Las  Vegas  Hilton 

Mammoth  Mountain  Emergency  Medicine 
Ski  Conference  (sponsored  by  Medical  Con- 
ferences, Inc.) — Mammoth  Lakes,  Calif. 
American  Psychosomatic  Society — Hyatt  on 
Hilton  Head  Island,  Palmetto  Dunes,  S.C. 
Society  of  Toxicology — Atlanta  Hilton 
International  Academy  of  Pathology,  United 
States-Canadian  Division — San  Francisco 
Hilton 

American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Atlanta 
American  Medical  Student  Association — 
Hyatt  Regency,  Crystal  City,  Washington. 
DC. 

Advances  & Improvements  in  Hernia  Sur- 
gery (sponsored  by  South  Miami  Hosp.) — 
Doral  Beach  Hotel,  Miami  Beach 
American  Radium  Society — Hotel  del  Cor- 
onado, San  Diego 

Society  of  Air  Force  Physicians — Antlers 
Hotel,  Colorado  Springs 
American  College  of  Cardiology — Dallas 
National  Symposium  on  Hair  Replacement 
Surgery  (sponsored  by  Amer.  Acad,  of  Fa- 
cial Plastic  and  Reconstructive  Surgery) — 
Palm  Springs,  Calif. 

American  Society  of  Abdominal  Surgery — 
Marriott,  New  Orleans 
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April  1-5 

April  1-6 
April  2-3 

April  2-4 

April  4 

April  6-8 

April  6-8 
April  7-13 

April  8-11 
April  8-14 
April  8-12 
April  9-13 


American  Association  of  Pathologists — 
Radisson  Hotel,  St.  Louis 
American  Physiological  Society — St.  Louis 
Nutrition,  Eating  and  Behavior  Conference 
(sponsored  by  Georgia  State  Univ.) — 
Atlanta 

Genetics  & the  Law  Conference  (sponsored 
by  Amer.  Society  of  Law  and  Medicine) — 
Westin  Hotel,  Boston 

Association  for  the  Care  of  Asthma — Hyatt 
Regency  Embarcadero  Center,  San 
Francisco 

Orthopedic  Symposium  on  the  Cervical  Spine 
(sponsored  by  St.  Luke’s  Episcopal  Hosp. 
and  Baylor  College  of  Med.) — Westin  Gal- 
leria Hotel,  Houston 

Society  of  Pediatric  Radiology — Convention 
Center,  Las  Vegas 

Navy  Occupational  and  Environmental 
Health  Workshop — Pavilion  Tower  Hotel, 
Virginia  Beach,  Va. 

American  College  of  Emergency  Physicians 
Winter  Symposium — Scottsdale,  Ariz. 
American  Academy  of  Neurology — Shera- 
ton Hotel,  Boston 

American  Association  of  Neurological  Sur- 
geons— San  Francisco  Hilton 
American  Roentgen  Ray  Society — Hilton 
Hotel,  Las  Vegas 


April  11-14 
April  11-14 
April  25-28 
April  25-28 
April  26-29 
April  26-29 

April  29-May  4 
April  30-May  4 
April  30-May  5 


American  Burn  Association — San  Francisco 
Hyatt 

Association  for  Surgical  Education — Hilton 
Head  Inn,  S.C. 

American  College  Health  Association — 
Hyatt  Regency  Peachtree  Center,  Atlanta 
Virginia  Society  of  Ophthalmology  Annual 
Meeting — Williamsburg,  Va. 

American  College  of  Physicians — Atlanta 
Hilton 

Virginia  Society  of  Otolaryngology — Head 
and  Neck  Surgery  Annual  Meeting — Wil- 
liamsburg (Va.)  Conference  Center 
American  Occupational  Medical  Associa- 
tion— Biltmore  Hotel,  Los  Angeles 
Society  for  Pediatric  Research — Hilton  Ho- 
tel, San  Francisco 

Ambulatory  Pediatric  Association — Hilton 
Hotel,  San  Francisco 


STATE 

April  1-4  Southeastern  Surgical  Congress — Opryland 

Hotel,  Nashville 

April  11-14  Tennessee  Medical  Association  149th  An- 
nual Meeting — Hyatt  Regency  Hotel,  Knox- 
ville 


What  makes  these  small  towns  big  in  medicine? 
Baptist  Memorial  Health  Care  System  is  there. 


The  ideal  combination. 

A fine  first-class 
medical  practice  with 
state-of-the-art  tech- 
nology and  a lifestyle 
with  down-home 
country  flavor 
It  used  to  be  near 
impossible. Now  it  isn  t 

A unique 
opportunity 
for  you. 

Now  the  world  s largest  pri- 
vate hospital  brings  metropolitan  advantages  to 
Mid-South  communities  with  all  the  strength  that 
a top  multi-hospital  system  can  give  you. 

We  provide  the  full  spectrum  of  advanced  and 
sophisticated  equipment  available  but  without 
big-city  complications.  A special  combination 
that  s more  than  a promise. 

With  continuing  education. 

To  provide  the  best  possible  patient  care  in  future  years,  you  ve 
got  to  stay  abreast  with  new  advancements. 

You  want  it. 

We  provide  it. 


The  Baptist 
Health  Care 
System  makes 
sure  you  have 
access  to  excellent  con- 
tinuous medical  education 
programs,  free  of  charge. 

We  re  pioneering  the  new  age 
of  medicine  and  we  re  inviting  you  to  join  us. 

And  solid  back-up. 

You  re  not  alone.  As  a physician  in  our  system  you  re  able  to 
draw  upon  the  resources  of  a leader  in  world  medicine  Both 
for  expert  advice  and  the  tertiary  care  hospital  when  needed. 

Now,  contact  us. 

We  re  ready  to  help  you  get  started  or  give  you  more  infor- 
mation to  help  you  decide 
The  next  step  is  yours. 

And  it  can  be  the  most  rewarding  step  of  your  life. 

Call  Tommy  Hatcher 
collect  at  (901)  522-5295 
Or  write  him  in  care  of 
Baptist  Memorial 
Health  Care  System.  Inc 
Corporate  Services 
899  Madison  Ave 
Memphis.  TN  38146 


Baptist  Memorial 
Health  Care 
> — rJ  System.  Inc. 

A Leader  in  World  Medicine 
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Physician- Reporters 


. . .to  the  American 
Medical  Association’s 
fourth 

Health  Reporting/ 
Radio-TV  Conference 

in  Washington,  D.C. 
May  3-6,  1984 


Improve  your  broadcast  skills. . . meet  peers  in  the  media  field  . . .examine  the 
challenges  of  medical  reporting ...  or  learn  the*  basics  ol  broadcast  it  you’re  not 
yet  on  the  air.  It’s  all  here  and  more. 

Category  1 CME  Credit 


Courses  include:  1 1 "Polishing  Your  Act",  an  intensive  interview  course  featuring 

video  playback  critiques 

I I Studio  workshops  in  which  you  act  as  talent,  carnet  aman,  producer 

I I Supervised  editing  sessions  in  which  you  are  the  editor 

1 1 Script  writing,  a practical  workshop  expanded  I mm  last  year 
□ Radio  and  television  production 

I ] Make-up  and  wardrobe  sessions 

I I Personal  critiques  of  your  video  or  audio  tapes  conducted  by 
conference  faculty 

for  more  information  call  collect  (3  1 2)  615-112  1 


PROGRAM  SCHEDULE: 

Thursday,  May  3 

Welcome  Reception  6pm-7:30pm 

Friday  & Saturday,  May  I & 5 
Workshops  and  lunch  7am-6pm 

Sunday,  May  6 

Workshops  and  lunch  7am-2pni 


F.njoy  the  elegant,  new  facilities  .it  the  Marriott  Crystal 
Gateway  1 lotel  providing  easy  access  to  downtown  Wash- 
ington and  many  fine  shops  and  restaurants  on  site. 

Register  early.  C Hass  si/e  is  limited  and  enrollment  will  be  on 
a first  come,  first  served  basis  as  we  receive  your  registra- 
tion forms.  Registration  deadline  is  April  2. 


American  Medical  Association 

HEALTH  REPORTING/RADIO-TV  CONFERENCE 

Registration:  $275  AMA  members,  $375  non-members,  $75  students/residents 
Fee  includes  reception,  meals,  workshops  and  materials. 

Kudosed  please  find  my  check  for  $ payable  to  the 

American  Medical  Association,  535  N.  Dearborn,  Chicago,  11.60610 
I will will  not  attend  the  reception  on  May  3,  1984 


Name  (print) 
Address 


City 


Phone # L 


State 


/ip 


) 


Are  you  currently  on  radio? 

1 1 so.  for  how  long? mos 

Station  call  letters/city 


TV? 


yrs 


Please  make  hotel  reservations  for  me  at  the 
Marriott  Crystal  Gateway  Hotel 

Single  room  $70/night 

Double  room  $85/night 


Arrival  date 


Departure  date 


(check-in  time:  3pm) 


(check-out  time:  1 pm) 


Reservations  requested  alter  April  2,  1984  are 
subject  to  availability.  Rooms  ma\  be  available 
after  this  date  but  not  neeessarih  at  the  same 
rate. 
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Nuclear  Magnetic  Resonance 
Relaxation  Rates  of  Serum  From 

Lung  Cancer  Patients: 

Work  in  Progress 

ROBERT  G.  STEWART,  M.D.;  VAL  M.  RUNGE,  M.D.;  DEAN  E.  BRENNER,  M.D.; 

WILLIAM  S.  WITT,  M.D.;  C.  LEON  PARTAIN,  M.D.,  Ph.D.; 
and  A.  EVERETTE  JAMES,  JR.,  Sc.M.,  J.D.,  M.D. 


Introduction 

Nuclear  Magnetic  Resonance  (NMR)  spectros- 
copy has  been  used  extensively  by  physicists  and 
chemists  for  some  25  years  to  study  nuclear  inter- 
actions and  molecular  bonding.  NMR  is  based 
upon  excitation  of  paramagnetic  nuclei  by  pulsed 
radiofrequency  fields,  with  the  resultant  signal 
dependent  on  the  magnetic  properties  of  the  par- 
ticular nuclear  concentrations.1  In  the  past  dec- 
ade, NMR  has  become  an  important  new  method 
in  biomedical  research. 

In  1971,  while  using  proton  NMR  in  in-vitro 
studies  of  animal  tissues,  Damadian  found  the 
spin-lattice  or  longitudinal  relaxation  time  (T,)  to 
be  longer  in  cancerous  tissues  than  corresponding 
normal  tissues.2  This  observation  has  also  been 
verified  for  human  tissues  by  numerous  investi- 
gators.36 Frey  et  al7  demonstrated  an  increase  in 
the  T]  of  non-tumor  bearing  tissues  in  animals 
with  malignant  neoplasms.  Further  work  by  Floyd 
et  al8  showed  that  this  “systemic  effect”  was 
present  in  serum  as  well. 


From  the  Nuclear  Medicine  Division,  Vanderbilt  University  Med- 
ical Center,  Nashville. 

Reprint  requests  to  Nuclear  Medicine  Division,  Vanderbilt  Uni- 
versity Medical  Center  North,  Nashville,  TN  37232  (Dr.  Partain). 


NMR  studies  of  human  serum  have  been  prone 
to  several  problems.  Both  Ekstrand  et  al9  and 
McLachlan10  could  not  find  a statistically  signifi- 
cant difference  between  serum  from  cancer  pa- 
tients and  controls.  Unfortunately,  both  studies 
had  small,  heterogenous  patient  populations,  and 
they  did  not  employ  a clinically  relevant  control 
population.  The  possible  effect  of  prior  chemo- 
therapy on  T,  determinations  was  also  not  con- 
sidered. Beall  et  al11  have  recently  reported  an 
elevation  of  the  spin-lattice  relaxation  time  in 
women  with  breast  tumors,  and  a decrease  in  the 
T,  in  women  with  breast  cancers  in  remission  af- 
ter treatment. 

Our  study  was  designed  to  measure  the  T,  val- 
ue of  serum  in  hospitalized  male  patients  with  bi- 
opsy proven  lung  neoplasms  and  to  compare  the 
result  with  a similar  group  of  men,  hospitalized 
for  nonneoplastic  conditions.  The  effect  of  medi- 
cal treatment  upon  serum  T,  and  the  use  of  fro- 
zen specimens  was  also  studied. 

Materials  and  Methods 

All  patients  in  this  investigation  were  men 
hospitalized  with  the  clinical  diagnosis  of  untreat- 
ed primary  lung  carcinoma,  or  men  receiving 
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therapy  (either  chemotherapy  or  radiation)  for  a 
previously  diagnosed  lung  cancer.  The  presence 
of  neoplastic  disease  was  confirmed  by  patho- 
logic study  of  tissue  specimens.  Controls  were  ob- 
tained from  a hospitalized  male  population  with 
such  underlying  diseases  as  tuberculosis,  pancrea- 
titis, and  acute  myocardial  infarction. 

Ten  milliliters  of  blood  were  obtained  from 
each  patient  and  placed  in  a plain  evacuated  glass 
container.  Within  two  hours  of  venapuncture,  the 
containers  were  centrifuged  for  15  minutes,  and 
the  samples  then  placed  at  room  temperature  into 
a JEOL  FX-90Q  NMR  spectrometer  operating  at 
90  MHz.  The  null  method  was  used  to  determine 
the  Tj  value.12  Previous  studies  have  confirmed 
the  accuracy  of  Tl  measurements  obtained  with 
the  null  method  (compared  to  a semilogarithmic 
curve  fit)  under  the  given  experimental  condi- 
tions.13 The  effect  of  freezing  was  studied  by 
comparing  the  spin-lattice  relaxation  time  T,  of  a 
particular  sample  immediately  after  centrifuga- 
tion and  then  after  thawing  following  storage  at 
-70°  C for  several  weeks. 

Results 

The  spin-lattice  relaxation  time  for  the  control 
group  was  2.0  sec  (±0.2  sec,  N=12),  while  the 
relaxation  time  for  all  cancer  patients  was  2.1  sec 
(±0.2  sec,  N = 15)  (Fig.  1).  Although  there  is  a 
trend  toward  higher  relaxation  times  in  cancer 
patients,  the  difference  was  not  significant 
(P>.05).  Subdividing  the  cancer  patients  into 
treated  versus  nontreated  groups  revealed  a Tj 
for  nontreated  patients  of  2.1  sec  (±0.1  sec, 
N = 8),  versus  a Tj  for  treated  patients  of  2.0  sec 
(±0.2  sec,  N = 7).  Again,  there  appeared  to  be  a 
trend  toward  longer  relaxation  times  in  the  non- 
treated patients,  but  again  the  difference  was  not 
statistically  significant  (P>.05)  (Fig.  2). 

No  significant  difference  was  found  between 
frozen  and  unfrozen  sera.  The  Tj  value  for  both 
frozen  and  unfrozen  sera  was  2.1  sec  (±0.2  sec, 
N = 8). 

Discussion 

This  study  was  performed  in  an  attempt  to  de- 
termine the  feasibility  of  using  NMR  spin-lattice 
relaxation  rates  (specifically  T^  as  a screening  test 
for  lung  neoplasms.  Several  investigators  had 
previously  studied  the  “systemic  effect”  in  ser- 
um, but  found  no  significant  differences  between 
control  groups  and  cancer  patients.911 


Figure  1.  Comparison  of  serum  T,  values  between  hospitalized  pa- 
tients (without  neoplastic  disease)  and  patients  with  lung  carcinoma. 


AND/OR 

CHEMOTHERAPY 

Figure  2.  Comparison  of  serum  T,  values  between  patients  receiving 
radiation  and/or  chemotherapy  and  untreated  patients  (both  popula- 
tions with  primary  lung  carcinoma). 


Studying  only  patients  with  a primary  lung  car- 
cinoma and  utilizing  a control  population  of  hos- 
pitalized patients  without  neoplastic  disease,  no 
significant  difference  in  the  Tx  of  serum  was 
found.  In  a larger  clinical  series,  there  might  be 
some  benefit  in  subdividing  the  patient  popula- 
tion with  respect  to  histological  classification  of 
neoplastic  tissue. 

Several  authors  have  shown  that  the  spin-lat- 
tice relaxation  time  (T^  in  animal  serum  varies 
with  the  extent  of  disease.8’ 14  15  NMR  measure- 
ments may  prove  to  be  of  benefit  in  individual 
cases  as  a simple  clinical  test  for  the  assessment 
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of  response  to  therapy.  A trend  toward  decreas- 
ing Tj  values  was  noted  in  the  patient  group  re- 
ceiving chemotherapy  or  radiation.  However, 
there  was  no  statistical  difference  between  this 
population  and  the  patient  population  prior  to 
treatment.  Larger  clinical  series  with  investiga- 
tion of  patients  prior  to  and  following  treatment 
are  needed  to  assess  the  value  of  serum  NMR  for 
evaluating  the  response  of  neoplastic  disease  to 
therapy. 

Storage  of  sera  at  — 70°C  for  several  weeks 
had  no  significant  effect  upon  Tx  in  this  limited 
clinical  series.  The  use  of  this  result  may  greatly 
simplify  processing  of  serum  in  future  clinical  se- 
ries. 

Conclusions 

In  this  limited  clinical  series,  serum  Tj  studies 
did  not  distinguish  patients  with  lung  carcinoma 
from  a control  hospital  population  of  patients 
without  neoplastic  disease.  However,  in-vitro 
NMR  study  of  serum  may  prove  to  be  an  effec- 
tive screening  procedure  in  other  neoplastic  con- 
ditions. r ^ 
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High  Blood  Pressure  in  Black 
Populations — Current  Perspectives  of 

Incidence , Prevalence  and 

Risk  Factors 


Introduction 

High  blood  pressure  (hypertension)  is  a major 
contributor  to  stroke  and  heart  disease  in  the 
black  community.  The  effort  here  is  to  examine 
the  disease  as  it  occurs  within  the  black  commu- 
nity emphasizing  pertinent  intraracial  differ- 
ences. 

Data  from  the  National  Health  and  Nutrition 
Examination  Survey  (1971-72)  and  several  other 
studies  since  this  survey  has  shown  an  increased 
prevalence  of  hypertension  among  samples  of  the 
black  population.13  The  following  is  accepted 
common  knowledge: 

• The  black  community  has  a proportion- 
ately larger  share  of  the  burden  of  high  blood 
pressure  than  its  white  counterpart.45 

• The  burden  of  the  disease  translates  into 
increased  mortality  and  morbidity  from  a higher 
incidence  of  stroke  in  the  black  population  (Ta- 
ble l6'8). 

• The  major  vascular  complications  of  high 
blood  pressure  in  blacks  is  cerebrovascular  acci- 
dent rather  than  myocardial  infarction.911 

• Blacks  have  higher  blood  pressures  at  an 
earlier  age  than  whites  in  the  United  States,  the 
greatest  difference  appearing  between  14  and  24 
years.12 

• When  compared  to  other  diseases,  high 
blood  pressure  is  a major  cause  of  death  in  the 
black  community  of  the  United  States.1314 

In  populations,  blood  pressure  distribution  is 
continuously  unimodal  with  the  shape  and  skew- 
ing of  the  distribution  dependent  on  the  mean 
level  of  blood  pressure  in  a particular  popula- 
tion. If  the  mean  value  is  low  the  distribution  is 
very  symmetrical  around  the  mean;  a more 
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asymmetric  distribution  is  obtained  from  higher 
mean  values.  Epidemiologic  findings  have  been 
based  on  arbitrary  standards  and  definitions,  as 
there  is  no  evidence  for  a threshold  value  or  a 
specific  point  pressure  that  distinguishes  hyper- 
tensive from  normotensive  individuals.  Several 
arbitrary  standards  were  obtained  from  morbidi- 
ty and  mortality  data  correlated  with  blood  pres- 
sure measurements.  The  cutoff  blood  pressure 
values  used  were  the  point  values  from  which 
mortality  rates  began  to  increase  with  increasing 
blood  pressure.  Such  correlations  in  the  black 
population  do  not  result  in  the  same  standard  as 
in  other  populations.  Data  from  studies  in  Ja- 
maican communities  involving  a 13-year  follow- 
up of  1,065  black  West  Indians  showed  no  cor- 
relation between  blood  pressure  and  total  mor- 
tality until  blood  pressures  exceeding  180/110  mm 
Hg  were  reached15  (Table  2).  The  use  of  the 
World  Health  Organization  criteria  of  160/95  mm 
Hg  as  a cutoff  value  for  hypertension  will  over- 
estimate the  individual  risk  when  applied  to  this 
Jamaican  population. 

It  remains  necessary  however  to  categorize  the 
black  subject  as  hypertensive  for  management 
purposes,  so  that  some  kind  of  arbitrary  standard 
will  continue  to  be  used,  even  though  the  cutoff 
point  may  not  necessarily  be  the  same  for  all 
populations. 

Since  the  causes  and  effects  of  high  blood 
pressure  may  be  different  among  the  various 
groups  of  the  black  population,  our  effort  is  to 
examine  these  differences,  focusing  on  the  inci- 
dence, prevalence,  and  risk  factors  of  the  dis- 
ease. 

Incidence 

Information  on  the  incidence  of  hypertension 
in  the  black  population  is  scarce  when  compared 
to  many  studies  that  have  provided  a large  body 
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TABLE  1 

INCIDENCE  AND  MORTALITY  RATES  FROM  CEREBROVASCULAR  DISEASES* 


Race 


Source 

Rate  Type 

Sex 

Black 

White 

45-54 

55-64 

65-74 

75-84 

45-54 

55-64 

65-74 

75-84 

Missouri  study6 

Incidence  Rate/1 ,000 

Men 

10.3 

7.5 

27.7 

30.5 

0.3 

3.9 

7.4 

23.5 

Women 

7.5 

19.4 

14.6 

0 

2.6 

4.6 

22.5 

Chicago  study7 

Incidence  Rate/1 ,000 

Men 

27.3 

16.7 

Women 

31.3 

28.3 

National  Center 

Mortality  Rate/1 00,000 

Men 

89.4 

223.9 

515.8 

24.7 

80.3 

290.8 

for  Health 

Women 

71.4 

167.3 

423.9 

21.7 

58.2 

201.6 

Statistics8 


'Abstracts  from  several  studies  and  national  health  statistics. 


of  prevalence  data.  The  problem  appears  to  be 
one  of  high  blood  pressure  detection  and  record- 
ing of  information  on  persons  in  which  the  dis- 
ease is  present.  Hypertensive  subjects  are  usually 
otherwise  healthy  and  in  many  cases  they  are 
young  adults  who  rarely  seek  periodic  medical 
examinations.  Therefore  traditional  methods  of 
obtaining  the  numbers  of  new  cases  in  vast  pop- 
ulations cannot  be  used. 

Incidence  studies  designed  to  study  hyperten- 
sion in  selected  populations  also  present  difficul- 
ties in  follow-up  over  a creditable  period  of  time. 
The  few  incidence  studies  available  illustrate  this 
problem.1618  Other  studies  have  examined  popu- 
lations in  which  states  of  ill  health,  such  as  obes- 
ity and  diabetes,  are  present  in  addition  to  hyper- 
tension. Although  these  other  diseases  decrease 
attrition  in  such  follow-up  studies,  the  data  ob- 
tained remain  less  applicable  to  an  essentially 
healthy  population. 


Table  3 summarizes  hypertension  incidence  in- 
formation from  four  studies  conducted  on  various 
black  population  subgroups,  which  show  the  in- 
cidence of  hypertension  varying  from  5.5  to  77.7 
per  1,000  population.  These  studies  confirm  our 
current  lack  of  consistent  definition  in  determin- 
ing the  incidence  of  hypertension.  Each  of  the 
studies  used  different  criteria  on  such  critical  fac- 
tors as  baseline  normotensive  blood  pressure,  fol- 
low-up hypertensive  cutoff  blood  pressure  level, 
and  age  groups  of  the  population  studied.  Only 
one  of  the  studies  included  the  age  group  below 
30  years,  even  though  many  authors  are  report- 
ing that  hypertension  is  becoming  more  and  more 
prevalent  in  the  below  30  years  age  group1622 
(Table  3). 

Findings  in  the  four  studies  in  Table  3 are  very 
similar  to  the  pattern  that  has  emerged  from  the 
prevalence  data  of  several  surveys:  that  the  inci- 
dence of  hypertension  increases  with  age  up  to 


TABLE  2 

MORTALITY  BY  AGE  AND  SEX  OF  BLACK  WEST  INDIANS  ACCORDING  TO  FOUR  BLOOD  PRESSURE  CATEGORIES 


Low  (135/80)*  Moderate  (135-159/80-94)  High  (160-179/95-109)  Severe  (179/109) 


Age  (yrs) 

Person- 

years 

Deaths 

Mortality 
(per  1,000) 

Person- 

years 

Deaths 

Mortality 
(per  1,000) 

Person- 

years 

Deaths 

Mortality 
(per  1 ,000) 

Person- 

years 

Deaths 

Mortality 
(per  1 ,000) 

Men 

45-49 

494 

3 

6 

317 

2 

6 

105 

1 

10 

40 

1 

25 

50-54 

415 

3 

7 

406 

2 

5 

165 

2 

12 

65 

2 

21 

55-59 

393 

13 

33 

452 

7 

15 

167 

1 

6 

91 

4 

44 

60-64 

355 

7 

20 

346 

5 

14 

212 

9 

42 

109 

6 

55 

65-69 

233 

8 

34 

215 

8 

37 

124 

8 

65 

102 

11 

108 

Women 

45-49 

360 

1 

3 

467 

2 

4 

169 

1 

6 

59 

2 

34 

50-54 

282 

2 

7 

481 

5 

10 

264 

1 

4 

114 

3 

26 

55-59 

226 

1 

4 

460 

0 

— 

268 

5 

19 

171 

4 

23 

60-64 

198 

3 

15 

367 

9 

25 

287 

5 

17 

275 

10 

36 

65-69 

120 

1 

8 

214 

5 

23 

190 

4 

21 

204 

8 

39 

'Systolic  and  diastolic  blood  pressure  in  mm  Hg.  If  systolic  and  diastolic  pressures  fell  in  different  categories,  the  higher  was  used. 
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age  60,  after  which  there  is  a plateau  for  women 
and  a decline  for  men.  Because  of  differing  stand- 
ards in  the  incidence  data  available,  it  is  difficult 
to  compare  incidence  rates  in  black  population 
subgroups.  Data  about  trends  in  these  rates  will 
not  be  available  for  some  time,  but  such  infor- 
mation is  much  needed  in  order  to  have  a full 
understanding  of  the  disease  and  to  develop  an 
epidemiologic  description  of  it.  The  lack  of  inci- 
dence data  in  the  younger  age  groups  seriously 
handicaps  efforts  for  determining  etiology  and  in- 
cubation periods  of  hypertension. 

Prevalence 

Because  of  the  lack  of  incidence  information, 
by  far  the  largest  proportion  of  epidemiologic  in- 
vestigation and  statistical  analysis  in  the  study  of 
hypertension  has  been  on  prevalence  informa- 
tion. The  prevalence  of  hypertension  in  the  black 
community  varies  from  one  population  to  the 
other.  Several  study  results  have  shown  a heavy 
burden  of  the  disease  in  many  socioculturally 
varied  black  populations18  23'25  while  the  disease  is 
either  nonexistent  or  is  of  a milder  nature  in  oth- 
ers.26'28 

In  black  communities  in  the  United  States  the 
prevalence  of  hypertension  ranges  from  227  to  435 


per  1,000  for  the  age  group  15  years  and  over 
(Table  4 5 29-33).  The  lack  of  an  acceptable  univer- 
sal standard  imposes  considerable  variation  on 
prevalence  rates  and  limits  efforts  to  compare 
rates  among  studies  (Table  4).  The  differences 
possible  from  using  different  standards  are  clearly 
illustrated  by  a study  done  with  rural  Zulus,29  in 
which  rates  varied  between  3 and  153  per  1,000, 
depending  on  which  level  of  diastolic  blood  pres- 
sure values  was  used  as  the  standard  (Table  5). 

In  spite  of  the  problems  of  definition  and 
standards,  study  data  in  Table  4 show  the  very 
high  prevalence  of  high  blood  pressure  in  several 
black  populations.  Although  some  of  these  stud- 
ies were  done  several  years  ago  in  the  United 
States,  recent  prevalence  data  show  a similar  pic- 
ture. For  example,  a Newark  study  conclusively 
showed  that  among  24-  to  44-year-old  blacks  hy- 
pertension (DBP  95  mm  Hg)  prevalence  is  only 
a little  less  than  200  per  1,000  and  in  the  45  years 
or  older  age  group  the  rate  is  over  330  per  1,000. 34 
In  other  black  subpopulations  rates  have  been  in- 
creasing. Recent  studies  conducted  with  urban 
Zulu31  show  a higher  prevalence  of  hypertension 
than  when  these  same  populations  were  surveyed 
in  1975. 25 

In  all  of  the  populations  discussed  so  far  the 
prevalence  of  hypertension  has  increased  with  age 
(Table  6),  a change  most  dramatic  in  the  1975 


TABLE  3 

INCIDENCE  OF  HYPERTENSION  IN  BLACK  POPULATIONS— 
COMPARISON  OF  FOUR  STUDIES 


Blood  Pressure  Standards  Used 


No.  in 

Populations 

Baseline 

Follow-up 

Incidence  Rate 

Study  Authors/Year 

Sample 

Studied 

Limitation 

Normotensive* 

Hypertensive* 

(per  1 ,000  per  year) 

Keil  et  al16 

84 1 

Charleston, 

Male^Age  35 

S=s139/D«84 

150/D  90 

Social  class 

1960-74 

S.  Carolina 

low  21.0 
high  5.5 

Dischinger  et  al18 

2,672 

Baltimore, 

Age  30-69 

D<95 

Ds=95  or  cur- 

All  63.3 

1973-76 

Maryland 

rently  on  HBP 

men  76.0 

Inner-City 

medication 

women  54.6 
Social  class 

sons  of  professionals 
22.6 

sons  of  laborers  77.7 

Tyroler  et  al22 

Uncleart 

Evans  County, 

Age  35-59 

D<90 

D^95 

All  40.0 

1960-67 

Georgia 

Johnson  et  al17 

272 

Evans  County, 

Age  15-29 

BP^  130/85 

S^140/D^90 

All  173 

1960-69 

Georgia 

men  250 
women  205 

343 

Age  15-29 

BP«  140/90 

S^140/Ds=90 

All  227 

men  362 
women  246 


‘Cutoff  level  mm  Hg. 

tSample  size  really  unclear. 

tPart  of  a total  black  and  white  population  of  582. 
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TABLE  4 


PREVALENCE  OF  HYPERTENSION  IN  BLACK  POPULATIONS— 
COMPARISON  OF  SIX  STUDIES 


Population 

Studied 

No.  in 
Sample 

Blood  Pressure 
Standard  Used* 

Limitation 

Prevalence  (per  1,000) 

Holms  County, 

2,818 

Definite  160/95 

Age  18-79 

Definite:  Men 

435 

Borderline: 

Men 

211 

Mississippi 

Borderline  140-159/90-94 

Women 

395 

Women 

212 

U S A.  (Rural)30 

All 

400 

All 

212 

Durban,  South 

994 

Ss=160  and/or  Ds=95 

Age  15-90 

Men 

227 

Africa  (Urban)31 

Women 

275 

14  Different 

41,446 

D3=95  or  on  anti- 

Age 30-69 

Men 

362 

Rate  adjusted ':t 

Men 

334 

Communities  in 

hypertensive  medica- 

Women 

382 

Women 

335 

U.S.A.5 

tion 

Ubombo,  KwaZulu 

1,000 

S^160  and/or  Ds=95 

Age  15-70 

Men 

100 

South  Africa 

Women 

110 

(Rural)29 

All 

107 

Hampton  County, 

921 

S 5=1 50  and/or  Ds=90 

All 

Men 

283 

South,  Carolina 
U.S.A.  (Rural)32 

Women 

344 

Igbo-ora 
Nigeria  (Rural)33 

3,000 

Ss*160  and/or  Ds=95 

All 

All 

50 

"Systolic  and  diastolic  blood  pressure  in  mm  Hg. 
tRate  adjusted  by  age,  weight  and  education. 


study  of  urban  South  African  blacks.  The  preva- 
lence rose  from  no  hypertension  at  age  10  to 
100%  hypertension  at  age  75  or  over.  In  the  four 
studies  examined  (Table  6)  hypertension  is  more 
prevalent  in  the  black  man  in  the  earlier  years 
with  a crossover  to  a higher  prevalence  in  the 
black  woman  occurring  at  about  age  30  to  40.  In 
about  this  latter  age  group,  mean  arterial  pres- 
sure rises  more  steeply  in  women  than  in  men 
(Table  7). 

In  the  studies  described  in  Table  4 the  disease 
is  least  prevalent,  among  all  age  groups,  in  the 
rural  black  South  African.29-32  Just  over  a decade 
ago  it  was  recorded  that  the  rural  black  South 
African  did  not  have  hypertension.35 


Indeed,  other  isolates  of  population  have  been 
identified  in  which  hypertension  prevalence  was 
very  low,  such  as  in  Easter  Islanders,  Australian 
Aborigines,  Congo  pygmies,  and  nomads  of  East 
Africa.36-37  Some  authors  have  tried  to  explain  this 
low  prevalance  by  differences  in  historical  and 
anthropologic  experience  of  the  population.  The 
most  commonly  accepted  thesis  for  the  low  prev- 
alence in  these  populations  has  been  the  absence 
of  urbanization  and  the  accompanying  psychoso- 
cial stress. 

It  is  therefore  expected  that  the  more  exposed 
the  black  population  is  to  urban  living  the  higher 
the  prevalence  of  hypertension  in  the  exposed 
group.  To  a very  large  extent  this  has  been  so. 


TABLE  5 

PREVALENCE  OF  DIASTOLIC  HYPERTENSION  IN  THE  ZULU  ACCORDING  TO  DIFFERENT  CUTOFF  POINTS* 


Diastolic 

Blood  Pressure  (mm  Hg) 

Men 

Women 

Total 

No. 

Ratet 

No. 

Rate+ 

No. 

Ratet 

90 

50 

152.9 

100 

151.5 

150 

152.1 

95 

25 

76.5 

55 

83.3 

80 

81.1 

100 

20 

61.2 

38 

57.6 

58 

58.8 

105 

7 

21.4 

15 

22.7 

22 

23.3 

110 

6 

18.3 

14 

21.2 

20 

20.3 

115 

6 

18.3 

6 

9.1 

12 

12.2 

120 

5 

15.3 

4 

6.1 

9 

9.1 

125 

5 

15.3 

5 

5.1 

130 

2 

6.1 

2 

2 

135 

1 

3.1 

1 

1 

'Adapted  from  Seedat  et  al.29 
tRate  per  1 ,000  population. 
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Blood  pressure  and  associated  factors  were  com- 
pared in  tribal  and  migrant  urban  Xhosa  people 
of  Southern  Africa.38  In  the  urban  migrant  group, 
hypertension  was  prevalent  and  blood  pressure 
rose  with  age,  whereas  in  the  tribal  group,  hyper- 
tension prevalence  was  low  and  blood  pressure 
rose  little  with  age.  In  Kenya  and  Uganda  hyper- 
tension was  reported  to  be  very  rare  in  the  1950s, 
but  with  increased  urbanization,  hypertension  was 
one  of  the  common  causes  of  death  in  both  coun- 
tries in  1980. 39 

There  have  been  other  studies  with  results 
contrasting  the  urbanization  thesis.  Kloppers  and 
others,  who  revisited  the  Bushmen  of  Southern 
Africa  and  Botswana  in  1981, 40  reported  a high 
hypertension  prevalence  rate  of  210  per  1,000 
Bushmen  population  and  240  per  1,000  Bo- 
tswanese  aged  16  to  50  years  who  had  maintained 
their  tribal  lifestyle.  Other  authors26  compared  the 
Sere  blacks  of  Senegal  who  lived  in  a traditional 
pastoral  setting  and  the  Sere  blacks  who  had  been 
rapidly  exposed  to  urbanization  and  20th  century 
life.  In  both  Sere  populations  blood  pressure 
prevalence  is  low  and  blood  pressure  curves  as 
they  relate  to  age  are  relatively  flat  (black  urban 
female  may  be  a weak  exception). 

In  essence,  while  change  in  living  condition  and 
culture  has  suspiciously  pointed  to  the  factor  of 
stress  and  body  physiologic  adjustment  that  may 


manifest  in  increased  blood  pressure,  the  evi- 
dence needs  to  be  more  clearly  described  as  to 
the  definitive  factor  or  factors  in  these  sociocul- 
tural changes  that  could  be  etiologically  linked  to 
sustained  high  arterial  pressure. 

Risk  Factors 

Several  factors  associated  with  hypertension  in 
black  populations  have  been  studied,  many  hav- 
ing both  genetic  and  environmental  components. 
Research  to  date  has  not  accurately  defined  the 
extent  of  the  environmental  and  genetic  compo- 
nent of  the  factors  addressed  here.  Nor  has  the 
impact  on  the  development  of  high  blood  pres- 
sure been  accurately  defined,  although  much  in- 
formation exists  as  to  the  nature  of  the  factors, 
their  relationship  to  hypertension,  their  temporal 
and  geographic  variation,  and  the  effect  on  the 
disease  produced  by  modification  of  these  fac- 
tors. 

Body  Weight  and  Nutrition.  Body  weight  is  one 
of  the  more  epidemiologically  established  risk 
factors  associated  with  hypertension.  Several 
studies  have  demonstrated  this  associa- 
tion.517’3241’42 Table  8 shows  an  increase  in  blood 
pressure  as  the  percentage  overweight  increases 
in  a subpopulation  of  916  black  subjects.  The 
percentage  overweight  is  derived  from  comparing 
subjects’  weight  with  Metropolitan  Life  Tables  for 
weight  by  sex  and  height.  The  Quetelet  Index,  a 
measure  of  body  weight  derived  from  the  formu- 


TABLE  6 

PREVALENCE  OF  HYPERTENSION  AND  INCREASING  MEAN  ARTERIAL  BLOOD  PRESSURE  WITH  AGE 
IN  SELECTED  BLACK  POPULATIONS— COMPARISON  OF  FOUR  STUDIES* 


Rural  Mississippi30 
BPs=1 60/95 


Rural  South  Carolina32 
BPs=150/90 


Urban  Africa31 
BP&  160/95 


Rural  South  Africa29 
BP^  160/95 


Age  Group 

Men 

Women 

Men 

Women 

Men 

Women 

Men 

Women 

5 

| 

10- 

} 

25 

22 

l 

15- 

J 15 

15 

1 0 

20 

20- 

} 66 

35 

242 

168 

14 

1 

25- 

J 

■) 

12 

65 

f 38 

26 

30- 

> 345 

239 

357 

304 

144 

102 

1 21 

43 

35- 

J 

122 

125 

f37 

115 

40- 

327 

315 

565 

488 

134 

258 

J 

45- 

270 

384 

>126 

209 

50- 

432 

426 

600 

782 

318 

456 

55- 

333 

551  i 

170 

176 

60- 

505 

521 

780 

882 

► 468 

550  J 

65- 

} 

429 

278 

70- 

578 

576 

727 

746 

500 

600  J 

75- 

] 

80- 

} 561 

570 

• 667 

1000 

85- 

I 

'Number  per  1 ,000. 
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la  (weight/height2)  xlOO,  has  also  been  used  in 
studies  measuring  the  nature  of  the  association 
between  body  weight  and  hypertension.  A posi- 
tive association  was  found.17 

Weight  ratios  (a  ratio  of  subjects’  weight  and 
ideal  weight  as  determined  from  actuarial  tables) 
have  also  been  used  in  studies  relating  body 
weight  to  high  blood  pressure,  with  positive  re- 
lationship found  between  the  two.5-41  In  these 
studies  the  percentage  of  hypertensives  increased 
with  increased  weight  ratio.  The  reverse  to  this 
has  been  shown  to  be  true  in  a study  in  which 
subjects  losing  10  lb  became  normotensive  twice 
as  often  as  those  gaining  10  lb.22 

These  weight  and  blood  pressure  findings  have 
been  repeated  in  different  age  groups.  Similar 
body  weight-hypertension  association  has  been 
found  in  children  5 to  11  years  old,43  4 to  15  years 
old,44  young  adults  15  to  29  years  old,17  and  adults 
30  to  69  years  old.5 

Body  weight  is  not  only  associated  with  the 
presence  of  blood  pressure  but  also  with  the  sub- 
sequent development  of  the  disease.17  The  body 
weight-hypertension  relationship  is  weaker  in  the 
black  than  other  populations,22-45  and  among 
blacks  the  relationship  is  weaker  in  the  black 
man.17 

It  should  be  mentioned  that  at  least  one  study 
has  found  no  association  between  initial  Quantex 
Index  (weight  for  height)  and/or  weight  gain,  and 
the  incidence  of  hypertension  in  a study  of  585 
cases  and  controls.18  In  this  study  the  follow-up 
period  was  three  years,  which  may  have  been  too 
short  for  a change  in  weight  to  influence  a change 
in  blood  pressure.  Those  findings  raise  the  issue 
of  “lag  time”  and  latent  period.  The  time  it  takes 
for  an  increase  in  body  weight  to  translate  into  an 
increase  in  blood  pressure  is  essentially  un- 
known. 

Nutrition  is  another  pertinent  factor  in  hyper- 
tension as  it  affects  black  populations.  Food  and 
nutrients  affect  not  only  body  weight  but  also 
have  subtle  but  important  effects  on  human  be- 
havior.46 High  carbohydrate  meals  increase  brain 
serotonin,  high  protein  diets  do  not.  Serotonin 
neurons  participate  in  a wide  range  of  behavior 
patterns.  The  role  of  behavior  and  stress  will  be 
discussed  later.  Salt  intake,  an  important  aspect 
of  nutrition,  also  relates  to  high  blood  pressure. 

Reduction  in  salt  intake  is  probably  the  most 
commonly  used  nonmedication  therapy  in  the 
control  of  hypertension,  and  hypertensive  sub- 
jects tend  to  comply  more  with  reduction  in  salt 
intake  than  with  reduction  in  caloric  intake,47  al- 


TABLE  7 

MEAN  ARTERIAL  BLOOD  PRESSURE  ACCORDING  TO  AGE  IN 
HAMPTON  COUNTY,  SOUTH  CAROLINA32* 


Age  Group 

■ 1 
10 

Men 

Women 

15-  J 

114.3/63.8 

114.6/65.6 

20- 

25- 

132/71 .4 

126.9/74.9 

30- 

35- 

137.8/77.4 

130.8/84.9 

40- 

45- 

147.4/87.4 

142.3/87.4 

50- 

55- 

145.7/88.3 

155.4/96.4 

60- 

65- 

161.9/94.8 

163/94 

70- 

75- 

80- 

85- 

163.7/87.5 

► 

164.5/86.5 

’Blood  pressure  in  mm  Hg. 


though  salt  as  an  etiologic  factor  in  hypertension 
is  not  well  established. 

The  best  contrast  data  showing  the  strongest 
salt-high  blood  pressure  relationship  have  been 
found  mostly  in  studies  comparing  primitive  and 
urban  societies.48'50  The  black  primitive  popula- 
tions of  rural  Uganda51  and  the  Kalahari  desert 
of  Africa52  stand  out  as  examples  of  populations 
in  which  both  salt  intake  and  the  prevalence  of 
hypertension  are  low.  In  these  two  populations 
there  is  hardly  any  increase  of  blood  pressure  with 
age.  This  low  salt/low  hypertension  prevalence 
relationship  should  be  interpreted  with  caution. 
In  the  majority  of  black  populations  in  which  this 
relationship  occurs  there  is  little  stress,  urban 
tension,  and  noise,  and  the  fast  pace  of  life  as- 
sociated with  industrialized  societies.  These  fac- 
tors may  be  more  pertinent  to  the  genesis  of  hy- 
pertension than  salt  intake.  In  similar  populations, 
even  body  weight  did  not  show  a relationship  to 
the  presence  of  hypertension.53  When  these  peo- 
ple attempted  to  adapt  to  modern  ways  of  life, 
their  blood  pressure  rose  and  hypertension  ap- 
peared. Almost  simultaneously  with  this  rise  in 
blood  pressure  is  an  increase  in  salt  intake  and 
urinary  sodium  excretion.54 

Although  studies  of  unaccultured  people  are 
frequently  cited,  the  evidence  for  the  role  of  salt 
in  the  causation  of  hypertension  remains  circum- 
stantial. In  almost  every  epidemiologic  survey  of 
hypertension  where  the  importance  of  salt  has 
been  emphasized  repeatedly,  a strong  positive 
causative  relationship  between  salt  intake  and 
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hypertension  has  evolved  without  concrete  proof 
demanded  of  other  epidemiologic  associa- 
tions.50’535556 For  instance,  in  defined  urban  black 
populations,  there  is  usually  no  significant  differ- 
ence in  salt  intake  between  hypertensive  and 
normotensive  subjects.  Examination  of  89  black 
subjects  did  not  show  any  difference  in  sodium 
intake  between  hypertensive  and  normotensive 
subjects.57  Dietary  salt  habits  of  normotensive  and 
hypertensive  patients  were  not  significantly  (sta- 
tistically) different  in  a Cleveland  study  of  717 
subjects.58  Although  a survey  of  174  inner-city 
Philadelphia  black  schoolchildren  found  an  in- 
creased utilization  of  salty  food  with  age,  the 
study  failed  to  relate  any  increase  in  blood  pres- 
sure to  increased  salt  use.59 

The  relationship  between  salt  and  hyperten- 
sion is  now  being  studied  at  the  molecular  level, 
where  the  role  of  salt  metabolism  may  become 
clear.  Abnormalities  of  sodium  and  potassium 
movement  across  the  red  cell  membrane  have  for 
example  been  found  in  untreated  black  West  In- 
dian hypertensives  and  their  normotensive  rela- 
tives. This  abnormality  is  not  found  in  normoten- 
sives  with  a negative  family  history  of 
hypertension.60  Many  such  studies  including 
studies  in  renin  and  aldosterone  are  ongoing  and 
may  hold  the  key  to  a conclusive  answer  in  the 
future. 

Stress,  Behavior  and  Social  Class.  Stress  and 
behavior  types  are  important  risk  factors  for  hy- 
pertension in  the  black  population,  but  these  fac- 
tors have  not  been  fully  studied.  Difficulties  in 
measuring  stress  have  been  the  main  obstacle  in 
stress-hypertension  studies. 


Effects  of  stress  on  blood  pressure  are  mediat- 
ed through  the  sympathetic  nervous  system. 
Blood  pressure  is  increased  when  the  sympathet- 
ic nervous  system  is  stimulated,  and  decreased 
when  parasympathetic  activity  is  stimulated,  pro- 
moting relaxation.  The  existence  of  the  relaxed 
state  in  itself  does  not  ensure  the  occurrence  or 
persistence  of  lower  blood  pressure  in  black  sub- 
jects,61 although  the  absence  of  stress  is  com- 
monly related  to  lower  blood  pressure. 

Mortality  studies  indicate  that  black  men  in 
high  stress  areas  had  hypertension-related  death 
rates  that  were  twice  that  of  their  counterparts  in 
low  stress  areas.62  Family  support  has  always  been 
accepted  as  a means  of  decreasing  the  physio- 
logic effects  of  stress  on  an  individual.  A study 
examining  the  distribution  of  blood  pressure  and 
associated  biosocial  factors  found  that  those  sub- 
jects with  documented  family  support  had  a low- 
er blood  pressure  than  those  without.63  Other 
studies  in  black  populations  in  urban  areas  have 
shown  blood  pressure  rises  with  increasing  psy- 
chophysical stress.6465 

Some  studies  did  not  find  the  stress-hyperten- 
sion relationship  described  above.  In  one  study 
blood  pressure  measurements  did  not  show  any 
significant  differences  between  two  groups  of 
black  subjects — one  classified  as  a high  stress 
group  and  the  other  a low  stress  group.66 

Coronary-prone  behavior,  commonly  referred 
to  as  “type  A”  behavior,  has  also  been  associated 
with  highly  stressful  day-to-day  performance  and 
high  blood  pressure.67  68  Some  findings  in  black 
subjects  differ  from  those  of  the  general  popula- 
tion. “Type  A”  black  women  were  not  signifi- 
cantly more  likely  to  be  hypertensive  than  “type 
B”  black  women  (non-coronary  prone)  in  a study 


TABLE  8 

MEANS  AND  STANDARD  DEVIATIONS  OF  SYSTOLIC  AND  DIASTOLIC  BLOOD  PRESSURES  (MM  HG) 
BY  PERCENT  OVERWEIGHT  AND  SEX  GROUPS* 


Systolic  BP Diastolic  BP 


percent 

Overweight 

Black  Men  (N 

= 457) 

Black  Women  (N 

= 459) 

Black  Men  (N 

= 457) 

Black  Women  (N 

= 459) 

(N,) 

Mean 

SD 

(N2) 

Mean 

SD 

(Ni) 

Mean 

SD 

(N2) 

Mean 

SD 

-10% 

(18) 

124.8 

19.1 

(30) 

119.0 

11.4 

(18) 

80.3 

11.9 

(30) 

77.5 

10.5 

-9-0 

(69) 

125.3 

17.3 

(71) 

123.0 

18.8 

(69) 

81.5 

9.8 

(71) 

80.5 

10.2 

1-10 

(120) 

127.5 

14.8 

(95) 

124.1 

17.9 

(120) 

83.9 

10.4 

(95) 

81.1 

11.8 

11-20 

(122) 

128.9 

17.6 

(83) 

125.9 

16.9 

(122) 

83.4 

11.2 

(83) 

80.8 

11.5 

21-30 

(72) 

134.9 

24.0 

(69) 

128.1 

19.1 

(72) 

86.9 

10.3 

(69) 

83.9 

11.6 

31-40 

(33) 

136.8 

18.5 

(37) 

132.7 

25.7 

(33) 

90.2 

12.7 

(37) 

86.3 

17.0 

40% 

(23) 

134.6 

11.1 

(74) 

136.3 

22.6 

(23) 

88.4 

7.5 

(74) 

86.3 

13.4 

‘Adapted  with  permission  from  Harburg  et  al.41 

Original  figures  from  which  this  table  was  adapted  were  adjusted  for  age  within  race-sex  groups. 
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among  inner-city  residents.69  At  least  two  other 
studies  have  yielded  similar  results.7071 

Social  class  as  a factor  in  hypertension  is  com- 
plex, since  this  factor  itself  consists  of  several 
other  interacting  factors  (i.e.,  education,  occu- 
pation, income,  place  of  residence).  The  idea  that 
an  executive  job  increases  stress  contrasts  those 
of  increases  in  stress  levels  that  have  been  asso- 
ciated with  worsening  poverty.  When  distribu- 
tions of  blood  pressure  by  social  class  are  exam- 
ined, more  often  than  not,  blacks  in  the  lowest 
social  class  had  the  highest  mean  blood  pres- 
sure.72 

Social  class  is  emerging  as  a powerful  factor  in 
the  etiology  of  high  blood  pressure.  This  factor 
has  not  really  been  studied  with  reliable  uniform- 
ity and  depth.  In  many  studies,  social  classifica- 
tion is  arbitrary  and  incomplete.  In  those  studies 
in  which  efforts  were  made  to  correct  results  for 
differences  in  social  class,  blood  pressure  corre- 
lation to  other  factors  was  attenuated.1673  There 
has  always  been  a (statistically)  significant  lower 
social  class-hypertension  relationship  in  the  black 
population.5’38’7475 

Other  Factors.  It  is  recognized  today  that  non- 
genetic  factors  contribute  more  to  the  variation 
in  blood  pressure  than  do  genetic  factors  among 
black  subjects.78  Many  studies  claiming  genetic 
comparison  have  only  carried  out  racial  compar- 
isons embodying  more  than  the  differences  in  the 
genetics  of  compared  races.  The  difference  in  so- 
cial status  is  of  importance,  but  family  studies 
have  suggested  a significant  familial  aggregation 
of  high  blood  pressure,77  78  and  these  findings  have 
been  further  confirmed  by  a study  of  twins.79  It 
should  be  mentioned,  however,  that  within  the 
black  population,  at  least  one  study  has  failed  to 
confirm  a familial  aggregation.80 

Probably  due  to  difficulties  in  making  a straight 
gene  comparison  between  normotensives  and  hy- 
pertensives, those  studying  genetic  links  in  hyper- 
tension have  used  alternative  markers  of  genetic 
attributes.  Studies  conducted  to  examine  the  ge- 
netic factor  in  hypertension  have  relied  greatly 
on  these  markers.  Genetic  markers  are  used  in 
an  effort  to  group  genes  and  disentangle  environ- 
mental influences  from  genetic  ones.  These 
markers  are  actually  definable  physiological  or 
pathological  states  that  occur  in  a determined 
Mendelian  fashion.8182  If  a marker  occurs  with 
some  consistency  with  hypertension,  then  the 
pattern  of  that  marker  is  followed  to  study  the 
disease  (hypertension) . 

Darker  skin  color  has  been  related  to  higher 


blood  pressures,  especially  for  black  men.83  An- 
other study  of  433  black  subjects  has  concluded 
that  there  is  a statistically  significant  correlation 
between  diastolic  blood  pressure  and  the  per- 
centage of  African  admixture  found  in  a black 
individual84;  essential  hypertensives  have  been 
found  with  a lower  frequency  of  the  S gene,  thus 
associating  hypertension  with  variation  of  the 
MNS  blood  grouping  system.85  Almost  study  by 
study,  these  results  have  been  challenged  by  find- 
ings from  other  studies.  Data  have  been  devel- 
oped that  do  not  support  the  hypothesis  that  skin 
color  is  related  to  the  incidence  of  hypertension16; 
inconclusive  relationships  were  found  between 
family  heredity  estimates  and  blood  pressure.86 

Genetic  studies  in  hypertension  are  confound- 
ed by  a strong  environmental  interaction,  which 
can  hardly  be  separated  from  genetic  effects.  The 
incidence  of  hypertension  is  influenced  by  pre- 
vailing environmental  factors,  many  of  them 
strongly  related  to  the  genetic  disposition  of  the 
individual.  Sociocultural  factors  strongly  linked  to 
population  blood  pressure  also  reflect  the  genetic 
endowment  of  that  population.  It  is  known,  for 
example,  that  the  responsiveness  of  blood  pres- 
sure to  sodium  is  reduced  by  a high  dietary  con- 
tent of  calcium.12  The  major  nutritional  source  of 
calcium  is  milk  derivatives.  A large  population  of 
blacks  are  intolerant  of  lactose,  a condition  most 
probably  genetically  determined.  Thus,  a cultural 
habit  of  high  salt  intake  may  translate  to  higher 
blood  pressure  because  of  a genetic  factor  relat- 
ed to  the  process.  In  conclusion,  several  factors 
affecting  hypertension  in  black  populations  re- 
main to  be  effectively  studied.  r ^ 
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Neurofibromatosis  (NFT)  is  an  autosomal 
dominant  hamartomatous  disorder  characterized 
by  cutaneous  pigmentary  changes,  multiple  tu- 
mor types  of  neural  origin,  and  predisposition  to 
various  malignant  and  nonmalignant  changes  in 
tissues  derived  from  all  germ  cell  layers.  Von 
Reklinghausen’s  description  of  two  patients  in 
1882  is  the  source  of  the  modern  eponym,  von 
Reklinghausen’s  disease  (VRD).1 

Diagnosis 

The  most  consistent  features  of  diagnosis  are 
cafe  au  lait  spots  (CLS),  tumors  of  the  skin  and 
peripheral  nervous  system,  and  iris  lesions  known 
as  Lisch  nodules.  CLS  are  tan,  circumscribed  skin 
lesions  found  over  any  part  of  the  body,  although 
rarely  seen  on  the  palms,  soles,  or  penis.  Crowe 
and  associates,2-3  after  studying  large  numbers  of 
patients  with  and  without  NFT,  state  that  six  or 
more  CLS  which  exceed  1.5  cm  in  the  broadest 
diameter  are  presumptive  evidence  of  NFT  even 
in  the  absence  of  a positive  family  history.  When 
less  than  six  CLS  are  present  and  there  is  a po- 
sitive family  history,  the  existence  of  the  disease 
depends  on  the  similarity  of  the  patient’s  pig- 
mentation to  that  of  the  affected  members,  es- 
pecially siblings. 

Whitehouse4  has  defined  a pediatric  criterion 
as  five  or  more  CLS  at  least  0.5  cm  in  diameter 
in  children  5 years  of  age  or  younger.  Occasion- 
ally, the  CLS  have  an  area  of  depigmentation 
surrounding  them  (“halo  effect”)  that  may  rep- 
resent an  autoimmune  phenomenon.5  Another 
important  diagnostic  sign,  freckling,  occurs  most 
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often  in  the  axillae,  but  may  also  occur  over  the 
neck  and  perineum.2  It  occurs  in  approximately 
20%  of  patients  with  NFT,  but  usually  not  in  the 
absence  of  other  hyperpigmentation.6  CLS  in  pa- 
tients with  NFT  contain  more  DOPA  positive 
melanocytes  with  giant  granules  than  the  sur- 
rounding skin.  In  contrast,  patients  with  CLS  but 
without  NFT  have  fewer  DOPA  positive  melan- 
ocytes and  no  giant  granules,7  although  normal 
size  melanosomes  as  well  as  melanoma  type  mel- 
anosomes  have  been  found  in  NFT  patients.7 

Neurofibromas  are  the  most  common  tumors 
found  in  NFT,  and  are  considered  the  hallmark 
of  this  disorder.  Also  common  is  the  plexiform 
neurofibroma  and  less  common,  the  neurolem- 
moma.  Neurofibromas,  also  known  as  molluscum 
fibrosum,  are  soft  and  fleshy  and  can  be  invagi- 
nated  into  the  skin  by  pressure  (“buttonholing”). 
Pregnancy  and  puberty  tend  to  enlarge  these  le- 
sions, though  the  mechanism  is  unknown.8  Neu- 
rofibromas are  characterized  by  diffuse  prolifera- 
tion of  Schwann  cells,  perineural  cells,  and 
fibroblasts.9  Neurofibromas  are  well-encapsulat- 
ed dermal  tumors  composed  of  lightly  eosino- 
philic, thin,  wavy  fibers  among  which  are  scat- 
tered oval  to  spindle  shaped  nuclei.10  Electron 
microscopy  demonstrates  the  Schwann  cell  as  the 
predominant  cell  type  along  with  perineural  cells 
and  fibroblasts  of  the  endoneural  type.1112  Meta- 
chromatic  stains  characteristically  demonstrate 
mast  cells.13  These  tumors  may  exist  in  any  com- 
bination of  size,  shape,  number  and  location. 

Recently,  the  areolar  neurofibroma,  especially 
in  postpubertal  women,  has  been  considered  a 
cardinal  feature  of  NFT.14  The  plexiform  neuro- 
fibroma is  a morphologic  variant  of  neurofibroma 
that  forms  tortuous  cords  along  the  segments  and 
branches  of  peripheral  nerves.  Upon  palpation,  it 
feels  like  a “bag  of  worms.”  It  develops  distally, 
coursing  along  a nerve,  and  may  approach  the 
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brain  or  spinal  cord.15  The  neurolemmoma  is  a 
solitary  tumor  that  can  arise  from  the  Schwann 
cells  of  any  peripheral  or  sympathetic  nerve.  It 
forms  within  the  epineural  sheath,  and  as  it  grows, 
forces  the  nerve  fibers  to  spread  over  the  surface 
of  the  tumor.  Benign  tumors  of  nerve  fibers  (gan- 
glioneuromas) and  mature  ganglion  and  paragan- 
glion  cells  (paraganglioneuromas)  are  occasional- 
ly seen  in  the  subcutaneous  tissues  in  VRD  in 
solitary  or  multiple  nodules. 

Lisch  nodules  are  lesions  of  the  iris,  are  the 
most  common  ophthalmic  manifestation  of  NFT, 
and  may  be  universally  present,1618  although  they 
may  also  occur  in  5%  to  10%  of  the  general  pop- 
ulation. They  are  clinically  insignificant  and  vary 
in  size  from  those  clearly  recognizable  with  the 
naked  eye  to  those  identifiable  only  with  the  slit 
lamp.19 

Genetic  Epidemiology 

NFT  may  be  the  most  common  single-gene 
disorder  affecting  the  nervous  system.  In  the 
United  States,  it  is  more  prevalent  than  Hunting- 
ton’s disease,  Duchenne’s  muscular  dystrophy, 
and  myotonic  dystrophy  combined.20  With  a 
prevalence  of  60  per  100,000  people,  there  are 
over  100,000  affected  individuals  in  the  United 
States  alone.  There  is  no  sexual,  racial,  or  ethnic 
predilection.  The  inheritance  is  autosomal  domi- 
nant, with  complete  penetrance  but  marked  clin- 
ical variability.  Approximately  50%  of  offspring 
of  affected  parents  will  have  NFT,  and  approxi- 
mately one-half  of  VRD  arises  from  spontaneous 
mutation.2  The  spontaneous  mutation  rate  would 
be  1 x 10  4,  the  highest  spontaneous  rate  yet 
studied,  but  it  is  believed  that  Crowe  overesti- 
mated the  incidence  of  NFT,  and  the  mutation 
rate  is  more  likely  4.4  to  4.9  x 10-4,  a rate  sim- 
ilar to  that  of  other  autosomal  disorders.21 

Etiology 

The  etiology  of  NFT  is  largely  unknown.  En- 
docrine and  neuroendocrine  cells  share  common 
properties  of  amine  precursor  uptake  decarbox- 
ylation (APUD),  argyrophilia,  metachromasia, 
characteristic  enzymes,  and  specific  hormone 
production.22  These  “APUD”  cells  are  thought 
to  be  of  neural  crest  origin,  and  include  the  islets 
of  Langerhan’s,  the  argentaffin  cells  of  the  gas- 
trointestinal tract,  the  adrenal  medulla,  thyroid 
parafollicular  C-cells,  oat  cells  of  the  lung,  the 
pituitary  corticotrophs  and  melanotrophs,  and 
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melanocytes.  The  common  neural  crest  origin  of 
the  tissues  likely  relate  NFT  and  multiple  endo- 
crine neoplasia  as  similar  abberations  of  the  same 
system.  The  theory  of  a multiple  cell  origin  of 
NFT  has  been  given  credence  by  statistical  ge- 
netic analysis  of  cutaneous  neurofibromas.  Stud- 
ies of  neurofibromas  of  a woman  who  was  heter- 
ozygous for  two  X-linked  G-6PD  alleles  indicated 
that  the  number  of  starting  cells  must  be  at  least 
150. 23 

Increased  serum  levels  of  a “nerve  growth 
stimulating  factor”  are  present  in  patients  with 
NFT.24  Nerve  growth  (NGF)  was  proposed  as  a 
mediator  of  increased  nervous  tissue  growth  and 
was  found  to  be  elevated  in  some  patients  with 
NFT.25  Preliminary  evidence  suggests  that  NGF 
does  influence  differentiation  of  mesodermal  tis- 
sues, perhaps  accounting  for  osseous  and  other 
malformations  associated  with  NFT,26  but  others 
have  reported  considerable  variability  in  both 
the  activity  and  structure  of  NGF  in  NFT  (Table 
I).27'30  Researchers  have  implicated  epidermal 
growth  factor  (EGF)  as  a hormonal  mediator  of 
NFT.31  EGF  is  a polypeptide  and  a known  stim- 
ulant for  cell  proliferation  and  DNA  synthesis  and 
it  binds  to  human  fibroblasts.3233  EGF  demon- 
strates diminished  binding  to  NFT  fibroblasts, 
which  may  account  for  disordered  growth  and 
malignant  transformation  of  neurofibromas.34 
Many  aspects  of  EGF  and  its  relationship  to  NFT 
require  further  definition. 

Clinical  Expression 

NFT  exists  in  a common  peripheral  form  and 
a recently  documented  central  form,35  but  there 
are  many  clinical  and  biochemical  differences  be- 
tween the  two  (Table  1).  Central  NFT  is  charac- 
terized by  multiple  Schwannomas  of  the  cranial 
and  spinal  nerves,  and  frequently  has  intracrani- 
al, dural  and  intraspinal  tumors  and  abnormali- 
ties.3637 Central  NFT  may  occur  without  any  skin 
lesions,  and  about  50%  are  associated  with  men- 
ingiomas and  about  45%  are  associated  with 
gliomas.38  39  The  peripheral  type  of  NFT  contains 
skin  lesions  such  as  CLS  and  axillary  freckling. 
The  tumors  are  usually  multiple  neurofibromas, 
palpable  along  the  course  of  the  peripheral 
nerves.  The  biomodal  course  described  in  periph- 
eral NFT  (not  observed  in  central  NFT)  recog- 
nizes two  age  peaks  when  problems  are  severe,26 
the  first  during  infancy  or  early  childhood,  when 
signs  generally  appear,  and  the  second  in  middle 
age,  with  malignant  transformation  of  the  tu- 
mors.39 Biochemically,  in  the  central  form  there 
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is  an  increased  level  of  antigenically  distinct  NGF 
with  normal  or  decreased  activity.  The  opposite 
situation  exists  in  peripheral  NFT  (Table  1).  This 
suggests  that  different  mutations  are  responsible 
for  the  two  forms.  EGF  has  not  been  examined 
in  the  distinction  of  the  central  versus  peripheral 
NFT. 

Various  tissue  abnormalities  involving  all  germ 
cell  lines  exist  in  association  with  NFT  (Table  2). 

Skeleton  and  Soft  Tissue.  Kyphoscoliosis  of  all 
regions  of  the  spine  is  the  most  common  skeletal 
deformity  encountered  in  NFT.  The  incidence  is 
10%  to  15%. 240  Scalloping  (“fish  mouthing”)  of 
posterior  vertebral  bodies,  probably  related  to 
dural  ectasia,  is  another  common  finding  and  may 
be  associated  with  neurofibromata,  meningi- 
oceles,  and  rarely,  meningiomas.41  Posterosuper- 
ior  orbital  dysplasia  is  a commonly  associated  skull 
defect  in  NFT.42  Other  reported  skull  manifesta- 
tions include  enlargement  of  the  optic  foramina 
due  to  optic  glioma,  a defect  in  the  lambdoid  su- 
ture especially  on  the  left  (a  common  finding), 
and  enlargement  of  the  internal  canal  with  and 
without  acoustic  neuroma.16  Macrocranium  is  a 
characteristic  finding  in  75%  to  85%. 43 

Erosive  changes  of  long  bones  and  ribs  caused 
by  adjacent  neurofibromas  are  well  known.44  The 
“twisted  ribbon”  deformity  and  notching  of  the 
ribs  and  occasional  wavy  margins  of  cortical  bones 


are  thought  to  be  due  to  periosteal  hemorrhage. 
Congenital  bowing  of  the  tibia  and  fibula  with  or 
without  pseudoarthrosis  may  be  present  in  up  to 
97%  of  children  with  NFT.45  Subperiosteal  hem- 
orrhage causing  cyst  formation  is  thought  to  be 
due  to  mesodermal  dysplasia  involving  the  per- 
iosteum rather  than  any  intrinsic  vascular  abnor- 
mality.46 Elephantiasis  neuromatosa  (diffuse  en- 
largement of  an  extremity  or  digits)  is  one  of  the 
most  dramatic,  and  bony  overgrowth  underlying 
the  enlargement  in  time  leads  to  verrucous  or  vil- 
lous skin  hypertrophy.48 

Central  Nervous  System.  Central  nervous  sys- 
tem lesions  are  common  in  NFT  and  include 
acoustic  neuromas,  optic  nerve  gliomas,  menin- 
giomas (often  multiple),  polar  spongioblastomas, 
neurofibromas  of  the  cranial  nerves,  and  hamar- 
tomatous  lesions.49  Evidence  of  NFT  is  found  in 
10%  to  40%  of  patients  with  optic  nerve  gliomas, 
and  is  perhaps  much  higher.50  Acoustic  neuro- 
mas, when  bilateral,  are  considered  by  most  au- 
thorities to  be  a diagnostic  sign  of  NFT.51  The 
most  common  intraspinal  tumors  are  neurofibro- 
mas, meningiomas,  astrocytomas,  ependymomas, 
and  hamartomatous  lesions.  The  neurofibroma 
may  extend  through  the  intervertebral  foramen  as 
a “dumbbell  tumor.”49  Aqueductal  stenosis,  hy- 
drocephalus, and  syrinomyelia  have  been  not- 
ed.4952 Seizures,  mental  retardation,  and  radicu- 


TABLE 1 

COMPARISON  BETWEEN  CENTRAL  AND  PERIPHERAL  NEUROFIBROMATOSIS* 


Central 

Peripheral 

Genetic 

Prevalence 

0.1  per  100,000 

60  per  100,000 

Total  affected  in  US 

Less  than  1,000 

Over  100,000 

Onset 

2nd  and  3rd  decade 

1st  decade 

Inheritance 

Autosomal  dominant 

Autosomal  dominant 

Mutation  rate 

Very  low 

Very  high:  (1  x 1 0-4) 

Clinical 

Cafe-au-lait  spots 

one  or  more 

42% 

97% 

six  or  more 

0 

75% 

Cutaneous  neurofibroma 

Less  common 

Very  common 

Malignant  transformation 

Not  encountered 

5% 

Associated  osseus  malformation 

Not  encountered 

Very  common 

When  mother  affected  (maternal  effect) 

Onset  earlier 

Course  more  severe 

Biomodal  course 

Not  encountered 

Present 

Pregnancy  exacerbation 

Present 

Present 

Acoustic  neuroma 

96% 

5% 

Biochemical 

Nerve  growth  factor— Immuno  activity 

Increased 

Normal 

Nerve  growth  factor— Biological  activity 

Normal  or  decreased 

Increased 

Epidermal  growth  factor  — Distinction  not  studied — 


'From  Eldridge  R:  Central  neurofibromatosis  of  bilateral  acoustic  neuroma.  Adv  Neurol  29:57-65, 1981. 
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lar  pain  are  reported  but  without  clear  etiology, 
although  abnormal  cortical  architecture  and  glial 
proliferation  is  present  in  a significant  number  of 
NFT  patients.53 

Vascular  System.  Vascular  malformations  in 
NFT  are  common  yet  poorly  appreciated  facets 
of  NFT.54  These  problems  include  hypertension 
from  renal  artery  stenosis  and/or  abdominal 
coarctation.55  Intracranial  arterial  occlusion  caus- 
ing neurologic  dysfunction  also  has  been  report- 
ed.56 Congenital  heart  disease,  especially  pul- 
monic stenosis,  is  increased  in  NFT.57 

Ophthalmic.  Pulsating  exophthalmos  due  to 
spheno-orbital  dysplasia  (v.s.),  with  resultant 
herniation  of  cranial  contents  into  the  orbit,  is  a 
dramatic  manifestation  of  NFT.58  The  sinuous  de- 
formity of  the  eyelid  border,  with  the  inner  por- 
tion arched  upward  and  the  outer  portion  curved 
downward,  is  considered  a classic  sign  of  NFT  of 
the  orbit.59  The  prevalence  of  glaucoma  is  in- 
creased with  NFT.60  Lisch  nodules  and  optic  nerve 
gliomas  have  already  been  discussed. 


Intrathoracic.  Posterior  mediastinal  neurofi- 
bromas and  meningioceles  may  present  as  me- 
diastinal masses.61  Presence  of  neurologic  signs 
favors  neurofibroma  in  the  differential  diagno- 
sis.62 Interstitial  pulmonary  fibrosis,  of  unknown 
cause,  has  recently  been  found  to  be  increased  in 
NFT.63 

Gastrointestinal.  Though  the  ileum  is  the  most 
frequent  site  of  gastrointestinal  neurofibromas,  the 
incidence  being  10%  to  25%,  all  other  portions 
of  the  gastrointestinal  tract  have  been  reported  to 
be  involved.64  Seventy  percent  of  the  tumors  are 
neurofibromas,  20%  leiomyomas,  and  10%  mis- 
cellaneous tumors.64  Neurofibromas  arise  most 
often  from  Auerbach’s  plexus,  usually  as  pedun- 
culated masses  along  the  serosa  of  the  antimesen- 
teric  border,  thereby  causing  an  extrinsic  rather 
than  intraluminal  defect.  Barium  enema  is  usu- 
ally negative,  and  angiography  is  needed  to  lo- 
calize the  lesion.65  The  most  common  manifesta- 
tions are  abdominal  pain,  gastrointestinal 
bleeding,  abdominal  mass,  and  signs  and  symp- 
toms of  bowel  obstruction.  Carcinoid  tumor  and 
APUD  system  pathology  have  been  reported  to 


TABLE  2 

AREAS  AND  TYPES  OF  INVOLVEMENT  IN  NEUROFIBROMATOSIS 


Skin 

Neurofibromas 
Cafe  au  lait  spots 
Axillary  freckling 
Skeleton  and  Soft  Tissues 
Kyphoscoliosis 

Posterior  vertebral  body  scalloping 
Skull  defects 

Macrocranium  and  Macrocephalus 
Bony  erosion  from  tumor 
Notching  of  ribs 

Primary  marginal  defects  of  long  bones 
Congenital  bowing  and  pseudoarthrosis  of  tibia  and  fibula 
Elephantiasis  neuromatosa,  verrucous  or  villous  skin  hypertrophy 
Neurofibromas 

Subperiosteal  hemorrhage  and  cysts 
Central  Nervous  System 
Intracranial  tumors 
Intraspinal  tumors 

Aqueductal  stenosis  and  hydrocephalus 
Syringomyelia 
Mental  retardation 
Seizures 
Radicular  pain 
Vascular  System 
Vessel-wall  hyperplasia 
Microaneurysms 

Renal  artery  stenosis  and/or  abdominal  aortic  coarctation  with  hyp 
Intracranial  arterial  occlusive  disease 
Congenital  heart  disease 


Ophthalmic 

Pulsating  exophthalmos 
Sinuous  deformity  of  eyelid  border 
Glaucoma 
Optic  nerve  glioma 
Lisch  nodules 
Intrathoracic 

Posterior  mediastinal  neurofibromas  and  meningioceles 
Interstitial  pulmonary  fibrosis 
Gastrointestinal 
Neurofibromas 
Carcinoid 
Urinary  Tract 
Neurofibromas  of  bladder 
Neurogenic  bladder 

Retroperitoneal  neurofibromas  affecting  ureters 
Endocrine  System 
Pheochromocytoma 
Sipple’s  syndrome 
Reduced  fertility 
Hyperparathyroidism 
Hypoglycemia  from  insulinoma 
Myxedema 
Obesity 

Precocious  or  retarded  sexual  development 
Gigantism  or  acromegaly 
Hypopituitarism 
Goiter 

Diabetes  insipidus 
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coexist  with  NFT  in  a few  cases.66 

Urinary  Tract.  Though  kidney  and  ureter  in- 
volvement in  NFT  is  extremely  rare,  lower  uri- 
nary tract  involvement,  mainly  vesical  neurofi- 
bromas, is  not  uncommon.67  Other  problems 
include  involvement  of  the  adjacent  viscera,  ure- 
teral obstruction  by  retroperitoneal  tumors,  and 
autonomic  nerve  involvement  causing  neurogenic 
bladder.68  The  main  clinical  presentation  relates 
to  urinary  tract  obstruction,  although  most  pa- 
tients are  asymptomatic.69 

Endocrine  System.  The  most  consistent  asso- 
ciation is  between  pheochromocytoma  and  NFT,70 
within  an  incidence  ranging  from  4%  to  20%,  al- 
though in  some  studies,  it  was  much  lower  (ap- 
proximately 0.5%). 71  Sexual  precocity  is  the  most 
common  endocrine  abnormality,  and  in  the  fe- 
male, it  must  be  differentiated  from  Albright’s 
syndrome  (polyostic  fibrous  displasia,  precocious 
puberty,  and  CLS  with  irregular  borders).  The 
cause  of  the  sexual  precocity  is  considered  to  be 
hypothalamic  gliosis.72  Sipple’s  syndrome  (pheo- 
chromocytoma and  medullary  thyroid  cancer)  has 
also  been  noted  in  association  with  multiple  neu- 
rofibromas.73 Other  reported,  but  inconsistent, 
associated  abnormalities  include  reduced  fertili- 
ty,2 hyperparathyroidism,74  insulinoma,75  myxe- 
dema,76 obesity  and  retarded  sexual  develop- 
ment, acromegaly,  hypopituitarism,  goiter,  and 
diabetes  insipidus.77 

A worrisome  event  is  the  possible  neoplastic 
complications  of  NFT.  Neurosarcomatous  degen- 
eration is  the  most  common  and  most  malignant 
tumor  in  NFT.78  The  reported  incidence  of  malig- 
nant degeneration  is  2%  to  29%, 2 but  most  re- 
cent studies  indicate  an  incidence  of  3%  to  5%. 7980 
These  tumors  occur  in  the  third  and  fourth  dec- 
ades of  life  and  should  be  suspected  if  a stable 
tumor  increases  in  size  or  shape.81  Pain  may  oc- 
cur at  this  stage,  but  numbness,  tingling,  and  mo- 
tor weakness  are  rare.82  Most  cases  occur  in  ex- 
tremities where  biopsy  or  excision,  if  needed,  is 
easily  done.  The  treatment  is  wide  excision  or 
amputation,  since  the  tumor  is  highly  radioresis- 
tant, and  most  patients  die  within  two  to  three 
years  once  this  complication  arises.82  The  fear  that 
biopsy  or  previous  trauma  may  contribute  to  ma- 
lignant change  in  a benign  neurofibroma  is  now 
felt  to  be  groundless.79  83 

A wide  variety  of  other  malignant  associations 
has  been  found  in  conjunction  with  NFT.  Central 
nervous  system  lesions  are  especially  common. 
Optic  nerve  glioma  of  childhood  and  acoustic 
neuroma  have  already  been  mentioned.  Gliomas 


of  the  hemisphere  and  the  eighth  nerve,  and  mul- 
tiple meningiomas  of  the  posterior  fossa,  also  oc- 
cur with  increasing  frequency.84  Thyroid  medul- 
lary carcinoma,  like  pheochromocytoma,  is 
derived  from  neural  crest  elements,  and  this  may 
explain  its  association  with  NFT.85  Basal  cell  car- 
cinoma, melanoma,80  and  nonneural  neoplasms, 
particularly  leukemia86  and  Wilm’s  tumor,87  have 
been  reported  with  increased  frequency  in  NFT 
but  this  warrants  further  investigation  to  establish 
an  etiologic  link. 

Management 

Treatment  recommendations  are  aimed  at  the 
palliation  or  prevention  of  the  sequellae  of  NFT.88 
Large,  painful,  conspicuous,  or  inconveniently 
situated  tumors  should  be  removed.  Early  re- 
moval is  easier,  and  carries  less  mortality/morbid- 
ity, and  also  improves  cosmetic  results.  Neck  and 
chest  tumors  carry  a high  risk  of  subsequent  ver- 
tebral angulation  with  spinal  cord  compromise  and 
should  be  aggressively  treated.  Early  follow-up  is 
necessary  to  detect  nonmalignant  changes,  i.e., 
scoliosis,  and  malignant  sequellae,  i.e.,  pheo- 
chromocytoma, of  NFT  and  to  treat  accordingly. 
Medical  therapy  is  largely  ineffective.  Only  re- 
cently has  some  thought  been  given  to  complete 
or  partial  mast  cell  mediation  in  NFT  lesions.14 
This  requires  further  investigation,  as  it  may  of- 
fer some  avenue  for  medical  therapy  of  NFT. 

Counseling 

Genetic  counseling  is  an  important  aspect  of 
management.  Affected  members  should  be  in- 
formed that  their  offspring  will  have  a 50%  chance 
of  having  NFT  with  virtually  100%  penetrance, 
but  markedly  variable  clinical  expression,  as  not- 
ed under  “Natural  History.”  That  disease  in  the 
mother  may  cause  an  early  onset  in  the  central 
form89  and  a more  severe  course  in  the  peripheral 
form90  should  be  mentioned.  Careful  screening  is 
important,  as  NFT,  especially  in  the  central  form, 
may  become  symptomatic  only  after  puberty  or 
during  pregnancy.91  NGF  is  known  to  be  present 
in  amniotic  fluid,  and  may  offer  an  avenue  for  in 
utero  diagnosis  of  NFT,89  but  the  role  of  NGF  in 
the  etiology  of  NFT  must  be  clarified  before  this 
becomes  a reality.  Family  limitation  by  affected 
members  offers  prevention  of  NFT. 

Prognosis 

Prognosis  of  NFT  is  quite  uncertain  because  of 
its  variable  clinical  expressions.92  Approximately 
20%  of  the  patients  have  serious  difficulties,  but 
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most  live  a normal  life  span  and  are  able  to  carry 
out  productive  activities. 

Though  progression  of  symptoms  is  the  rule, 
no  one  feature  correlates  with  the  severity  of  any 
other  feature.  Progressive  growth  of  neurofibro- 
mas may  require  surgical  reduction,  especially 
those  in  paraspinal  locations,  in  order  to  prevent 
disabling  symptoms.93 

Most  children  with  NFT  are  free  of  cutaneous 
neurofibromas  until  pubescence.  Growth  is  slow 
and  progressive  for  both  number  and  size,  but  may 
increase  rapidly  during  puberty  and  in  women 
during  pregnancy.  Fear  of  malignant  transforma- 
tion dictates  that  a constantly  traumatized  tumor 
be  removed.  r S 
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Atypical  Septic  Arthritis  Due  to 

Neisseria  Meningiditis 

MOLLY  M.  McLEMORE,  B.S.  and  F.  BRUDER  STAPLETON,  M.D. 


Septic  arthritis  occurs  most  commonly  in  chil- 
dren under  2 years  of  age,  and  is  estimated  to 
complicate  1.6%  to  16.6%  of  cases  of  meningo- 
coccal infections.1  We  report  the  case  of  a child 
with  septic  arthritis  and  superficial  cellulitis  of  the 
finger  due  to  Neisseria  meningiditis  in  whom  no 
evidence  of  systemic  infection  was  present. 

Case  Report 

An  8-month-old  black  male  infant  was  admitted  to  the 
orthopedic  service  for  swelling  of  the  third  digit  of  the  left 
hand  for  24  hours.  The  child  had  been  healthy  except  for  a 
mild  upper  respiratory  tract  infection  one  week  earlier.  There 
was  no  history  of  trauma,  fever,  rash  or  sore  throat,  and  there 
were  no  recent  illnesses  in  the  family. 

Physical  examination  revealed  a temperature  of  37.6°C 
and  a swollen  left  middle  finger  with  decreased  range  of  mo- 
tion of  the  proximal  interphalangeal  (PIP)  joint.  The  remain- 
der of  the  examination  was  negative. 

Laboratory  evaluation  included  a hematocrit  of  30%  and 
a white  blood  cell  count  of  16,000/cu  mm  with  2%  bands, 
54%  segmented  neutrophils,  34%  lymphocytes,  9%  mono- 
cytes, and  1%  eosinophils.  The  left  middle  PIP  joint  was  as- 
pirated and  fluid  was  sent  for  culture  and  sensitivity;  no  Gram 
stain  was  done  and  blood  cultures  were  not  drawn. 

The  patient  received  intravenous  tobramycin  5 mg/kg/day 
and  intravenous  cephalexin  50  mg/kg/day.  The  patient  re- 
sponded to  the  medications  with  decreased  swelling  and 
tenderness  and  remained  afebrile  throughout  the  hospitali- 
zation. Because  of  the  clinical  improvement,  intravenous  an- 
tibiotics were  discontinued  after  three  days,  and  the  patient 
was  discharged  on  cephalexin  elixir  60  mg/kg/day  to  be  given 
for  seven  days.  Joint  fluid  cultures  were  negative  at  the  time 
of  discharge.  The  white  blood  cell  count  at  the  time  of  dis- 
charge was  8,900/cu  mm  with  30%  segmented  neutrophils, 
49%  lymphocytes,  9%  monocytes  and  12%  eosinophils;  the 
erythrocyte  sedimentation  rate  was  44  mm/hr.  The  discharge 
diagnosis  was  cellulitis  of  the  finger. 

When  the  joint  fluid  aspirate  grew  N.  meningiditis  after 
72  hours,  the  patient  was  readmitted  for  additional  therapy. 
The  physical  examination  revealed  a temperature  of  37.5°C 
and  a cool,  nontender,  swollen  left  middle  finger  with  only 
slight  restriction  of  range  of  motion  on  flexion  of  the  PIP 
joint.  The  erythrocyte  sedimentation  rate  was  25  mm/hr.  A 
radiograph  of  the  left  hand  showed  soft  tissue  swelling  of  the 
third  finger  but  no  bony  abnormalities.  Blood  cultures  were 
not  drawn. 
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Because  the  N.  meningiditis  was  sensitive  to  penicillin,  the 
patient  received  intravenous  penicillin  G 200,000  units/kg/day 
and  after  six  days,  the  patient  showed  significant  clinical  im- 
provement with  further  decreased  swelling.  The  patient  re- 
ceived oral  penicillin  G 50  mg/kg/day  for  two  additional  weeks. 
Household  contacts  were  given  rifampin  prophylactically  for 
two  days.  After  two  weeks  of  oral  antibiotics,  there  was  no 
evidence  of  fever,  swelling,  or  pain  in  the  previously  infected 
joint. 

Discussion 

Meningococcal  arthritis  can  have  four  presen- 
tations: (1)  type  I,  polyarthritis  without  effusion 
during  acute  meningococcemia;  (2)  type  II,  sub- 
acute arthritis  with  effusion  involving  one  or  more 
larger  joints;  (3)  type  III,  acute  septic  arthritis 
without  classic  meningococcemia,  and  (4)  type  IV, 
arthritis  without  effusion  associated  with  chronic 
meningococcemia.27 

In  type  I arthritis,  92%  of  patients  have  a rash 
and  26%  have  meningitis.7  Blood  cultures  are 
often  positive,  while  synovial  fluid  cultures  are 
usually  negative.  Cerebrospinal  fluid  (CSF)  cul- 
tures show  variable  results.  Response  to  antibiot- 
ic treatment  is  prompt.  Type  II  arthritis  general- 
ly appears  after  five  days,  when  a meningococcal 
infection  seems  to  be  subsiding.  For  this  reason, 
the  appearance  of  a rash  or  meningitis  is  incon- 
stant. Blood  cultures  are  often  negative,  but  sy- 
novial fluid  cultures  are  positive  in  up  to  50%. 7 
As  in  type  I arthritis,  CSF  cultures  vary  in  their 
results.  Despite  appropriate  antibiotic  therapy, 
the  arthritis  can  take  one  to  four  weeks  to  re- 
solve, with  fluid  reaccumulating  despite  repeated 
aspirations. 

Type  III  meningococcal  arthritis  occurs  most 
frequently  in  infants.  No  other  meningococcal 
manifestations  are  usually  present,  and  synovial 
fluid  cultures  are  positive  in  100%  of  the  cases.7 
Blood  and  CSF  cultures  are  always  negative.  A 
rash  and  episodes  of  fever,  chills,  and  myalgias 
are  commonly  present  with  the  arthritis  of  chron- 
ic meningococcemia  (type  IV  arthritis).  Menin- 
gitis does  not  occur  despite  the  chronic  bacter- 
emia, and  blood  cultures  are  positive  while 
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synovial  fluid  and  CSF  cultures  are  negative. 
Types  III  and  IV  arthritis  respond  readily  to  an- 
tibiotic treatment. 

Meningococcal  arthritis  occurring  as  an  isolat- 
ed septic  arthritis  is  rare,  and  occurs  most  fre- 
quently in  infants.  Of  the  eight  cases  found  in 
the  literature,  only  four  were  in  infants,15-8’9  and 
all  of  these  were  febrile  and  appeared  acutely  ill. 
The  joints  involved  were  large  joints,  with  the 
knee  being  the  most  common  site.  Joint  aspirates 
were  positive  for  N.  meningiditis  in  three  of  the 
four,  and  blood  cultures,  drawn  in  three  of  the 
four  infants,  were  all  positive. 

Brawley  et  al9  have  recently  described  acute 
septic  arthritis  caused  by  an  antigenically  distinct 
serogroup  of  N.  meningiditis , W-135,  which  was 
first  identified  in  1968.  This  22-month-old  boy  was 
admitted  to  the  hospital  with  fever,  pain  in  the 
left  knee,  and  a history  of  cough  and  rhinorrhea. 
An  aspirate  of  the  joint  fluid  was  sterile,  and  al- 
though Gram  stain  of  the  joint  fluid  revealed  no 
organisms,  the  blood  cultures  grew  N.  meningi- 
ditis. No  other  signs  of  meningococcemia  were 
present.  Our  case  is  unusual  in  comparison  to 
previously  reported  cases  in  the  absence  of  fever, 


Neurofibromatosis  . . . 


(Continued  from  page  148) 

taneous  neurofibromatosis.  Postgrad  Med  J 52:514-517,  1976. 

67.  Carlson  DH,  Wilkinson  RH:  Neurofibromatosis  of  the  bladder  in  children. 
Radiology  105:401-404,  1972. 

68.  Danemon  A:  Neurofibromatosis  involving  the  lower  urinary  tract  in  chil- 
dren: A report  of  three  cases  and  a review  of  the  literature.  Pediatr  Radiol  4:161- 
166, 1976. 

69.  Jensen  A,  Nissen  HM:  Neurofibromatosis  of  the  bladder.  Scand  J Urol 
Nephrol  10:157-159,  1976. 

70.  Hume  DM:  Pheochromocytoma  in  the  adult  and  in  the  child.  Am  J Surg 
99:458-496,  1960. 

71.  Fledelius  H,  Eldrup-Jorgensen  P:  Optic  nerve  glioma  associated  with  von 
Reklinghausen’s  disease.  A case  report.  BrJ  Ophthalmol  61:240-243,  1977. 

72.  Saxena  KM:  Endocrine  manifestations  of  neurofibromatosis  in  children. 
Am  J Dis  Child  120:265-269,  1970. 

73.  Schimke  RM:  Syndrome  of  bilateral  pheochromocytoma,  medullary  thy- 
roid carcinoma  and  multiple  neuromas:  A possible  regulatory  defect  in  differentia- 
tion of  chromaffin  tissue.  N Engl  J Med  279:1-7,  1968. 

74.  Daly  D:  Neurofibromatosis  and  hyperparathyroidism — a new  syndrome? 
Can  Med  Assoc  J 103:258-259,  1970. 

75.  Coskey  RL,  Tranquada  RE:  Insulinoma  and  multiple  neurofibromatosis: 
Report  of  a case.  Metabolism  13:312-318,  1964. 

76.  Gordon  MB:  An  endocrine  consideration  of  Reklinghausen’s  disease:  Re- 
port of  case  associated  childhood  myxedema.  Endocrinology  13:553-563,  1929. 

77.  Saxena  KM:  Endocrine  manifestations  of  neurofibromatosis  in  children. 
Am  J Dis  Child  120:265-271,  1970. 

78.  Pantga  E,  Llobet  RE,  Traveras  JE:  Neoplastic  complications  of  neurofi- 
bromatosis. Cutis  22:677-680,  1978. 

79.  D’Agostino  AN,  Soule  EH,  Miller  RH:  Sarcomas  of  the  peripheral  nerves 
and  somatic  soft  tissues  associated  with  multiple  neurofibromatosis  (von  Rekling- 
hausen’s disease).  Cancer  16:1015-1027,  1963. 


150 


the  benign  clinical  appearance,  and  the  involve- 
ment of  a small  joint.  Unfortunately,  blood  cul- 
tures were  not  obtained  prior  to  antibiotic  ther- 
apy— apparently  because  of  the  benign  clinical 
presentation;  therefore,  we  cannot  exclude  a si- 
lent bacteremia  in  this  patient. 

This  case  emphasizes  that  N.  meningiditis 
should  be  considered  in  the  differential  of  an 
acute  episode  of  septic  arthritis.  Lack  of  fever, 
involvement  in  a small  joint,  and  lack  of  a pete- 
chial rash  should  not  exclude  meningococcus  from 
the  differential  diagnosis.  Furthermore,  this  or- 
ganism may  not  become  apparent  within  48  hours 
in  bacteriologic  cultures.  r 
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Dementia,  by  definition,  is  a slow,  progressive 
loss  of  multiple  facets  of  intellectual  function.1  To 
use  the  term  dementia,  more  than  two  of  the  fol- 
lowing must  be  affected:  memory,  speech,  cog- 
nition, visuospatial  skills,  and  personality. 
Whereas  delirious  patients  have  fluctuating  lev- 
els of  alertness,  the  demented  patient  is  usually 
alert  (although  superimposed  illness  may  cause 
delirium).  Dementia  by  definition  is  chronic;  and, 
if  one  of  the  chronic  degenerative  brain  diseases 
mentioned  below  is  the  cause,  it  is  usually  slowly 
progressive  over  a variable  time  period. 

Approximately  15%  of  elderly  patients  who 
present  themselves  to  a physician  with  progres- 
sive mental  decline  will  have  reversible  causes  of 
dementia.  The  two  most  common  reversible 
causes  of  dementia  are  medication  toxicity  (as 
mentioned  in  Part  I)  and  depression.  If  the  pa- 
tient is  on  any  medicine  that  has  a remote  chance 
of  affecting  mental  function  the  medicine  should 
be  stopped.2  Ibuprofen,  diphenylhydantoin,  and 
digoxin  are  examples  of  medications  often  over- 
looked as  causes  of  confusion. 

Depression  may  mimic  dementia  exactly  in  the 
elderly.  At  times  elderly  persons  who  are  de- 
pressed may  not  complain  of  sadness  or  dysphor- 
ic mood,  but  may  eventually  become  confused. 
Vegetative  signs  (loss  of  appetite,  sleep  disturb- 
ances) and  preoccupation  with  somatic  com- 
plaints are  two  useful  clues  to  depression.  If 
depression  is  a possibility,  a trial  of  a tricyclic  an- 
tidepressant should  be  instituted.  The  elderly  re- 
quire lower  doses  of  antidepressants,  and  an  ad- 
equate trial  requires  at  least  three  weeks  with 
possible  gentle  upward  dosage  adjustments.  The 
remaining  medical  evaluation  for  the  demented 


From  the  Department  of  Community  Medicine,  University  of 
Tennessee  Center  for  the  Health  Sciences,  Memphis. 


person  is  similar  to  that  for  the  delirious  person. 
We  feel  every  elderly  person  with  dementia 
should  have  one  CAT  scan  evaluation  of  the 
brain.  The  yield  of  reversible  lesions  on  the  CAT 
scan  has  never  been  adequately  studied,  and  may, 
in  unselected  populations,  be  as  low  as  1%. 
Nevertheless,  occasional  unsuspected  tumors  and 
subdural  hematomas  are  found. 

If  dilated  ventricles  are  found  on  the  CAT 
scan,  the  possibility  of  normal  pressure  hydro- 
cephalus (NPH)  should  be  considered.  As  a gen- 
eral rule,  patients  with  NPH  almost  invariably 
have  a gait  disorder  in  addition  to  the  mental  sta- 
tus changes.  Since  gait  and  mental  status  changes 
usually  occur  at  about  the  same  time,  if  mental 
status  changes  predate  the  gait  problem  by  more 
than  six  months,  NPH  is  unlikely.  Further  eval- 
uation of  NPH  when  the  ventricles  are  dilated 
but  the  clinical  picture  is  atypical  is  usually  not 
rewarding,  and  if  shunted  such  patients  still  have 
poor  outcomes.3 

Once  reversible  causes  of  dementia  are  ruled 
out,  we  are  still  left  with  85%  of  the  patients  with 
chronic  mental  decline.  There  are  three  major 
types  of  chronic  degenerative  irreversible  de- 
mentias: that  associated  with  Parkinson  disease, 
the  dementia  attributable  to  cerebrovascular  dis- 
ease, and  senile  dementia  of  the  Alzheimer  type 
(SDAT).  Until  recently,  controversy  has  existed 
as  to  whether  the  dementia  associated  with  Par- 
kinson disease  was  related  to  the  disease  or  due 
to  the  chance  simultaneous  occurrence  of  two 
common  disorders.  It  appears  that  many  persons 
who  have  true  Parkinson  disease  will  ultimately 
develop  dementia  (perhaps  as  many  as  20%),  and 
a greater  proportion  of  patients  may  have  some 
subtle  cognitive  impairment.  On  examination  at 
autopsy,  the  pathologic  changes  found  in  Parkin- 
son disease  patients  with  dementia  are  very  sim- 
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lar  to  those  found  in  patients  with  SDAT.  This 
dementia  does  not  respond  to  levodopa  therapy.4 

About  20%  to  30%  of  the  remaining  patients 
will  have  one  of  the  forms  of  dementia  attribut- 
able to  cerebrovascular  disease.  The  pathologic 
lesions  may  be  primarily  in  the  brainstem  or  the 
cerebral  cortex.  In  the  former,  the  patient  usually 
has  the  appearance  of  one  with  a subcortical  de- 
mentia, with  psychomotor  retardation  and  gait 
abnormalities.  Those  with  cortical  defects,  so 
called  multi-infarct  dementia,  are  often  similar  to 
those  with  SDAT.  Both  have  a progressively  de- 
teriorating course,  but  the  patient  with  cerebro- 
vascular disease  is  more  likely  to  have  a stepwise 
deterioration,  a past  history  of  one  or  more  known 
cerebrovascular  accidents,  and  signs  on  physical 
examination  consistent  with  previous  strokes.5 
Hypertension  and  arrhythmias  that  could  pro- 
duce emboli  should  be  considered  as  possible  un- 
derlying causes  if  a patient  is  suspected  of  having 
vascular  dementia. 

The  largest  group  of  demented  persons  con- 
sists of  those  who  have  SDAT.  Although  this  was 
formerly  thought  to  occur  only  in  younger  per- 
sons (under  65)  who  developed  dementia,  it  is 
now  known  that  most  cases  of  either  presenile  or 
of  senile  dementia  who  do  not  fit  in  one  of  the 
categories  previously  described  have  similar  de- 
generative changes  at  autopsy.  Specifically,  they 
have  neurofibrillary  tangles,  senile  plaques,  and 
granovacuolar  degeneration  on  microscopic  ex- 
amination of  the  cortex.  The  patients  with  SDAT 
are  usually  alert  and  fairly  cheerful.  They  typi- 
cally deny  the  degree  of  mental  impairment,  and 
usually  maintain  good  motor  function  until  late  in 


the  course  of  the  disorder.  Though  the  brain  usu- 
ally shows  some  atrophy  on  CAT  scan,  it  can  be 
normal  in  size.  Recent  investigation  has  estab- 
lished that  patients  with  SDAT  have  a somewhat 
selective  loss  of  cholinergic  neurons. 

There  is  no  specific  treatment  for  the  irrever- 
sible forms  of  dementia.  Most  patients  deterio- 
rate and  die  within  three  to  five  years,  although 
some  survive  for  as  many  as  20  years.  None  of 
the  proposed  treatments  for  SDAT,  including  lec- 
ithin, choline,  physostigmine,  or  naloxone,  have 
yet  been  shown  to  have  sufficient  benefit  to  war- 
rant their  use.  Dihydroergocornine  may  be  of 
value  in  some  persons  with  early  irreversible  de- 
mentia, but  should  be  given  in  doses  of  6 gm/day. 
If  depression  coexists  with  dementia,  antidepres- 
sants will  often  help  cognitive  function  improve 
somewhat.  Perhaps  the  physician's  most  impor- 
tant role  is  in  counseling  the  families  and  dealing 
with  the  frequent  problems  that  arise.  Physicians 
and  patients  needing  more  information  on  the 
counseling  or  management  of  chronically  con- 
fused patients  are  referred  to  The  Thirty-Six  Hour 
Day  by  Mace  and  Robins.6  r S 
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Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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CAT  Scan  of  the  Month 
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A 41-year-old  white  man  complained  of  ringing  in  the  right 
ear  for  five  months.  He  complained  of  no  problems  with  bal- 
ance, hearing,  or  of  other  otologic  or  neurologic  difficulties. 

On  otologic  examination,  the  tympanic  membranes  ap- 
peared unremarkable  bilaterally  and  moved  normally.  Audi- 
ometric studies  showed  normal  hearing  for  the  speech  fre- 
quencies, 15  dB  on  the  right  and  13  dB  on  the  left,  with  a 
mild  symmetrical  drop  at  4,000  cycles  on  the  audiogram,  sug- 
gesting noise  exposure.  Speech  discrimination  scores  were 
100%  bilaterally. 

Evoked  response  audiometry  showed  an  abnormal  audi- 
tory wave  form  on  the  right  and  the  stapedial  reflex  on  the 
right  was  absent.  Please  examine  the  computerized  axial  to- 
mography of  the  brain  with  contrast  (Figs.  1 and  2),  and  see 
if  you  can  arrive  at  the  correct  diagnosis. 

Discussion 

During  the  past  20  years,  advances  in  diagnos- 
tic methods,  especially  computerized  axial  to- 
mography, have  aided  in  the  earlier  identification 
of  acoustic  neuromas.  Advanced  surgical  tech- 
niques have  provided  means  to  remove  them  with 
less  morbidity  and  mortality.  Symptoms  of  an 
acoustic  neuroma  may  be  minimal  and  one  should 
be  suspected  when  there  is  a history  of  unilateral 
hearing  loss,  particularly  when  it  is  associated  with 
tinnitus  and  problems  of  balance. 

Cases  similar  to  this  one  demonstrate  that  cer- 
ebellopontine angle  tumors  of  significant  size  can 
signal  their  presence  with  nothing  more  than  uni- 
lateral tinnitus.  Hearing  can  be  absolutely  or 
practically  normal.  If  patients  such  as  these  are 
to  be  treated  early  and  effectively,  we  must  sus- 
pect the  diagnosis  of  acoustic  neuroma  in  patients 
complaining  only  of  minor  unilateral  ear  symp- 
toms such  as  tinnitus,  or  mild  hearing  loss. 

ANSWER:  A collection  of  contrast  material  was 
present  in  the  right  cerebellopontine  angle  meas- 
uring 2 cm  in  diameter  (Fig.  2).  This  finding  was 
compatible  with  a diagnosis  of  acoustic  neuroma. 
Surgery  disclosed  an  acoustic  neuroma  that 
measured  2 cm  in  diameter.  It  was  removed  en- 
tirely, and  the  patient  has  progressed  satisfactor- 
ily postoperatively. 


From  the  Departments  of  Radiology  and  Otolaryngology,  Baptist 
Memorial  Hospital,  899  Madison  Ave.,  Memphis,  TN  38146. 


Figure  1.  A computerized  axial  tomogram  at  the  level  of  the  petrous 
pyramids.  Following  the  intravenous  administration  of  contrast  mate- 
rial, note  the  round  collection  of  contrast  material  in  the  right  cerebel- 
lopontine angle. 


Figure  2.  A magnification  of  the  right  cerebellopontine  angle  showing 
the  acoustic  neuroma  filled  with  contrast  material. 
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Cancer  Mortality  in  Tennessee,  1960-1980 

JEFFREY  S.  HARRIS,  M.D.,  M.P.H.;  ANN  HOGAN;  and  TOM  SPILLMAN,  B.A. 


Introduction 

Analysis  of  the  leading  causes  of  resident 
deaths  in  Tennessee  from  1968  to  1980  revealed 
that  the  only  two  causes  with  increasing  rates 
were  malignant  neoplasms  and  suicide.*  During 
this  period,  mortality  per  100,000  population** 
for  malignant  neoplasms  at  all  sites  rose  from 
143.7  to  180.9.*  Consequently,  age-specific  and 
site-specific  deaths  and  rates  for  malignant  neo- 
plasms were  examined  primarily  for  the  time  pe- 
riod 1968  to  1980.  The  period  1968  to  1980  co- 
incides with  the  declining  U.S.  cardiovascular 
mortality.1  In  addition,  data  from  1960  to  1980 
were  investigated  to  indicate  trends.  A summary 
of  the  results  is  presented  in  this  report. 

Methods 

To  determine  the  groups  with  increasing  rates 
that  should  be  the  focus  of  preventive  programs, 
changes  in  age-specific  and  site-specific  malig- 
nant neoplasm  death  rates  in  Tennessee  were 
tabulated  from  1968  to  1980.  Linear  regression 
was  then  used  to  project  death  rates  to  1990  for 
major  sites  with  increasing  rates.  Age-specific 
rates  were  also  analyzed  for  respiratory  and  in- 
trathoracic  malignant  neoplasms  to  determine 
whether  there  was  any  change  in  the  character- 
istics of  this  key  disease  over  time. 

Results 

For  all  age  groups,  the  major  specific  malig- 
nant neoplasm  sites  and  death  rates  in  1968  were 
digestive  organs  and  peritoneum  (38.5);  respira- 
tory and  intrathoracic  organs  (30.0);  genital 
(21.7);  and  breast  (11.1)  (Table  1).  By  1980,  the 
picture  had  changed  so  that  respiratory  and  in- 
trathoracic cancer  had  become  the  leading  site- 
specific  cause  of  death,  with  a mortality  of  51.5, 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville. 

‘Unpublished  statistics,  Tennessee  Department  of  Health  and  En- 
vironment. 

“Rates  are  per  100,000  population  throughout  this  report. 
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compared  to  44.5  for  the  second  leading  site, 
digestive  organs  and  peritoneum.  The  respirato- 
ry cancer  death  rate  rose  71.7%  from  1968  to 
1980.  Death  rates  for  genital  cancer  remained 
relatively  stable,  as  did  those  for  breast  cancer 
during  this  time  period. 

An  analysis  of  the  component  parts  of  the  “all 
other  sites”  category  revealed  that  the  increase 
from  1968  in  this  category  was  due  to  the  sum  of 
small  changes,  rather  than  to  a large  increase  in 
any  one  site.  A cross-section  of  this  picture,  and 
the  breakdown  of  “respiratory  and  intrathora- 
cic” sites,  which  shows  that  most  deaths  in  this 
category  were  from  lung  cancer,  is  shown  in  Ta- 
ble 2. 

To  obtain  a picture  of  cancer  deaths  by  age  for 
prevention  programs,  age-specific  rates  were  cal- 
culated for  malignant  neoplasm  deaths  from  1968 
to  1980.  For  Tennessee  residents  whose  age  at 
death  was  under  25  years,  mortality  for  all  sites 
was  relatively  stable  around  a mean  of  5.9  during 
the  period  examined.  The  rate  for  leukemia,  the 
leading  site-specific  cause  for  this  age  group,  de- 
clined from  2.6  in  1968  to  1.9  in  1980.  The  rates 
for  all  other  specific  sites  remained  low  and  rel- 
atively unchanged  (Fig.  1). 

For  ages  25-34  years,  overall  rates  declined 
from  21.3  in  1968  to  a low  of  14.2  in  1978.  Fe- 
male genital  cancer  mortality,  the  leading  cause 
of  death  for  this  group,  declined  (Fig.  2).  Lym- 
phatic, leukemic,  and  digestive  cancers  were 
leading  causes  of  site-specific  deaths  for  ages  25- 
34  years  during  this  period. 

For  ages  35-44  years,  mortality  for  all  sites  fell 
irregularly  from  63.7  in  1968  to  50.0  in  1980.  Fe- 
male genital  cancer  rates  experienced  a decline, 
from  19.1  to  10.2  (Fig.  3).  Respiratory,  digestive, 
and  breast  cancer  were  the  three  other  leading 
causes  of  malignant  neoplasm  deaths  in  this  age 
group. 

At  ages  45-64  years,  the  picture  changed.  The 
overall  death  rate  for  malignant  neoplasms  rose 
from  285.4  in  1968  to  321.3  in  1980.  As  Fig.  4 
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TABLE  1 

NUMBER  OF  DEATHS  FROM  MALIGNANT  NEOPLASMS  AND  RATES  PER  100,000  POPULATION,  TENNESSEE,  1968-1980 


Site  of  Malignant  Neoplasm  1968 

Total,  all  sites 

Number  5,713 

Rate  143.7 

Digestive  organs  and  peritoneum 
Number  1 ,530 

Rate  38.5 

Respiratory  and  intrathoracic  organs 
Number  1,193 

Rate  30.0 

Genital  organs 

Number  864 

Rate  21 .7 

Breast 

Number  442 

Rate  11.1 

All  other  sites 

Number  1 ,684 

Rate  42.4 


1969 

1970 

1971 

1972 

1973 

1974 

5,737 

5,984 

6,089 

6,266 

6,501 

6,718 

144.0 

152.5 

152.6 

155.4 

158.8 

162.7 

1,540 

1,560 

1,643 

1,562 

1,626 

1,630 

38.6 

39.8 

41.2 

38.7 

39.7 

39.5 

1,190 

1,346 

1,345 

1,458 

1,562 

1,689 

29.9 

34.3 

33.7 

36.2 

38.1 

40.9 

819 

833 

836 

855 

866 

882 

20.6 

21.2 

21.0 

21.2 

21.1 

21.4 

498 

479 

523 

541 

529 

582 

12.5 

12.2 

13.1 

13.4 

12.9 

14.1 

1,690 

1,766 

1,742 

1,850 

1,918 

1,935 

42.4 

45.0 

43.7 

45.9 

46.8 

46.9 

1975 

1976 

1977 

1978 

1979 

1980 

6,869 

7,198 

7,507 

7,492 

7,792 

8,304 

164.0 

170.8 

174.6 

172.0 

177.9 

180.9 

1,717 

1,785 

1,845 

1,763 

1,925 

2,041 

41.0 

42.4 

42.9 

40.5 

43.9 

44.5 

1,674 

1,893 

2,038 

2,077 

2,204 

2,363 

40.0 

44.9 

47.4 

47.7 

50.3 

51.5 

865 

852 

922 

872 

912 

1,006 

20.7 

20.2 

21.4 

20.0 

20.8 

21.9 

556 

563 

580 

602 

575 

570 

13.3 

13.4 

13.5 

13.8 

13.1 

12.4 

2,057 

2,105 

2,122 

2,178 

2,176 

2,324 

49.1 

50.0 

49.4 

50.0 

49.7 

50.6 

shows,  this  increase  was  due  mainly  to  the  in- 
crease in  rates  for  respiratory  and  intrathoracic 
cancer,  from  79.8  in  1968  to  120.9  in  1980,  an 
increase  of  51.5%. 

A similar  experience  was  noted  for  the  age 
group  65-74  years.  The  death  rate  for  all  sites 
rose  from  677.1  to  794.4,  while  respiratory  can- 
cer rates  rose  from  147.4  to  245.5  from  1968  to 
1980  (Fig.  5),  or  an  increase  of  66.6%. 

For  ages  75  years  and  older,  the  mortality  for 
all  sites  increased  from  1,004.1  to  1,216.6.  In- 
creasing rates  occurred  in  this  age  group  for 


digestive  cancer  (350.2  to  378.3),  male  genital 
cancer  (306.0  to  367.5),  and  respiratory  and  in- 
trathoracic cancer  (112.8  to  217.4)  (Fig.  6).  The 
mortality  for  respiratory  malignant  neoplasms  in 
this  age  group  increased  92.7%  from  1968  to 
1980. 

While  mortality  from  digestive  cancer  in- 
creased slightly  from  1968  to  1980,  the  projected 
rate  to  1990  indicates  only  a small  rise.  However, 
projections  to  1990  based  on  1968  to  1980  death 
rates  for  respiratory  cancer  indicate  the  rate  ris- 
ing from  51.5  in  1980  to  85.1  in  1990  if  current 


TABLE  2 


NUMBER  AND  RATE  PER  100,000  POPULATION  OF  RESIDENT  DEATHS 
FROM  MALIGNANT  NEOPLASMS  BY  SITE,  TENNESSEE,  1980 

No.  of 

Percent  of 

Rate  per 

Site  of  Malignant  Neoplasms  and  ICD-9*  Code 

Deaths 

Deaths 

100,000  Population 

Respiratory  and  intrathoracic  organs  (160-165) 

2,363 

28.5 

51.5 

Nasal  cavities,  middle  ear,  and  accessory  sinuses  (160) 

11 

0.1 

0.2 

Larynx  (161) 

71 

0.9 

1.5 

Trachea,  bronchus  and  lung  (162) 

2,263 

27.3 

49.3 

Pleura  (163) 

4 

<0.05 

0.1 

Thymus,  heart  and  mediastinum  (164) 

14 

0.2 

0.3 

Other  and  ill-defined  (165) 

— 

— 

— 

Digestive  organs  and  peritoneum  (150-159) 

2,041 

24.6 

44.5 

Genitourinary  organs  (179-189) 

1,348 

16.2 

29.4 

Lymphatic  and  hematopoietic  tissue  (200-208) 

790 

9.5 

17.2 

Bone,  connective  tissue,  skin  and  breast  (170-175) 

757 

9.1 

16.5 

Lip,  oral  cavity,  and  pharynx  (140-149) 

164 

2.0 

3.6 

Other  and  unspecified  sites  (190-199) 

841 

10.1 

18.3 

Total 

8,304 

100.0 

180.9 

‘International  Classification  of  Diseases,  9th  Revision. 
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Figure  1.  Rates  per  100,000  population  of  leading  causes  of  cancer  Figure  2.  Rates  per  100,000  population  of  leading  causes  of  cancer 

deaths  by  site  for  persons  aged  less  than  25  years,  Tennessee,  1968-  deaths  by  site  for  persons  aged  25-34  years,  Tennessee,  1968-1980. 

1980. 


Figure  3.  Rates  per  100,000  population  of  leading  causes  of  cancer 
deaths  by  site  for  persons  aged  35-44  years,  Tennessee,  1968-1980. 


Figure  4.  Rates  per  100,000  population  of  leading  causes  of  cancer 
deaths  by  site  for  persons  aged  45-64  years,  Tennessee,  1968-1980. 
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Figure  5.  Rates  per  100,000  population  of  leading  causes  of  cancer 
deaths  by  site  for  persons  aged  65-74  years,  Tennessee,  1968-1980. 


Figure  6,  Rates  per  100,000  population  of  leading  causes  of  cancer 
deaths  by  site  for  persons  aged  75  years  and  over,  Tennessee,  1968- 
1980. 


Figure  7.  Actual  and  projected  death  rates  per  100,000  population  for  respiratory  cancer  and 
digestive  cancer,  Tennessee,  1968-1980. 
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trends  continue  (Fig.  7).  Since  over  half  of  malig- 
nant neoplasm  deaths  in  1980  occurred  in  respi- 
ratory sites,  cancer  could  possibly  be  the  leading 
cause  of  death  in  Tennessee  by  the  year  2000  if 
no  new  interventions  are  mounted. 

Digestive  cancer  rates  increased  sharply  with 
age  (Fig.  8).  As  the  proportion  of  the  population 
in  older  age  groups  increases  the  numbers  of 
deaths  from  digestive  cancer  will  also  rise. 

Conversely,  mortality  from  respiratory  and  in- 
trathoracic  cancer  has  increased  for  all  age  groups, 
with  a steeper  rate  of  increase  for  men  in  Ten- 
nessee and  minimal  race  differences  (Fig.  9).  Na- 
tionally the  rate  of  increase  is  steeper  for  women 
and  for  nonwhites.2  The  age-specific  death  rates 
for  respiratory  cancer  in  1960,  1970,  and  1980  in- 
dicate an  increase  for  each  age  group  in  each  dec- 
ade, particularly  after  age  34  years  (Fig.  10). 

One  other  point  deserves  attention.  The  mor- 
tality from  male  genital  cancer  increased  from 
1968  to  1980.  This  increase  was  greater  with  ad- 
vancing age.  The  data  for  1980  indicate  the  in- 
crease was  most  sharp  after  age  54  (Fig.  11). 

Discussion 

Contrary  to  opinions  expressed  in  the  popular 
press,  there  is  not  a “cancer  epidemic”  for  all 
sites.  There  have  been  some  increases  in  diges- 
tive cancer  and  male  genital  cancer  death  rates, 
due  in  part  to  aging  of  the  population.  The  much 


Figure  9.  Rates  per  100,000  population  of  deaths  from  malignant 
neoplasms  of  respiratory  and  intrathoracic  organs  according  to  race 
and  sex,  Tennessee,  1961-1980. 
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Figure  8.  Death  rates  per  100,000  population  of  respiratory  and 
digestive  cancer  by  age  group,  Tennessee,  1980. 


Figure  10.  Death  rates  per  100,000  population  of  respiratory  cancer 
by  age  group,  Tennessee,  1960,  1970,  and  1980. 
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steeper  increase  for  male,  as  opposed  to  female, 
genital  cancer  versus  age  at  death  strongly  sug- 
gests increased  emphasis  in  patient  education  and 
public  campaigns  for  male  screening,  as  has  been 
done  for  Pap  smears  and  pelvic  examinations  in 
women. 

nS*. 


Aqe  in  Years 

Figure  11.  Death  rates  per  100,000  population  of  genital  cancer  by 
sex,  Tennessee,  1980. 


The  major  source  of  the  dramatic  increase  in 
cancer  death  rates  in  Tennessee  is  respiratory  and 
intrathoracic  malignant  neoplasms,  which  in- 
crease with  age  in  all  races  and  both  sexes.  Doll 
and  Peto,  in  a special  study  commissioned  by  the 
National  Cancer  Institute,3  estimated  that  85%  to 
95%  of  respiratory  cancer  deaths  were  due  to  to- 
bacco smoking.  There  is  essentially  no  debate  on 
the  evidence  at  this  point  in  the  medical  com- 
munity. Unless  health  care  professionals  and 
community  leaders  at  all  levels  increase  their  ef- 
forts in  patient  counseling  and  public  education, 
thereby  changing  public  opinion  about  this  seri- 
ous problem,  and  encourage  economic  disincen- 
tives to  tobacco  use,  cancer  could  become  the 
leading  cause  of  death  in  Tennessee  by  the  year 
2000  if  current  trends  continue  with  no  major  in- 
terventions. Lung  cancer  could  become  the  lead- 
ing cause  of  death  in  women. 

The  costs  to  society  from  tobacco-related  in- 
fluenza and  pneumonia,  heart  disease,  chronic 
obstructive  pulmonary  disease,  and  adverse  re- 
productive outcomes  as  well  as  lung  cancer  are 
staggering  in  the  aggregate.  A concerted  public 
and  private  effort  is  needed  to  reverse  the  com- 
municable behavior  of  tobacco  use  and  to  control 
the  disease  epidemic  it  has  caused.  r ^ 
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MISSING 

Don’t  be  among  the  missing  at  the  149th  Annual 
Meeting  of  the  Tennessee  Medical  Association — 
April  11-14,  1984,  at  the  Hyatt  Regency  Hotel 
in  Knoxville. 

For  the  program  highlights  and  timetable,  see 
page  73  of  the  February  issue  of  the  Journal. 

Mark  your  calendar  NOW  so  you  won’t  miss  out. 
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A special 
practice  for 
specialists 

If  you’re  a surgeon  or  OB/GYN  or  other  medical 
specialist,  the  Air  Force  may  have  a special  practice 
for  you. 

What  makes  it  special?  You’ll  enjoy  an  excellent 
pay  and  benefits  package.  Your  regular  working 
hours  will  allow  you  to  spend  more  time  with  your 
family.  You’ll  receive  30  days  of  vacation  with  pay 
each  year.  And  you  will  work  with  modern  equipment 
and  some  of  the  most  highly  trained  professionals  in 
the  world,  serving  your  country  and  your  patients. 
Now  that’s  special! 

Find  out  just  how  special 
your  practice  can  be. 

Contact: 

TSgt  James  A.  Reed 
1 10  21st  Ave  South 
Nashville,  TN  37203 
Call  (615)  251-5530  Collect 
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The  UAB  Comprehensive  Cancer  Center  was  selected  in 
1973  as  one  of  the  first  11  comprehensive  cancer  centers  funded 
by  the  National  Cancer  Institute.  Today,  the  center  is  staffed  by 
more  than  135  member  physicians  and  devotes  more  than  $21 
million  annually  to  treatment  and  research  of  cancer. 

The  work  of  the  UAB  Comprehensive  Cancer  Center  is  carried 
on  through  five  clinical  divisions  — Hematology/Oncology, 
Gynecologic  Oncology,  Radiation  Oncology,  Pediatric  Hema- 
tology/Oncology, and  Surgical  Oncology.  Special  services 
offered  by  the  center  include: 

■ Estrogen  and  progesterone  hormone  assays  for  breast 
cancer. 

■ Lymphocyte  markers  for  patients  with  leukemias  and 
lymphomas. 

■ Immunogenetics  screening  (HLA  typing). 

■The  use  of  the  implantable  drug  infusion  pump  for  continuous 
chemotherapy. 

■ Isolated  limb  perfusion  for  melanomas  of  the  extremity. 

■ Interstitial  irradiation  for  selected  solid  tumors. 

■ Laser  Bronchoscopy. 

■Combined  modality  treatment  for  lung  cancer. 

The  Cancer  Center  carries  out  clinical  research  in  the  diag- 
nosis and  therapy  of  various  anemias,  immune  cytopenias  and 
coagulation  disorders.  In  addition  to  chemotherapy,  the  Center 
is  studying  the  use  of  hyperthermia,  monoclonal  antibodies 
and  the  pharmacology  of  anticancer  drugs. 

The  Comprehensive  Cancer  Center  is  one  of  60  depart- 
ments, divisions  and  centers  of  the  University  of  Alabama 
Medical  Center  accessible  to  you  through  this  toll-free 
service. 

The  Center  welcomes  physician  inquiries.  To  speak  with  a 
physician,  to  consult  about  a patient  or  to  refer  a patient, 
telephone  by  using  the  toll-free  MIST  number.  This  service, 
including  the  telephone  call,  is  free. 

IN  TENNESSEE 

1-800-452-9860 


University  of  Alabama  Hospitals,  619  South  19th  Street,  Birmingham,  Alabama  35233 


journal  of  (he 

(enne//ee 

mcdkaJ  a/socioHon 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 
ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 
JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to: 

John  B Thomison,  M.D.,  Editor,  P.O.  Box  70, 
Nashville,  TN  37202 

Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  112  Louise  Avenue,  Nashville,  TN  37203 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M.  McCALLUM,  M.D.,  Chairman,  Henderson 
SIDNEY  L.  BICKNELL,  M.D.,  Jackson 
WINSTON  P.  CAINE,  M.D.,  Chattanooga 
CLAUDE  H.  CROCKETT,  JR.,  M.D.,  Bristol 
FRANCIS  W.  GLUCK,  JR.,  M.D.,  Nashville 
JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


MARCH,  1984 


editorial/ 


Coke  and  ACL  and  You 

The  other  day  three  Vanderbilt  students  were 
sentenced  to  from  three  to  four  years  in  the 
county  workhouse  for  “conspiring  to  sell  and  for 
selling  cocaine”  to  their  fellow  students.  The 
sentencing  judge  ignored  plea-bargaining  deals 
and  refused  “educational  suspension,”  so  that  two 
of  the  young  men  will  have  to  serve  two  years  in 
the  workhouse  and  the  other  90  days  before  they 
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are  eligible  for  parole.  The  attorney  for  one  of 
the  men  said  he  was  “surprised”  (he  meant  he 
was  astonished)  at  the  judge’s  decision.  So  am  I. 

I heard  a figure  given  that  of  a very  large  sam- 
ple of  the  college-age  population,  two-thirds  of 
the  women  had  tried  marijuana  and  one-third  had 
tried  cocaine.  Whether  or  not  those  figures  are 
high,  there  is  no  question  that  the  use  of  cocaine 
is  rampant,  and  has  even  become  almost  socially 
acceptable  as  an  enjoyable,  and  if  done  properly, 
nearly  harmless  habit.  Because  cocaine  is  not 
physically  addicting,  abstinence  does  not  plunge 
the  user  into  the  horror  world  of  withdrawal,  and 
he  does  not  therefore  appear  debilitated  or  show 
the  stigmata  of  the  heroin  addict.  Also,  unlike 
the  opium  drugs,  cocaine  is  not  enervating.  In 
the  words  of  one  addict,  “I  felt  I was  ten  feet 
tall,  and  could  do  anything.” 

An  article  in  the  Wall  Street  Journal  (WSJ) 
some  time  back  describing  the  problem  of  co- 
caine use  in  business  and  industry  gave  me  cold 
chills  as  it  spoke  of  the  activities  of  drug-stimu- 
lated brokers  on  the  floor  of  the  New  York  Stock 
Exchange  and  in  the  banking  houses  that  control 
our  money  and  money  policies.  Whereas  cocaine 
may  have  sharpened  the  wits  of  Sherlock  Holmes 
to  the  point  of  prescience,  allowing  his  brilliant 
deductions,  in  real  life  it  destroys  its  user’s  judg- 
ment and  morals,  frequently  leading  to  gross 
miscalculations  of  risks  and  unconcern  for  their 
consequences.  Further,  the  addict  has  no  insight 
into  this  drug  effect,  believing  when  he  is  “high” 
that  he  is  an  omniscient,  omnipotent  monarch, 
instead  of  the  cipher  he  feels  himself  to  be  with- 
out his  crutch. 

That  is  the  addiction  of  cocaine.  It  is  psycho- 
logical dependency.  Inferiority  complexes  vanish 
in  a trice.  In  the  words  of  a teenage  addict  quot- 
ed in  an  article  in  Medical  Economics  (Dec.  12, 
1983),  “Suddenly  I was  in  a magical  place  where 
everything  was  bright  and  exciting.  Anything  was 
possible,  the  world  was  wonderful,  and  I was  in- 
vulnerable. There  was  nothing  I couldn’t  do.” 
While  the  consequences  of  such  a psychologic 
boost  at  a party  might  be  insignificant,  and  an 
entertainer  might  simply  enjoy  from  it  an  inflat- 
ed opinion  of  his  offerings,  the  lack  of  caution 
such  a flight  from  reality  would  engender  on  the 
floor  of  the  stock  exchange,  in  a bank’s  trust  de- 
partment, in  the  cockpit  of  an  airplane,  or  be- 
hind the  wheel  of  a bus,  all  instances  cited  by  the 
WSJ,  could  be  devastating. 

Cocaine  has  the  added  psychological  effect  on 
the  young  of  retarding  social  maturation,  making 
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its  distribution  among  that  segment  of  our  pop- 
ulation particularly  heinous.  Its  use  has  now  fil- 
tered down  into  our  own  grade  schools,  I’m  told. 
Though  this  is  a situation  we  in  the  Bible  Belt 
like  to  think  is  confined  to  such  realms  of  Satan 
as  California,  Miami,  and  New  York  City,  the  fact 
is  that  Tennessee,  of  all  places  (to  us),  is  one  of 
the  centers  of  the  cocaine  trade. 

Like  the  defendant’s  attorney,  I am  astonished 
at  the  judge’s  ruling.  Our  society  has  become  so 
considerate  of  the  inferred  American  civil  liber- 
ties (ACL)  of  our  criminals  and  so  intent  upon 
rehabilitation  of  these  criminals,  that  we  (our  so- 
ciety) give  scant  attention  either  to  the  crime  it- 
self and  its  likelihood  of  repetition,  or  to  the  in- 
jured parties,  past  or  future,  whose  ACL  we 
totally  ignore. 

Recidivism  among  drug  dealers  must  be  vir- 
tually total,  since  I daresay  all  of  them  are  in  the 
business  to  support  either  their  avarice  or  their 
own  addiction,  or  both,  and  one  of  the  most  dev- 
astating effects  of  habituating  drugs  is  the  dead- 
ening of  conscience.  By  their  own  admission,  co- 
caine addicts  will  without  compunction  lie,  steal, 
or  even  kill  to  maintain  their  crutch,  and  they 
tend  to  victimize  most  those  who  love  and  trust 
them. 

The  only  quarrel  I have  with  the  judge’s  deci- 
sion is  that  it  was  too  lenient.  Our  drug  problem 
is  a direct  consequence  of  the  drug  traffic,  and 
not  the  other  way  around.  Addiction  is  acquired, 
and  is  deliberately  engendered  and  fostered  to 
satisfy  the  cupidity  of  the  unscrupulous  entrepre- 
neurs. Although  some  of  them  have  recently  been 
brought  to  justice,  those  few  have  been  dealt  with 
far  too  gently,  which  encourages  the  others  to 
continue.  Such  individuals  should  spend  their  re- 
maining years  in  prison,  without  possibility  of 
parole.  As  for  the  network  of  petty  pushers, 
among  whom  I suppose  the  student  “conspira- 
tors” are  numbered,  they  should  all  be  required 
to  serve  out  their  full  sentence. 

In  keeping  with  society’s  present  pandering  to 
the  poor,  downtrodden,  disadvantaged  souls  (such 
as  those  students  in  a private  university  featured 
in  this  editorial)  whom  society  has  forced  to  turn 
to  crime  (society  is  the  real  culprit,  n’est-ce  pas?), 
I am  certain  we  could  never  ever  consider  any- 
thing so  “inhumane,”  but  reinstitution  of  the 
stocks  and  public  whipping  post  would  doubtless 
have  a salutory  effect.  I know  contemporary  wis- 
dom has  it  that  such  things  brutalize  society — but 
of  course  the  illicit  drug  traffic  and  its  effects — 
not  to  mention  the  violence  we  are  daily  subject- 


ed to  through  television,  the  movies,  and  the  news 
media — do  not. 

At  least  one  judge  has  given  some  thought  to 
the  civil  rights  of  the  law  abiding  citizens,  which 
are  daily  violated  by  crime.  It  isn’t  much,  but  it’s 
a start. 

J.B.T. 

Dreams  of  Glory 

The  late  Walt  Disney  had  a dream  that  some  25 
million  planning  hours  later  culminated  in  Epcot 
Center  at  Walt  Disney  World  in  Florida.  The  theme 
of  Futureworld,  which  makes  up  one  part  of  the 
center,  is,  “If  we  can  dream  it,  we  can  do  it.”  It  is 
a theme  that  places  no  limits  on  man’s  capabilities, 
and  as  one  proceeds  through  Futureworld,  one 
finds  that  an  increasingly  plausible  notion,  unless 
he  happens  to  note  what  is  perhaps  the  only  dis- 
cord injected  into  the  whole  presentation,  which 
is  a short  introductory  scene  depicting  life  in  the 
1950s  as  viewed  from  the  1930s — “Futureworld” 
a la  the  1938  World  Fair’s  “World  of  Tomorrow.” 
I remember  it  well.  Robots  would  do  all  the  men- 
ial tasks,  and  us  folks  would  simply  lie  back  and 
enjoy  it.  Those  were  the  dreams  of  glory  of  a world 
arising  from  the  Great  Depression. 

What  happened?  Well,  World  War  II  hap- 
pened, for  one  thing,  followed  by  the  Korean  War 
and  the  Vietnam  War  in  quick  succession,  as  the 
cold  war  dragged  on  apace.  Arms  and  the  space 
race  absorbed  the  biggest  part  of  our  technologic 
energies,  and  the  hippie  generation  rejected  it  all. 
We  dreamed  a dream,  and  we  blew  it,  si ? Well, 
not  precisely.  We  dreamed  a dream,  and  it  was 
blown  by  Hitler,  then  Stalin,  and  a host  of  others 
you  could  name,  both  foreign  and  domestic.  Their 
dreams,  you  see,  were  different  dreams.  Their 
dreams  had  different  goals — or  even  sometimes 
no  goals  at  all. 

Whereas  the  statement,  “if  we  can  dream  it,  we 
can  do  it,”  seems  straightforward  enough,  we  find 
it  complicated  by  one  small  definition:  who  is 
“we”?  If  “we”  were  everyone  in  the  world,  ful- 
fillment of  our  dreams  would  be  far  less  con- 
stricted than  they  actually  are.  Each  of  us  has 
dreams,  or  if  not  dreams,  at  least  notions  of  how 
we  would  like  things  to  be.  Possibilities  for  fulfill- 
ment, though,  are  directly  proportional  to  the 
numbers  sharing  the  dream,  and  inversely  to  the 
number  of  contrary  minded. 

We — speaking  collectively  as  Americans — have 
been  blessed  in  being  able  to  fulfill  a high  per- 
centage of  our  dreams.  Speaking  individually,  the 
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percentage  is  often  lower,  and  in  too  many  in- 
stances it  approaches  zero.  As  the  world  shrinks 
through  better  communication  and  advanced 
weaponry,  both  individuals  and  nations  that  have 
been  on  the  low  end  dream  of  being  on  the  high 
end,  and  unfortunately  also  dream  too  often  of 
trading  places  instead  of  elevating  everyone. 

The  whole  world  dreams  of  peace,  but  each 
nation  dreams  of  peace  on  its  own  terms.  More 
than  that,  it  is  usually  the  government,  and  not 
the  nation,  that  prescribes  the  terms.  Instead  of 
dreaming  productively,  the  dreams  become  dreams 
of  destruction,  of  pulling  down  instead  of  building 
up,  and  such  dreams  tend  toward  self-fulfillment. 
To  quote  the  scriptures,  there  is  a way  that  seems 
right  to  man,  the  end  whereof  is  death.  It  is  easy 
to  tear  down;  it  takes  work  to  build. 

For  the  statement  at  hand,  then,  we  have  to 
separate  technologic  and  philosophic  considera- 
tions. Technologically,  man’s  history  has  been  that 
if  he  could  dream  it,  he  could  indeed  do  it — maybe 
not  immediately,  but  eventually.  Along  philo- 
sophic lines,  though,  man  has  traveled  a much 
rockier  road.  His  spirituality  has  become  drowned 
in  all  sorts  of  “-isms,”  not  the  least  of  which  is 
hedonism,  which  quench  the  spirit  and  separate 
man  from  God,  and  therefore  from  the  greater 
good. 

At  Babel  man  set  out  to  construct  a tower  to 
reach  heaven.  He  was  well  on  his  way  to  accom- 
plishing his  goal  when  communications  broke  down 
and  every  man  went  his  own  separate  way,  with 
his  own  special  interests,  forgetting  both  the  proj- 
ect and  God.  There  has  never  been  any  indication 
that  things  have  changed  at  all  since  then. 

Man’s  technologic  reach  exceeds  his  grasp  not 
through  failure  of  intellect,  but  through  spiritual 
poverty.  God’s  “Futureworld”  is  outlined  in  the 
Bible’s  book  of  Revelation,  but,  unlike  Epcot,  it 
is  not  very  popular,  having  received  bad  press.  If 
man  would  dream  God’s  dream,  then  he  could  do 
it,  but  so  far  man  has  devoted  only  cursory  atten- 
tion to  his  spiritual  reach. 

J.B.T. 


Fred  E.  Hufstedler,  age  68.  Died  January  10,  1984. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 
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neui  member/ 


The  Joi  rnai  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 


BLOUNT  COUNTY  MEDICAL  SOCIETY 

John  Carl  McAmis,  M.D.,  Maryvlle 

CARTER  COUNTY  MEDICAL  SOCIETY 

Royce  E.  Blackman,  Jr.,  M.D.,  Butler 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Steven  R.  Anderson,  M.D.,  Chattanooga 
Frances  H.  Barnett,  M.D.,  Whitwell 
Channappa  Chandra,  M.D.,  Hixson 
Brian  J.  Corden,  M.D.,  Chattanooga 
Mary  A.  Duffy,  M.D.,  Chattanooga 
Charles  P.  Hughes,  M.D.,  Chattanooga 
M.  Owens  Nelson,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Robert  M.  Nollner,  M.D.,  Bolivar 
Lucius  F.  Wright,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Robert  D.  Mayfield,  M.D.,  Crossville 

GREENE  COUNTY  MEDICAL  SOCIETY 

Beverly  D.  Holt,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Robert  J.  Capps,  M.D.,  Knoxville 
Richard  W.  Greene,  M.D.,  Knoxville 
Gary  W.  Lethco,  M.D.,  Knoxville 
Thomas  R.  Littlefield,  M.D.,  Knoxville 
Gerald  L.  Mancebo,  M.D.,  Knoxville 
Lionel  D.  McCollum,  M.D.,  Knoxville 
John  W.  Neblett,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Claudia  Sainz  Andrews,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Elkhoja  Abed,  M.D.,  Memphis 
Thomas  H.  Crenshaw,  M.D.,  Memphis 
James  R.  Galyean,  III,  M.D.,  Memphis 
Santash  K.  Ganguli,  M.D.,  Memphis 
Oliver  F.  Hardy,  M.D.,  Memphis 
William  H.  Knight,  M.D.,  Memphis 
Gerald  H.  Lieberman,  M.D.,  Memphis 
Randall  J.  Moskovitz,  M.D.,  Memphis 
James  G.  Porterfield,  M.D.,  Memphis 
Edward  T.  Robbins,  M.D.,  Memphis 
Joseph  K.  Samaha,  M.D.,  Memphis 
Douglas  R.  Shanklin,  M.D.,  Memphis 
Ronnie  N.  Warner,  M.D.,  Memphis 
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(Student  Members) 

James  M.  Andrews,  Memphis 
Nicolas  B.  Appleton,  Memphis 
Charles  K.  Cartwright,  Memphis 
James  C.  Hall,  Memphis 
Ronald  K.  Jaekle,  Memphis 
Drew  A.  Kreegel,  Memphis 
Bryan  R.  Kurtz,  Memphis 
Donald  T.  McKnight,  Jr.,  Memphis 
William  H.  Moore,  Jr.,  Memphis 
Hoa  Nguyen,  Memphis 
Kenneth  R.  O’ Kelley,  Bartlett 
Sherry  L.  Roach,  Englewood 
Virginia  N.  Rodgers,  Memphis 
William  C.  Stanbery,  II,  Cleveland 
Paul  H.  Wakefield,  Red  Boiling  Springs 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

William  H.  Martin,  M.D.,  Oak  Ridge 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Dennis  M.  Aguirre,  M.D.,  Bristol 
Joseph  R.  Armstrong,  M.D.,  Bristol 
Steven  R.  Hanor,  M.D.,  Bristol 
Sharon  E.  Lail,  M.D.,  Kingsport 
E.  R.  Neely,  M.D.,  Kingsport 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Rajah  Karalabulasingam,  M.D.,  Portland 


pei/oAol  new/ 


Robert  Broady,  M.D.,  Sevierville,  and  his  wife  were 
recently  honored  by  the  Sevierville  Lions  Club  as  Cit- 
izens of  the  Year,  recognizing  their  work  in  the  county 
during  50  years  of  medical  service. 

Tim  Fabian,  M.D.,  Memphis,  was  awarded  the  Silver 
Quill  Award  as  “Communicator  of  the  Year”  by 
the  Memphis  Chapter,  Public  Relations  Society  of 
America. 

Burton  M.  Rudolph,  M.D.,  Knoxville,  has  taken  of- 
fice as  president  of  the  American  Association  for  Clin- 
ical Immunology  and  Allergy. 

Robert  C.  Russell,  M.D.,  has  been  elected  chief  of  staff 
of  University  Hospital  in  Knoxville.  Other  officers  ap- 
pointed were  Richard  L.  Whittaker,  M.D.,  chief  of  staff 
elect;  and  William  S.  Reid,  M.D.,  secretary. 

Thomas  A.  Turner,  M.D.,  Murfreesboro,  has  been  ap- 
pointed vice  regent  for  the  state  of  Tennessee  of 
the  International  College  of  Surgeons,  United  States 
Section. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Nine  TMA  members  qualified  for  the  AMA 
Physician’s  Recognition  Award  during  Decem- 
ber 1983. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these  hours 
must  be  Category  1 . 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA 

Jack  Benhayon,  M.D.,  Knoxville 
Elaine  M.  Bunick,  M.D.,  Oak  Ridge 
Donald  R.  Campbell,  M.D.,  Chattanooga 
John  C.  Gaw,  M.D.,  McMinnville 
David  L.  Hudson,  M.D.,  Murfreesboro 
Stephen  M.  Kimbrough,  M.D.,  Johnson  City 
Frank  H.  Lowry,  M.D.,  Madisonville 
W.  Charles  A.  Sternbergh,  Jr.,  M.D., 
Chattanooga 

Melborne  A.  Williams,  M.D.,  Nashville 


national  new/ 


From  the  AMA's  Office  in  Washington,  D.C. 

More  Baby  Doe 

Federal  regulations  were  issued  in  January,  but  the 
“Baby  Doe”  controversy  shows  no  signs  of  quieting. 

The  new  regulations  offer  changes  of  style,  not  sub- 
stance. Although  the  new  rule  says  that  hospital  review 
boards  can  act  as  mediators  in  disputes  over  care,  it 
retains  the  government’s  right  of  final  say.  The  Depart- 
ment of  Health  and  Human  Services  is  still  free  to  ov- 
erride the  opinions  of  parents,  physicians,  hospital 
administrators,  and  even  the  review  board. 

Posted  notices,  although  smaller  and  more  discreet 
in  location,  will  still  publicize  the  toll-free,  24-hour  HHS 
phone  number.  However,  cases  of  suspected  neglect 
may  be  reported  to  the  hospital  review  board  or  state 
child  protection  agency  instead  of  Washington,  D.C.  If 
federal  HHS  offices  decide  that  neglect  did  occur,  the 
hospital  stands  to  lose  all  federal  funds,  including  Med- 
icare and  Medicaid. 

The  rule’s  start-up  date,  set  for  Feb.  11,  should  be 
deferred,  say  a coalition  of  medical  groups.  According 
to  a letter  sent  to  HHS  Secretary  Margaret  Heckler  by 
the  American  Medical  Association,  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  the  American 
Academy  of  Family  Physicians,  and  the  Association  of 
American  Medical  Colleges,  a deferral  will  give  the 
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courts  time  to  decide  whether  Section  504  of  the  Federal 
Rehabilitation  Act  applies,  as  HHS  claims  it  does. 

The  extra  time  would  also  give  local  ethical  review 
boards  a chance  to  offer  advice  about  these  critical  care 
decisions,  according  to  the  coalition.  Many  of  these 
committees  are  just  now  being  established  and  could 
operate  more  smoothly  without  HHS  breathing  down 
their  necks,  they  say. 

Furthermore,  a deferral  would  not  affect  the  claimed 
authority  of  the  government  in  the  “Baby  Doe”  arena, 
the  medical  groups  told  Heckler.  It  is  unlikely  that  a 
deferral  would  interfere  with  any  life-saving  measures, 
they  added. 

Healthier  America,  but 
There’s  a Cost 

Americans  are  healthier  than  ever,  according  to  the 
annual  report,  “Health  United  States,”  released  by  the 
Department  of  Health  and  Human  Services  in  January. 
But  the  price  tag  for  health  care  services  also  continues 
to  climb,  outstripping  inflation,  the  report  shows. 

Health  Status 

• After  a temporary  decline  after  the  1980  flu  epi- 
demic, American  life  expectancy  has  resumed  its  up- 
ward trend.  Women  born  in  1982  can  expect  to  live  to 
age  78.2  years,  up  from  77.9  years  in  1981.  Men  will 
live  an  average  of  70.8  years,  up  from  70.3  in  1981. 

• Infant  mortality  continues  to  decline,  reaching  11.2 
deaths  per  1,000  live  births,  down  from  11.7  deaths  in 
1981.  But  the  mortality  rate  for  black  infants  remains 
almost  twice  as  high  as  for  whites. 

• Fertility  climbed  in  the  late  1970s,  reversing  the 
plummet  of  birth  rates  seen  in  the  early  part  of  the 
decade.  Yet,  it  is  far  from  the  proportions  of  the  “baby 
boom”  of  the  1950s.  There  were  15.9  births  per  1,000 
population  in  1980,  compared  to  25.0  births  per  1,000 
population  in  1955.  The  average  number  of  births  ex- 
pected by  women  18  to  34  years  of  age  has  decreased 
during  the  past  decade  from  2.6  in  1971  to  2.2  in  1980. 

• Cardiovascular  disease  and  cerebrovascular  dis- 
ease claimed  fewer  lives  in  1982  than  in  1981,  from  196 
to  190  deaths  per  100,000  population  and  38  to  36  deaths 
per  100,000  population,  respectively.  Malignant  neo- 
plasms have  increased,  however,  from  131  to  133  deaths 
per  100,000  population  between  1981  and  1982. 

Health  Care  Expenditures 

• In  1982,  health  care  expenditures  in  the  United 
States  totaled  $322.4  billion,  an  average  of  $1,365  per 
person,  and  comprised  10.5%  of  the  gross  national 
product.  By  comparison,  1981  health  care  expenditures 
totaled  $286.6  billion,  an  average  of  $1,225  per  person, 
and  comprised  9.8%  of  the  gross  national  product. 

• Medical  care  prices  continued  to  increase  above 
and  beyond  the  inflation  rate,  the  report  said.  Between 
1981  and  1982,  medical  care  prices  grew  11.6%,  com- 
pared to  a 6.1%  increase  in  the  Consumer  Price  Index. 
In  the  prior  year,  medical  care  prices  grew  10.8%,  com- 
pared to  a 10%  increase  in  the  overall  index. 

• Hospital  care  expenditures  continue  to  claim  the 
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largest  share  of  the  health  care  dollar — 42%  of  all  ex- 
penditures in  1982.  Physician  services,  dentist  services 
and  nursing  home  care  accounted  for  19% , 6%  and  9% , 
respectively. 

Utilization  of  Health  Care  Resources 

• Cardiac  catheterization  among  middle-aged  and 
elderly  men  continues  to  increase  rapidly.  Between  1979 
and  1981,  cardiac  catheterization  increased  97%  for  men 
over  age  65  and  34%  for  men  aged  45  to  64.  Coronary 
bypass  surgery  increased  27%  for  younger  men  and 
89%  for  men  over  age  65. 

• CAT  scans  among  hospitalized  persons  doubled 
between  1979  and  1981,  from  0.8  to  1.8  per  1,000  per- 
sons in  all  age  and  sex  groups. 

• Diagnostic  ultrasound  among  hospitalized  women 
increased  91%  between  1979  and  1981.  The  increase 
was  particularly  dramatic — 126% — in  women  over  age 
65. 

• Lens  extraction  among  the  elderly  increased  30% 
between  1979  and  1981.  Furthermore,  57%  of  these 
procedures  were  accompanied  by  the  insertion  of  a 
prosthetic  lens  in  1981,  compared  with  36%  in  1979. 

Health  Care  Resources 

• The  proportion  of  women  among  graduates  of 
health  professions’  schools  has  increased  steadily  since 
the  1960s.  The  proportion  of  female  medical  school 
graduates  jumped  from  5%  in  1955  to  23%  in  1980. 

• Compared  to  voluntary  hospitals,  both  urban  and 
rural  public  hospitals  had  higher  newborn  death  rates 
and  a greater  incidence  of  low-birth-weight  infants. 

• In  metropolitan  areas,  public  hospitals  treated 
more  minority  patients  than  voluntary  hospitals  (20% 
vs  11%),  more  Medicaid  patients  (15%  vs  8%)  and 
more  uninsured  patients  (12%  vs  6%). 

Hospitals  Win/Lose  Under 
Final  DRGS 

Hospitals  got  several  things  they  asked  for  in  the 
final  regulations  for  Medicare’s  new  fixed-price  pay- 
ment system,  but  they’ll  have  to  live  with  a $24-million 
reduction  in  reimbursement  next  year. 

The  final  regulations  for  the  Diagnosis  Related 
Groups  (DRGs)  published  in  the  Federal  Register  Jan. 
3 offer  several  important  changes  in  the  regulations  in 
effect  since  Oct.  1.  The  new  rules  are  expected  to  cut 
Medicare  payments  to  hospitals  by  more  than  $100  mil- 
lion a year  after  1986. 

Hospitals  generally  were  pleased  with  changes  that 
loosen  the  criteria  for  exemptions  from  DRGs  for  cer- 
tain types  of  hospitals,  that  permit  hospitals  to  charge 
Medicare  patients  for  requested  services  the  hospital 
and  physician  have  found  unnecessary,  and  modify  the 
calculation  of  payments  for  unusually  lengthy  or  costly 
cases.  Some  physician  groups,  including  the  AMA, 
commended  HCFA  for  modifications  relating  to  indi- 
rect medical  education  costs,  but  they  reiterated  their 
opposition  to  the  “radical  restructuring”  of  the  health 
care  system  under  DRGs. 

Both  hospitals  and  physician  groups  are  unhappy 
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about  an  OMB-instigated  modification  that  hospital  ex- 
perts predict  will  reduce  the  payment  per  Medicare  case 
by  $9  to  $13  and  decrease  total  Medicare  payments  to 
hospitals  by  $24  million  next  year.  The  diminished  pay- 
ments result  from  a decrease  in  the  inflation  update  for 
DRG  rates  from  the  11.7%  published  in  the  interim 
regulations  to  10.9%  in  the  final  regulations. 

Though  critical  of  the  precedent  set  by  the  reduction 
in  the  inflation  factor,  hospital  officials  say  its  initial 
impact  is  outweighed  by  their  success  in  renegotiating 
the  way  DRG  payments  are  calculated  for  outlier  cases 
that  exceed  normal  lengths  of  stay  or  are  unusually 
costly.  In  effect,  the  change  means  that  during  the  tran- 
sition to  a totally  national  DRG  rate,  hospitals  will  be 
paid  somewhat  more  for  the  bulk  of  their  cases  but  will 
receive  less  for  outlier  cases  than  under  the  interim 
regulations. 

Diet/Drug  Studies  Reduce  Heart 
Attack  Risk 

Coronary  heart  disease  can  be  prevented  in  men  at 
high  risk  by  lowering  blood  cholesterol  levels  through 
diet  and  drugs,  according  to  a government  study  re- 
leased in  January  in  the  pages  of  the  Journal  of  the 
American  Medical  Association. 

Men  receiving  the  anti-cholesterol  drug  cholestyra- 
mine experienced  a total  of  155  fatal  and  non-fatal  heart 
attacks  compared  to  187  attacks  experienced  by  men 
receiving  a placebo,  an  NIH  study  found. 

Investigators  calculated  that  the  drug  produced  a 
24%  reduction  in  fatal  heart  attacks  and  a 19%  reduc- 
tion in  non-fatal  heart  attacks. 

There  were  other  indicators  of  reduced  risk:  persons 
receiving  the  drug  experienced  a 24%  reduction  in  pos- 
itive ECG,  a 20%  reduction  in  angina,  and  a 21%  re- 
duction in  coronary  bypass  surgery,  compared  to  persons 
receiving  a placebo. 

“These  results  have  the  potential  to  markedly  reduce 
the  large  number  of  heart  attack  deaths  presently  ex- 
perienced in  this  country,”  said  C.  Edward  Davis,  Ph.D., 
deputy  director  of  the  Lipid  Research  Clinic  Program 
at  the  University  of  North  Carolina  in  Chapel  Hill. 
Coronary  heart  disease  is  responsible  for  more  deaths 
in  the  United  States  than  any  other  disease:  one  per 
minute,  or  more  than  half  a million  each  year. 

Of  the  560,000  persons  who  die  in  the  United  States 
each  year  from  heart  attacks  caused  by  atherosclerosis, 
an  estimated  100,000  could  be  saved  by  the  study’s  anti- 
cholesterol regimen,  said  Basil  Rifkind,  M.D.,  of  the 
National  Heart,  Lung  and  Blood  Institute  in  Washing- 
ton, D.C. 

The  study  was  large  and  complex:  3,806  participants 
visited  13  medical  centers  across  the  United  States,  col- 
lectively making  193,000  clinic  visits,  generating  over  1 
million  data  forms,  giving  341,000  blood  samples,  and 
undergoing  72,000  electrocardiograms. 

Participants  were  men  aged  35  to  59  who  had  blood 
cholesterol  levels  of  at  least  265  mg/dl,  but  no  clinical 
evidence  of  disease.  The  group  was  divided  evenly  into 
two  identical  subsets:  half  received  diet  instructions  (re- 
stricted to  400  mg  of  cholesterol  per  day)  and  a placebo 


while  the  other  half  received  identical  diet  instructions 
and  the  drug  cholestyramine.  The  study  was  double- 
blind. Each  patient  was  followed  at  least  seven  years;  a 
few  were  followed  10  years. 

When  both  treatment  groups  were  on  diet  only,  there 
was  an  average  3.5%  fall  in  total  cholesterol  and  a 4.0% 
fall  in  LDL  cholesterol  for  all  persons.  With  initiation 
of  drug  therapy,  differences  in  cholesterol  levels  be- 
tween the  two  treatment  groups  became  apparent  dur- 
ing the  first  year  and  maintained  that  gap  throughout 
the  study.  Differences  in  disease  rates  between  the  two 
groups  became  apparent  by  the  third  years  and  widened 
for  the  duration  of  the  study. 

It  has  long  been  accepted  that  high  cholesterol  levels 
are  linked  to  elevated  incidence  of  heart  disease.  How- 
ever, it  had  never  actually  been  proven  that  cholesterol 
reduction  causes  a parallel  reduction  of  disease.  This 
study  shows  that,  as  a rough  rule  of  thumb,  each  1% 
fall  in  cholesterol  level  is  associated  with  a 2%  reduction 
in  the  rate  of  heart  attack. 

The  study’s  findings  should  be  extended  to  women 
and  younger  men  with  high  blood  cholesterol  levels,  the 
researchers  said.  People  with  more  modest  cholesterol 
elevation  could  also  benefit  by  cholesterol  reduction, 
they  say. 


New  Anti-Smoking  Gum 

The  Food  and  Drug  Administration  has  approved  a 
chewing  gum  containing  nicotine  to  help  physically  de- 
pendent cigarette  smokers. 

Available  only  by  prescription,  the  gum  Nicorette 
does  not  eliminate  the  desire  for  a cigarette  but  can 
provide  a short-term  alternative  source  of  nicotine.  FDA 
officials  say  Nicorette  is  not  addictive,  however. 

According  to  FDA,  smokers  who  have  a high  phys- 
ical dependence  on  nicotine  are  the  most  likely  to  ben- 
efit from  use  of  the  gum.  Such  persons  typically  smoke 
more  than  15  cigarettes  a day,  prefer  brands  of  ciga- 
rettes with  amounts  of  nicotine  greater  than  0.9  mg 
each,  and  find  the  first  cigarette  in  the  morning  the 
hardest  to  give  up. 

The  gum  should  not  be  used  by  pregnant  or  nursing 
mothers,  persons  with  certain  heart  conditions,  persons 
with  a disease  that  makes  chewing  difficult,  and  non- 
smokers,  according  to  FDA. 

Hospital  Mergers  Increase  Costs 

Hospital  mergers  substantially  increase  Medicare  and 
Medicaid  costs,  and  federal  rules  governing  accounting 
practices  employed  in  such  transactions  should  be  tight- 
ened, according  to  Congress’  General  Accounting  Of- 
fice. 

Anticipated  for  several  months,  the  GAO  findings 
focus  on  the  Hospital  Corporation  of  America’s  (HCA) 
acquisition  of  54  hospitals  from  INA  Corp.  Earlier  ru- 
mors about  the  upcoming  report  had  led  to  a decline  in 
HCA  stock,  but  the  new  report  has  been  revised.  While 
it  does  estimate  that  the  acquisition  increased  overall 
capital  costs  of  the  hospitals  by  about  $55  million  and 
questions  some  HCA  accounting  techniques,  it  stops 
short  of  alleging  the  practices  were  illegal. 
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The  report  was  requested  by  Rep.  Willis  Gradison 
(R-OH)  of  the  House  Ways  and  Means  Committee, 
who  said  the  present  Medicare  policy  rewards  “those 
who  traffic  in  hospitals.” 

Although  Medicare’s  new  diagnosis  related  groups 
reimbursement  will  move  hospitals  away  from  cost-based 
reimbursement  and  pay  a fixed  price  per  case,  the  GAO 
findings  are  still  relevant  since  capital  costs  will  continue 
to  be  paid  on  a cost  basis  until  1986.  Gradison  said  he 
will  seek  hearings  in  the  Ways  and  Means  Health  Sub- 
committee and  may  introduce  “remedial”  legislation. 

HCA  officials  responded  they  welcomed  the  hear- 
ings, had  done  nothing  improper  and  don’t  expect  any 
deterioration  in  HCA’s  “financial  position.” 


FTC  Study  Hits  Ophthalmologists 

Opticians  can  fit  contact  lenses  as  well  as  ophthal- 
mologists, at  a lower  cost  to  the  consumer,  according  to 
a new  Federal  Trade  Commission  report.  But  the  report 
has  come  under  fire  by  ophthalomologists,  who  fear  that 
its  widespread  acceptance  could  harm  patients  who  need 
the  medical  attention  of  a physician. 

This  finding,  if  accepted  by  FTC  commissioners,  could 
result  in  a loosening  of  restrictions  on  the  business  prac- 
tices of  opticians.  An  earlier  but  similar  FTC  report  on 
eye  glasses  and  eye  examinations  has  become  the  basis 
for  a new  FTC  rulemaking. 

The  FTC  study  said  there  is  little  difference  in  the 
quality  of  contact  lens  fitting  performed  by  opticians, 
optometrists,  and  ophthalmologists.  The  majority  of 
500  contact  lens  wearers  from  18  cities,  when  inter- 
viewed and  examined,  were  found  to  have  healthy  eyes 
and  well-fitting  contacts.  Only  a handful  of  patients  had 
serious  ocular  abnormalities;  of  these,  most  did  not  re- 
late to  contact  lens  wear. 

There  was  a wide  range  in  costs,  however.  The  av- 
erage price  for  lenses,  including  examination,  ranged 
from  $119  to  $183  for  hard  lenses  and  from  $150  to  $234 
for  soft  lenses.  The  FTC  said  that  ophthalmologists  were 
the  most  expensive,  commercial  optometrists  were  the 
least  expensive,  and  opticians  and  noncommercial  op- 
tometrists charged  prices  somewhere  in  between. 

“The  findings  call  into  question  claims  that  restric- 
tions on  contact  lens  fitting  by  non-physicians  are  nec- 
essary to  protect  the  public,”  according  to  the  report. 
Such  restrictions  may  increase  costs  to  consumers  by 
limiting  the  choices  available  to  them  and  reducing  com- 
petition in  the  marketplace,  the  report  adds. 

Some  states  forbid  opticians  to  fit  lenses,  while  oth- 
ers permit  opticians  to  fit  lenses  only  under  the  super- 
vision of  an  ophthalmologist  or  optometrist.  In  the 
remaining  states,  the  restrictions  are  fuzzy;  state  courts 
have  reached  differing  opinions. 

Physicians  dispute  both  the  methodology  and  the 
conclusions  of  the  study.  Only  an  ophthalmologist  has 
the  medical  training  to  handle  complications  or  hard- 
to-fit  patients,  says  the  American  Academy  of  Oph- 
thalmology. Since  the  FTC  questioned  only  persons  who 
were  wearing  contacts  at  the  time,  it  may  have  over- 
looked difficult  cases,  such  as  persons  with  unusual  eye 
structure  or  pathology.  An  eyeglass  wearer  reading  the 
report  has  no  way  of  knowing  if  he  is  a problem-free 


lens  wearer  or  if  he  may  encounter  difficulties,  says  the 
physicians  group. 


Pacemaker  Abuses  Hotline 

The  Health  Care  Financing  Administration,  which 
has  been  accused  by  some  congressional  committees  of 
inadequately  policing  rebates  and  other  abuses  in  the 
cardiac  pacemaker  industry,  has  notified  its  Medicare 
contractors  that  rebates,  kickbacks  and  other  such  in- 
dustry practices  may  be  subject  to  fines  of  $25,000  or 
five-year  prison  terms. 

A form  letter  to  be  sent  to  all  the  pacemaker  sup- 
pliers covered  by  the  contractor  was  included  with  the 
instructions.  It  suggests  that  these  and  other  abuses  can 
be  reported  on  a fraud  hotline  maintained  by  the  Health 
and  Human  Services  Department’s  Office  of  Inspector 
General. 


announcement/ 


April  1-5 

April  1-6 
April  2-3 

April  2-4 

April  4 

April  6-8 

April  6-8 
April  7-13 

April  8-11 
April  8-14 
April  8-12 
April  9-13 
April  11-14 
April  11-14 
April  25-28 
April  25-28 
April  26-29 
April  26-29 


CALENDAR  OF  MEETINGS 

NATIONAL 

American  Association  of  Pathologists — 
Radisson  Hotel,  St.  Louis 
American  Physiological  Society — St.  Louis 
Nutrition,  Eating  and  Behavior  Conference 
(sponsored  by  Georgia  State  Univ.) — 
Atlanta 

Genetics  & the  Law  Conference  (sponsored 
by  Amer.  Society  of  Law  and  Medicine) — 
Westin  Hotel,  Boston 

Association  for  the  Care  of  Asthma — Hyatt 
Regency  Embarcadero  Center,  San 
Francisco 

Orthopedic  Symposium  on  the  Cervical  Spine 
(sponsored  by  St.  Luke’s  Episcopal  Hosp. 
and  Baylor  College  of  Med.) — Westin  Gal- 
leria Hotel,  Houston 

Society  of  Pediatric  Radiology — Convention 
Center,  Las  Vegas 

Navy  Occupational  and  Environmental 
Health  Workshop — Pavilion  Tower  Hotel, 
Virginia  Beach,  Va. 

American  College  of  Emergency  Physicians 
Winter  Symposium — Scottsdale,  Ariz. 
American  Academy  of  Neurology — Shera- 
ton Hotel,  Boston 

American  Association  of  Neurological  Sur- 
geons— San  Francisco  Hilton 
American  Roentgen  Ray  Society — Hilton 
Hotel,  Las  Vegas 

American  Burn  Association — San  Francisco 
Hyatt 

Association  for  Surgical  Education — Hilton 
Head  Inn,  S.C. 

American  College  Health  Association — 
Hyatt  Regency  Peachtree  Center,  Atlanta 
Virginia  Society  of  Ophthalmology  Annual 
Meeting — Williamsburg,  Va. 

American  College  of  Physicians — Atlanta 
Hilton 

Virginia  Society  of  Otolaryngology — Head 
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and  Neck  Surgery  Annual  Meeting — Wil- 
liamsburg (Va.)  Conference  Center 
April  29-May  4 American  Occupational  Medical  Associa- 
tion— Biltmore  Hotel,  Los  Angeles 
April  30-May  4 Society  for  Pediatric  Research — Hilton  Ho- 
tel, San  Francisco 

April  30-May  5 Ambulatory  Pediatric  Association — Hilton 
Hotel.  San  Francisco 


May  2-5 
May  2-6 
May  4-6 
May  4-7 

May  5-12 
May  6-7 
May  6-9 
May  6-9 
May  6-10 
May  6-10 
May  6-11 
May  7-9 
May  8-10 

May  9-12 
May  11-12 

May  16-18 
May  19-25 
May  19-25 
May  20-23 
May  23-26 


Christian  Medical  Society — Oakbrook  Hyatt, 
Chicago 

American  Association  of  Suicidology — Cap- 
tain Cook,  Anchorage,  Alaska 
American  College  of  Psychoanalysts — Am- 
bassador Hotel,  Los  Angeles 
American  Society  for  Clinical  Investiga- 
tion— Shoreham  and  Sheraton  Washington, 
Washington,  D.C. 

American  Society  for  Head  and  Neck  Sur- 
gery— The  Breakers,  Palm  Beach,  Fla. 
American  Otological  Society — The  Break- 
ers, Palm  Beach,  Fla. 

American  Association  of  Plastic  Surgeons — 
Drake  Hotel,  Chicago 
American  Broncho-Esophagological  Associ- 
ation— The  Breakers,  Palm  Beach.  Fla. 
Aerospace  Medical  Association — Town  and 
Country  Hotel,  San  Diego 
American  Urological  Association — River- 
gate  Convention  Center,  New  Orleans 
American  Society  of  Colon  and  Rectal  Sur- 
geons— Hyatt  Regency,  New  Orleans 
American  Association  for  Thoracic  Sur- 
gery— New  York  Hilton 
American  Laryngological,  Rhinological  and 
Otological  Society — The  Breakers,  Palm 
Beach,  Fla. 

American  College  of  Legal  Medicine — Loews 
Paradise  Valley,  Scottsdale.  Ariz. 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — The  Breakers,  Palm 
Beach,  Fla. 

American  Geriatrics  Society — Hilton  Hotel, 
Denver 

American  Gastroenterological  Association — 
Hilton  Hotel,  New  Orleans 
American  Society  of  Gastrointestinal  Endos- 
copy— Hilton  Hotel,  New  Orleans 
American  Thoracic  Society — Fontainebleau, 
Miami  Beach 

American  College  of  Sports  Medicine — Town 
and  Country  Hotel,  San  Diego 


STATE 

April  1-4  Southeastern  Surgical  Congress — Opryland 

Hotel,  Nashville 

April  11-14  Tennessee  Medical  Association  149th  An- 
nual Meeting — Hyatt  Regency  Hotel.  Knox- 
ville 


ERRATUM 

In  the  article  “Response  to  High  Blood  Pressure 
Screening  and  Referral  by  Medical  Students  in  Rural 
Communities”  by  Brad  Blankenship  and  Arden  D. 
Barnett,  Jr.,  Vol.  77,  No.  2,  February  1984,  on  page 
83  the  title  for  Table  2 should  read:  Responses  to 
Question  1 by  Race/Sex. 


Let  Us  Help  Your  Patients 
Learn  To  Live  With  It. 


• Inpatient  Treatment 

• Inpatient  and  Outpatient 
Physical  Therapy 

• Inpatient  and  Outpatient 
Rheumatologic  Consultation 

• Patient  Education 

24-HOUR  LINE 

Toll  Free  in  Arkansas  1-800-272-2171 
Call  collect  501-624-1281 

Levi  Arthritis 
Hospital 

P.  0.  Box  850  • Hot  Springs,  Arkansas  71902 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

January  14-15,  1984 


The  following  is  a summary  of  the  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical  Associa- 
tion at  its  regular  first  quarter  meeting  in  Nashville  on  January  14-15,  1984. 


Impaired  Physician  Committee 

THE  BOARD: 

Voted  to  oppose  the  Medicare  DRG  assignment  of  8.1  days  for  the  treatment 
of  alcoholism,  and  directed  that  the  committee  submit  a resolution  to  the  TMA 
House  of  Delegates  urging  that  this  regulation  be  modified  to  a more  realistic 
assignment  of  21  to  28  days. 

Committee  on  Continuing 
Medical  Education 

Received  a report  regarding  the  new  CME  accreditation  procedures  which  went 
into  effect  Jan.  1 and  that  the  CME  Committee  has  made  seven  site  visits 
during  the  last  quarter  of  1983  with  an  equal  number  scheduled  for  the  first 
quarter  of  1984. 

Legislative  Committee 

Voted  to  oppose  state  tax  reform  measures  which  would  put  any  tax  on  sick 
people  in  the  state,  whether  in  the  form  of  a sales  or  business  tax  or  any  type 
of  tax  that  is  not  broadly  based.  Also  voted  to  support  legislation  raising  the 
legal  drinking  age  from  18  to  21. 

Nominating  Committee 
Appointments 

Elected  these  members  of  the  Nominating  Committee  for  the  TMA  House  of 
Delegates:  East  Tennessee — Drs.  George  A.  Zirkle,  Jr.,  Knoxville,  Jack  But- 
terworth,  Jr.,  Bristol,  John  E.  Strickland,  Jr.,  Chattanooga;  Middle  Tennes- 
see— Drs.  James  W.  Hays,  Nashville,  Charles  E.  Jordan,  III,  Cookeville,  Lloyd 
T.  Brown,  Gallatin;  West  Tennessee — Drs.  Phillip  A.  Pedigo,  Memphis,  Oscar 
M.  McCallum,  Henderson,  James  H.  Ragsdale,  Union  City. 

Appointment  of  Standing  and 
Special  Committees  for  1984 

Considered  and  nominated  physicians  to  serve  on  each  of  the  standing  and 
special  committees  of  the  Tennessee  Medical  Association.  In  considering  the 
appointments,  the  Board  took  into  consideration  the  geographical  divisions  of 
the  state  and  established  the  terms  of  the  committee  members  in  keeping  with 
the  Constitution  and  By-Law  requirements.  All  appointments  will  become  ef- 
fective at  the  conclusion  of  the  TMA  Annual  Meeting  in  April.  A list  of  the 
appointments  made  is  on  file  at  the  TMA  office  and  is  part  of  the  official 
Minutes. 

Distinguished  Service  Awards 

Voted  to  present  the  TMA  Distinguished  Service  Award  to  Dr.  Allen  S.  Ed- 
monson, Memphis,  and  Dr.  Grant  W.  Liddle,  Nashville. 

TMA-Student  Education  Fund 
Board  Appointments 

Reappointed  Dr.  Robert  L.  Chalfant,  Nashville,  and  Dr.  Allen  S.  Boyd,  Jr., 
Memphis,  for  three-year  terms  to  serve  on  the  TMA-SEF  Board;  Dr.  Billy  J. 
Allen,  Chattanooga,  was  appointed  to  serve  for  a three-year  term. 

Tennessee  Medical  Foundation 
Appointments 

Appointed  Dr.  C.  Eugene  Jabbour,  Memphis,  and  Dr.  John  B.  Thomison, 
Nashville,  to  serve  on  the  Board  of  the  Tennessee  Medical  Foundation. 

State  Volunteer  Mutual 
Insurance  Company 

Named  Drs.  William  F.  Buchner,  Chattanooga,  Luthur  A.  Beazley,  Jr.,  Nash- 
ville, and  Hugh  Francis,  Jr.,  Memphis,  to  serve  on  the  SVMIC  Loss  Prevention 
Committee.  The  Board  received  a report  that  receipts  exceeded  expenses  from 
the  Loss  Prevention  Seminars  presented  by  TMA/SVMIC  in  1983  and  that 
plans  were  proceeding  for  an  SVMIC  office  building  to  be  erected.  SVMIC 
will  adopt  a new  classification  system,  to  be  phased  in  over  a two-year  period, 
with  12  rather  than  the  present  seven  categories,  plus  a new  surcharge  table. 
A $3  million  dividend,  payable  to  policyholders  as  a premium  credit  in  1984, 
will  be  made. 
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IMPACT 

Received  a report  that  Independent  Medicine’s  Political  Action  Committee- 
Tennessee  (IMPACT)  membership  has  increased  by  approximately  200  over 
last  year’s  membership  totals. 

Mid-South  Foundation  for 
Medical  Care  Report 

Reviewed  documents  received  from  the  Mid-South  Foundation  for  Medical 
Care  including  a current  status  report  on  PRO  implementation  nationally,  the 
Implementation  Schedule  for  the  Foundation  in  Southwest  Tennessee  and  the 
proposed  PRO  Implementation  Schedule  for  all  states. 

Resolution  Review 

Reviewed  resolutions  adopted  by  the  TMA  House  of  Delegates  seven  years 
previously,  which  will  expire  unless  reintroduced  and/or  reaffirmed  by  the  House 
in  1984.  Resolutions  Nos.  2-77,  3-77,  5-77,  6-77,  and  9-77  will  not  be  reintro- 
duced. Resolutions  Nos.  4-77  and  8-77  will  be  reintroduced.  An  amendment 
to  the  By-Laws,  providing  implementation  of  Resolution  No.  1-77,  will  be  in- 
troduced to  allow  one  delegate  and  alternate  from  each  of  the  medical  schools 
in  the  state,  elected  through  the  component  society  of  which  the  student  must 
be  a member.  The  delegate  and  alternate  will  be  a delegate  and  alternate  for 
the  component  society  with  full  voting  rights  in  the  House  of  Delegates  and 
shall  be  eligible  to  hold  office. 

Community  Service  Award 

Voted  that  Mason  Granger,  Memphis,  Patricia  Cole  Thurston,  Maryville,  and 
Angeline  Yarbro,  Tiptonville,  be  presented  with  the  TMA  Community  Service 
Award. 

Health  Policy  Agenda  Report 

Reviewed  a 12-minute  slide  presentation  regarding  the  AMA’s  Health  Policy 
Agenda.  Dr.  Allen  Edmonson,  TMA’s  representative  on  the  Advisory  Com- 
mittee, reported  as  to  activities  to  date  and  outlined  future  plans. 

Committee  on  TMA 
Group  Insurance 

Approved  a new  TMA-sponsored  group  major  medical  insurance  program  to 
be  offered  to  members  beginning  March  1,  1984. 

Conference  on  School 
Health  Education 

Agreed  to  cosponsor  a statewide  conference  on  school  health  education  with 
the  American  Lung  Association  of  Tennessee. 

Travel  Committee 

Agreed  to  sponsor  a two-week  Mediterranean/Greek  Isles  cruise  in  September. 

Physician  Recruitment 
Exchange 

Voted  to  again  cosponsor  a Physician  Recruitment  Exchange  during  1984  with 
the  Tennessee  Department  of  Health  and  Environment. 

ACCME  Letter 

Nominated  Dr.  E.  William  Rosenberg,  Memphis,  to  serve  on  the  Committee 
for  Review  and  Recognition  (CRR)  of  the  Accreditation  Council  for  Continu- 
ing Medical  Education. 

Mandatory  Second  Opinion 

Reiterated  its  opposition  to  mandatory  second  opinion  programs  after  receiv- 
ing a complaint  against  Prudential  Insurance  Company. 

Home  Health  Agencies 

Referred  to  the  Governmental  Medical  Services  Committee  letters  of  com- 
plaint regarding  methods  of  solicitation  of  patients  by  some  home  health  agen- 
cies. 

AMA  House  of  Delegates  Report 

Heard  a report  from  Dr.  Hamel  Eason,  Memphis,  chairman  of  the  TMA  del- 
egation to  the  AMA  House  of  Delegates,  regarding  actions  of  the  AMA  Hou- 
se at  the  December  Interim  Meeting.  He  outlined  action  regarding  the  JCAH 
medical  staff  provisions  as  well  as  discussions  regarding  indemnity  vs.  UCR  as 
a reimbursement  method. 

Appointment  of  Legal  Counsel 

Reappointed  Mr.  Charles  L.  Cornelius,  Jr.,  as  TMA’s  legal  counsel  for  1984. 

Financial  Statement 

Approved  the  1983  Financial  Statement  and  the  1984  Budget. 

Advisory  Panel  for 
Liver  Transplants 

Named  the  following  members  to  serve  on  a Medicaid  Medical  Advisory  Panel 
for  liver  transplants:  West  Tennessee — Dr.  L.  G.  Britt  or  Dr.  James  Warren 
Williams,  Memphis;  Middle  Tennessee — Dr.  Harry  Lee  Greene,  Nashville;  East 
Tennessee — Dr.  Phillip  M.  Ricks,  Oak  Ridge.  r 
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Notes  on  Medical  History 


John  Wesley’s  “Primitive  Physic” — 
Not  So  Primitive 


John  Wesley  (1703-1791),  of  Methodist  fame,  was 
concerned  with  more  than  souls.  In  1747,  he  published 
“Primitive  Physic:  Or  an  Easy  and  Natural  Method  of 
Curing  Most  Diseases.”  The  work  must  have  been  a 
success  because  the  copy  I came  upon  was  the  24th 
edition,  revised  and  corrected,  and  published  at  Phil- 
adelphia in  1795. 1 I found  the  following  excerpts  from 
his  preface  of  interest  and  not  so  primitive: 

“One  grand  preventative  of  pain  and  sickness  of 
various  kinds,  seems  intimated  by  the  great  Author  of 
nature  in  the  very  sentence  that  intails  death  upon  us: 
‘In  the  sweat  of  thy  face  shalt  thou  eat  bread,  till  thou 
return  to  the  ground.’  The  power  of  exercise,  both  to 
preserve  and  restore  health,  is  greater  than  can  well 
be  conceived;  especially  in  those  who  add  temperance 
thereto;  who  if  they  do  not  confine  themselves  alto- 
gether to  eat  either  ‘bread  or  the  herb  of  the  field’ 
(which  God  does  not  require  them  to  do)  yet  steadily 
observe  both  that  kind  and  measure  of  food,  which 
experience  shews  to  be  most  friendly  to  strength  and 
health  ...  As  to  the  manner  of  using  the  medicines 
here  set  down,  I should  advise,  As  soon  as  you  know 
your  distemper  (which  is  very  easy,  unless  in  a compli- 
cation of  disorders,  and  then  you  would  do  well  to 
apply  to  a physician  that  fears  God)  First,  Use  the  first 
of  the  remedies  for  that  disease,  which  occurs  in  the 
ensuing  collections;  (unless  some  other  of  them  be 
easier  to  be  had,  and  then  it  may  do  just  as  well). 
Secondly,  After  a competent  time,  if  it  takes  no  effect, 
use  the  second,  the  third,  and  so  on.  I have  purposely 
set  down  (in  most  cases)  several  remedies  for  each  dis- 
order; not  only  because  all  are  not  equally  easy  to  be 
procured  at  all  times,  and  in  all  places;  but  likewise 
the  medicine  that  cures  one  man,  will  not  always  cure 
another  of  the  same  distemper.  Nor  will  it  cure  the 
same  man  at  all  times  . . . Thirdly,  Observe  all  the 
time  the  greatest  exactness  in  your  regimen  or  manner 
of  living  . . . Use  plain  diet,  easy  of  digestion  . . . Drink 
only  water,  if  it  agrees  with  your  stomach;  if  not,  good, 
clear  small  beer  . . . Above  all,  add  to  the  rest  (for  it 
is  not  labour  lost)  that  old  unfashionable  medicine, 
prayer.  And  have  faith  in  God  who  lkilleth  and  maketh 
alive,  who  bringeth  down  to  the  grave,  and  bringeth 
up. 

“The  air  we  breathe  is  of  great  consequence  to  our 
health  . . . Tender  people  should  have  those  who  lie 


with  them,  or  are  much  about  them,  sound,  sweet,  and 
healthy.  Every  one  that  would  preserve  health,  should 
be  as  clean  and  sweet  as  possible  in  their  houses, 
clothes,  and  furniture.  The  great  rule  of  eating  and 
drinking,  is,  To  suit  the  quality  and  quantity  of  the 
food  to  the  strength  of  our  digestion  . . . For  studious 
persons,  about  eight  ounces  of  animal  food,  and  twelve 
of  vegetable,  in  twenty  four  hours,  are  sufficient  . . . 
Strong,  and  more  especially  spiritous,  liquors  are  a 
certain,  though  slow,  poison,  unless  well  diluted,  and 
cautiously  used  . . . Coffee  and  tea  are  extremely 
hurtful  to  persons  who  have  weak  nerves  . . . The  stu- 
dious ought  to  have  stated  times  for  exercise,  at  least 
two  or  three  hours  a-day;  they  should  frequently  shave, 
and  frequently  wash  their  feet  in  cold  water.  Those 
who  read  or  write  much,  should  learn  to  do  it  chiefly 
standing;  otherwise  it  will  impair  their  health.  The 
fewer  cloathes  any  one  uses,  by  day  or  night,  the  har- 
dier he  will  be;  but  the  habit  must  be  begun  in  youth 
. . . The  passions  have  a greater  influence  on  health, 
than  most  people  are  aware  of.  All  violent  and  sudden 
passions  dispose  to,  or  actually  throw  people  into,  acute 
diseases.  The  slow  and  lasting  passions,  such  as  grief 
and  hopeless  love,  bring  on  chronic  diseases,  and  low 
fevers.  Till  the  passion  which  caused  the  disease  is 
calmed,  medicine  is  applied  in  vain.  The  love  of  God, 
as  it  is  the  sovereign  remedy  of  all  miseries,  so  in  par- 
ticular it  effectually  prevents  all  the  bodily  disorders 
the  passions  introduce,  by  keeping  the  passions  them- 
selves within  due  bounds.  And  by  the  unspeakable  joy, 
and  perfect  calm,  serenity,  and  tranquility  it  gives  the 
mind,  it  becomes  the  most  powerful  of  all  the  means 
of  health  and  long  life.” 

London,  June  11,  1747 
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Rabies  in  Tennessee 
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The  occurrence  of  sylvatic  (wild)  animal  ra- 
bies has  shown  a dramatic  increase  in  both  Ten- 
nessee and  the  United  States.  Data  collected  by 
the  Centers  for  Disease  Control  (CDC)  show  an 
84%  increase  in  rabies  isolations  for  the  United 
States  in  1980  when  compared  to  the  previous 
five  years.1  This  increase  is  even  more  dramatic 
for  Tennessee.  Three  hundred  fifty-six  rabies- 
positive cases  were  reported  by  the  Tennessee 
Department  of  Health  and  Environment  in  1982, 2 
a 712%  increase  over  the  annual  average  rabies 
isolations  from  1975-1979  (Fig.  1).  Little  comfort 
can  be  gained  from  the  fact  that  domestic  animal 
rabies  isolations  have  remained  essentially  un- 
changed since  1974  (Table  1),  since  the  states 
bordering  Tennessee  as  well  as  the  United  States 
generally  have  reported  a gradual  rise  in  domes- 
tic animal  rabies  since  1978.  Though  this  increase 
in  domestic  rabies  is  less  pronounced  than  that 
seen  among  the  sylvan  animal  population,  both 
sylvatic  and  domestic  animal  rabies  presents  a 
substantial  rabies  risk  for  humans  in  Tennessee. 

Tennessee  is  bounded  by  two  distinct  reser- 
voirs of  animal  rabies.  Endemic  raccoon  rabies  is 
found  in  the  states  bordering  to  the  east,  includ- 
ing Virginia,  Georgia,  and  Alabama.  Tennessee 
is  also  on  the  eastern  edge  of  the  second  and 
larger  rabies  belt  commencing  in  Minnesota  and 


From  the  Departments  of  Pathology  and  Preventive  Medicine, 
Blanchfield  Army  Community  Hospital,  Fort  Campbell,  Ky. 

The  opinions  expressed  by  the  authors  are  not  necessarily  those 
of  the  U.S.  Army  or  the  Department  of  Defense. 

Reprint  requests  to  Department  of  Pathology,  Blanchfield  Army 
Community  Hospital,  Fort  Campbell,  KY  42223  (Dr.  Hayne). 


North  Dakota  and  extending  through  Oklahoma, 
Illinois  and  Texas.  In  the  Midwest,  both  skunks 
and  bats  are  the  most  commonly  identified  rabid 
animals,  although  canine,  feline,  and  bovine  ra- 
bies frequently  occur. 


Number  of  Rabid 
Annual  Isolations 


1975  1976  1977  1978  1979  1980  1981 

Figure  1.  Rabies  in  Tennessee,  1975-1982. 
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Human  rabies  in  the  United  States  is  rare.  Two 
human  cases  of  rabies  were  seen  during  the  first 
nine  months  of  1983  and  the  same  number  in 
1982.  It  is  probable  that  more  human  beings  die 
from  dog  bites  than  rabies  since  comparison  fig- 
ures for  dog  bite  trauma  deaths  reveal  some  ten 
deaths  per  year.  Nevertheless,  health  care 
providers  should  not  be  lulled  into  a false  sense 
of  security.  The  increasing  number  of  rabid  ani- 
mals represents  a substantial  risk  for  human  con- 
traction of  rabies.  This  risk  is  of  such  magnitude 
that  the  American  Public  Health  Association  re- 
cently recommended  the  formation  of  a national 
rabies  task  force  to  be  founded  under  the  aus- 
pices of  the  CDC,3  to  study  the  epidemiology  of 
rabies  and  develop  subsequent  containment  pro- 
grams. 

Human  rabies  may,  in  fact,  be  underreport- 
ed.4 Individuals  suffering  from  rabies  may  initial- 
ly show  signs  and  symptoms  of  encephalitis,  and 
without  a high  degree  of  clinical  suspicion,  atyp- 
ical cases  of  rabies  may  be  misdiagnosed  as  one 
of  the  many  more  commonly  encountered  viral 
encephalitides  such  as  Rocky  Mountain  spotted 
fever  and  the  various  forms  of  equine  encephali- 
tis. 

The  health  care  provider  is  often  required  to 
evaluate  patients  after  their  exposure  to  a poten- 
tially rabid  animal.  By  carefully  evaluating  a se- 
ries of  variables,  the  physician  can  determine  the 
need  to  initiate  antirabies  prophylaxis. 

Rabies  virus,  a member  of  the  Rhabdoviridae 
family,  is  a single  stranded  RNA  virus.  A lipo- 
protein coat  developing  with  the  virion  explains 
the  ability  of  lipid  solvents  to  inactivate  the  vi- 
rus. In  addition,  other  agents,  including  sunlight, 


heat,  air,  formalin,  and  strong  acids  and  strong 
bases,  have  the  ability  to  destroy  the  rabies  vi- 
rus. 

Human  rabies  has  a variable  incubation  peri- 
od that  ranges  from  ten  days  to  several  months 
due  to  many  factors,  including  the  size  of  the  vir- 
al inoculum  (which  correlates  with  the  severity  of 
the  bite)  and  the  distance  of  the  bite  from  the 
central  nervous  system  (which  correlates  with  the 
location  of  the  bite).  Recently  published  data 
from  Ethiopia  indicate  that  in  severe  attacks  the 
mean  incubation  time  for  facial  wounds  is  30  days, 
60  days  for  upper  extremity  bites,  and  79  days  in 
lower  extremity  attacks,5  though  a considerable 
overlap  in  the  incubation  times  for  these  three 
bite  locations  was  noted. 

Though  the  virus  does  not  appear  to  pass  in- 
tact skin,  evidence  points  to  its  ability  to  traverse 
a mucosal  surface.  Small  lacerations  and  abra- 
sions on  the  skin  surface  can  also  act  as  a portal 
of  entry. 

The  prodromal  phase  of  the  disease  is  often 
manifested  by  fever,  malaise,  headache,  and  sore 
throat.  Of  some  value  are  the  abnormal  neuro- 
logic signs  found  at  the  bite  site,  the  most  impor- 
tant being  parasthesia,  though  other  findings  may 
include  pain,  tingling,  burning,  cold  sensation, 
and  pruritis. 

Following  the  prodromal  phase  the  patient  en- 
ters the  excitation  phase  in  which  anxiety  and  ap- 
prehension are  commonly  seen.  Hydrophobia, 
which  is  only  seen  in  humans,  may  become  evi- 
dent at  this  time,  and  is  caused  by  the  spasmodic 
discharge  of  respiratory,  and  swallowing  muscles 
with  attempts  to  eat  or  drink  or  even  at  the  sight 
of  water  or  food.  Patients  may  die  during  one  of 
these  attacks,  or  survive  to  enter  the  third,  or 
paralytic,  phase.  During  this  stage,  the  patient 


TABLE  1 

ANIMAL  RABIES  ISOLATIONS  IN  TENNESSEE  1975-1982 


1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

Domestic 

Cat 

1 (2%) 

Cattle 

1 (2%) 

3 (8%) 

1 (1%) 

3 (2%) 

2 (1%) 

2 (4%) 

Dog 

3 (6%) 

2 (5%) 

2 (6%) 

4 (4%) 

8 (6%) 

7 (3%) 

3 (1%) 

Horse 

1 (5%) 

1 (3%) 

1 (3%) 

2 (2%) 

Sylvatic 

Bat 

6 (29%) 

11  (23%) 

6 (16%) 

7 (20%) 

8 (7%) 

11  (8%) 

16  (6%) 

18  (5%) 

Fox 

5 (24%) 

9 (19%) 

7 (19%) 

3 (9%) 

3 (3%) 

3 (2%) 

10  (4%) 

11  (3%) 

Raccoon 

1 (1%) 

1 (1%) 

Skunk 

9 (43%) 

23  (48%) 

18  (49%) 

22  (63%) 

91  (83%) 

120  (83%) 

215  (87%) 

321  (90%) 

TOTAL 

21 

48 

37 

35 

109 

145 

251 

356 
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loses  consciousness,  develops  a flaccid  paralysis, 
and  eventually  becomes  comatose.  Death  soon 
follows. 

Indications  for  Treatment 

The  decision  to  treat  or  not  to  treat  should  be 
based  upon  careful  evaluation  of  five  variables6 
(Table  2).  These  variables  are  the  species  of  bit- 
ing animal,  rabies  in  the  geographic  area,  pro- 
voked versus  unprovoked  bite,  results  of  veteri- 
narian examination,  and  animal  vaccination 
status. 

Species  of  Animal  (Table  1).  The  most  com- 
monly rabid  animals  in  Tennessee  in  1982  were 
skunks  (321).  Other  rabies-positive  wild  and  do- 
mestic animals  included  bats  (18),  foxes  (11),  dogs 
(3),  cattle  (2),  and  a single  raccoon.  No  horses 
or  cats  were  noted  to  have  rabies  for  this  year. 
Though  only  a single  rabid  raccoon  was  identi- 
fied in  1982,  the  increasing  rate  of  isolation  of 
rabid  raccoons  has  been  noted  in  the  states  east 
of  Tennessee  including  Georgia,  Virginia,  and 


Maryland. 

Rabies  in  the  Geographic  Location  (Fig.  2).  In 
1982,  356  animals  were  found  to  have  a positive 
rabies  test  when  examined  by  the  Tennessee 
Department  of  Health  and  Environment,  repre- 
senting an  increase  of  42%  over  the  number  of 
rabies-positive  isolations  for  1981.  Total  rabies 
isolations  for  1981  and  1980  were  251  and  145 
respectively.  The  magnitude  of  the  increasing  risk 
of  rabies  is  best  reflected  in  a comparison  of  the 
current  isolation  number  with  the  average  yearly 
recovery  of  animal  rabies  for  the  period  1975- 
1979.  During  this  five-year  reporting  period,  an 
average  of  50  rabid  animals  were  identified  in  the 
state  of  Tennessee.  Cumulative  rabies  isolations 
varied  considerably  from  county  to  county  dur- 
ing the  period  of  1975-1982. 

Provoked  Versus  Nonprovoked  Bite.  Nonpro- 
voked  wild  animal  bites  carry  a substantially 
greater  rabies  risk  than  provoked  bites.  Caution 
should  be  used  when  labeling  a bite  unprovoked, 
since  careful  questioning  may  identify  a human 


TABLE  2 

TREATMENT  INDICATIONS* 


Animal  Not  Secured 


Animal  Secured 


High  risk  of  rabies  in 
species  of  biting  animal 
(raccoon,  bat,  skunk,  fox). 

1.  Treat  with  Human 
Diploid  Cell  Vaccine  and 
Rabies  Immune  Globulin 
immediately. 

2.  Continue  search  for 
animal. 

3.  Determine  antirabies 
antibody  level  2-3  weeks 
after  last  Human  Diploid 
Cell  Vaccine  dose  if 
suspect  patient  is 
immunocompromised. 

If  animal  is  located  and 
antirabies  fluorescent 
antibody  test  is  negative, 
discontinue  antirabies 
prophylaxis  protocol. 

If  antirabies  fluorescent 
antibody  test  is  positive, 
complete  Human  Diploid 
Cell  Vaccine  protocol. 


Low  risk  of  rabies  in 
species  of  biting  animal 
(dog,  cat,  rat,  rabbit, 
mouse,  chipmunk,  bird). 

Consult  with  veterinarian 
and  continue  search  for 
animal. 

If  veterinarian  does  not 
present  conflicting 
epidemiological  data  and 
no  abnormal  animal 
behavior  is  noted:  DO 
NOT  TREAT. 

If  abnormal  animal 
behavior  documented, 
establish  independent  risk 
variables.  Treatment  may 
be  indicated. 

If  animal  is  not  found, 
veterinarian  does  not 
present  conflicting 
epidemiological  data:  DO 
NOT  TREAT. 


Consult  with  veterinarian  and  review  the  behavior  of  animal,  risk  of  rabies  in 
sylvan  and  domestic  animal,  risk  of  rabies  in  sylvan  and  domestic  provoked  vs 
nonprovoked,  and  vaccination  status. 


1 . No  abnormal  behavior. 

2.  Low  risk  of  rabies  in  species  of  biting  animal. 


1 . Abnormal  behavior 
suggestive  of  rabies 

or 

2.  High  risk  of  rabies  in 
species  of  biting  animal 
(bat,  raccoon,  skunk  or 
fox) 

or 

3.  Nonprovoked  bite. 

A.  Kill  animal  and  perform 
antirabies  fluorescent 
antibody  test. 

B.  Commence  treatment 
with  Rabies  Immune 
Globulin  and  Human 
Diploid  Cell  Vaccine. 

C.  If  antirabies  fluorescent 
antibody  test  positive 
complete  treatment 
protocol,  determine 
antirabies  antibody  titer  2- 
3 weeks  after  last  dose 
Human  Diploid  Cell 
Vaccine  if  suspect  patient 
is  immunocompromised. 

D.  If  antirabies  fluorescent 
antibody  test  is  negative, 
discontinue  treatment 
protocol. 


3.  Provoked  bite. 
Sylvan  Animal 

A.  Kill  animal  and  do 
antirabies  fluorescent 
antibody  test. 

B.  Do  not  initiate 
treatment  unless 
antirabies  fluorescent 
antibody  test  is 
positive. 


Domestic  Animal 

A.  Quarantine  1 0 days. 

B.  Do  not  treat.  If 
abnormal  behavior 
appears  during 
quarantine,  kill  animal, 
obtain  antirabies 
fluorescent  antibody 
test  and  start 
treatment.  If  antirabies 
fluorescent  antibody 
test  positive,  complete 
treatment. 


'Modified  from  Hayne  et  al.3 4 
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behavior  pattern  that  could  be  reasonably  inter- 
preted by  the  animal  as  threatening,  teasing,  or 
startling.  When  reviewing  a domestic  animal  bit- 
ing behavior,  careful  questioning,  especially  when 
a child  is  involved,  may  reveal  provocative  be- 
havior towards  the  biting  animal. 

Veterinarian  Examination.  All  animals  in- 
volved in  a biting  incident  should  be  evaluated 
by  a veterinarian.  The  current  ten-day  quaran- 
tine recommended  by  the  World  Health  Quar- 
antine Expert  Committee  on  Rabies  may  be  in- 
adequate. In  one  instance,  secretion  of  rabies 
virus  was  documented  13  days  prior  to  the  onset 
of  clinical  rabies  in  an  asymptomatic  dog.  Eval- 
uation of  sylvan  animal  behavior  should  be  con- 
ducted by  veterinarians  who  are  more  familiar 
with  wild  animal  behavior  patterns. 

Vaccination  Status  of  the  Biting  Animal.  Do- 
mestic animal  vaccination  protocols  for  dogs  and 
cats  are  effective  in  inducing  a protective  antira- 
bies antibody  titer.  No  sylvatic  rabies  vaccine  is 
currently  marketed.  Thus  all  sylvan  animals,  in- 
cluding exotic  pets,  should  be  considered  unvac- 
cinated. Of  considerable  importance  is  the  doc- 
umentation of  every  claim  of  vaccination.  Each 
and  every  vaccination  history  should  be  verified. 

Antirabies  Prophylaxis 

The  initial  treatment  of  any  potential  rabies 
exposure  includes  copious  flushing  of  the  wound 
area  with  water  and  vigorous  cleaning  with  soap. 
Wound  hygiene  may  substantially  reduce  the  vir- 
al inoculum  and  simple  wound  cleansing  may 
prevent  the  disease.  It  should  be  remembered  that 
antitetanus  prophylaxis  may  be  indicated.  In  cer- 
tain dog  bites,  including  those  involving  the 
hands,  and  attacks  in  which  extensive  soft  tissue 
trauma  has  occurred,  antibiotic  coverage  may  be 
advisable. 


Both  Rabies  Immune  Globulin  (RIG)  and 
Human  Diploid  Cell  Vaccine  (HDCV)  should  be 
given  as  soon  as  possible  after  the  biting  inci- 
dent.8 The  administration  of  both  the  passive 
protection  (RIG)  and  active  immunization 
(HDCV)  if  given  early  enough  and  according  to 
protocol,  is  highly  effective  in  preventing  the  dis- 
ease (Table  3).  The  Immunization  Practices  Ad- 
visory Committee  reported  a 99.9%  seroconver- 
sion with  protective  antibodies  in  1,300  patients 
when  the  HDCV  was  given  according  to  proto- 
col.9 It  should  be  emphasized  that  the  protocol 
given  is  for  the  treatment  of  individuals  who  have 
not  received  the  antirabies  vaccine  in  the  past. 
The  current  vaccination  protocol  employs  the 
HDCV  in  five  1.0-ml  doses  given  intramuscularly 
on  days  0,  3,  7,  14,  and  28. 

In  the  near  future  this  protocol  may  be  modi- 
fied, substituting  for  the  intramuscular  doses  0.1- 
ml  HDCV  doses  given  intradermally.  Those  who 
have  been  previously  treated  for  rabies  or  who 
have  received  a preexposure  vaccination  should 
receive  a 1.0-ml  intramuscular  dose  of  HDCV  on 
days  0 and  3.  They  should  not  be  given  RIG. 
Passive  immunization  using  RIG  should  be  given 
only  once,  and  is  administered  up  to  eight  days 
following  exposure.  The  protocol  includes  10  IU/ 
kg  RIG  given  intramuscularly  and  10  IU/kg  infil- 
trated into  the  wound  site. 

Though  minor  reactions  to  the  HDCV  are 
common,  major  reactions  seldom  occur.  The  most 
common  reactions  include  pain,  erythema,  swell- 
ing, and  itching.  In  addition,  headache,  nausea, 
abdominal  pain,  muscle  aches,  and  dizziness  may 
accompany  administration  of  the  active  vaccine. 

Animal  Shipment 

Any  warm-blooded  animal  may  be  submitted 
to  the  Tennessee  State  Laboratory.  Healthy  do- 
mestic animals  should  be  quarantined  for  a ten- 
day  period.  If  during  this  quarantine  period  ab- 
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TABLE  3 

HUMAN  DIPLOID  CELL  VACCINE  AND  RABIES  IMMUNE 
GLOBULIN  TREATMENT  PROTOCOL 


Previously  Vaccinated 

Not  Previously  Vaccinated 

1-ml  dose  of  Human 

1-ml  dose  of  Human 

Diploid  Cell  Vaccine  IM 

Diploid  Cell  Vaccine  IM 

on  days  0 and  3 

on  days  0,  3,  7,  14,  28 

Do  not  give  Rabies 

Rabies  Immune  Globulin 

Immune  Globulin 

(up  to  day  8): 

10  lU/kg  IM 
10  lU/kg  infiltrate 
site  of  wound 

normal  behavior  develops,  the  animal  should  be 
sacrificed  and  submitted  for  evaluation.  All  ani- 
mals as  large  or  larger  than  a rat  should  be  de- 
capitated and  only  the  head  sent  to  the  State  De- 
partment of  Health  and  Environment.  Animals 
smaller  than  a rat  need  not  be  decapitated  prior 
to  shipment. 

When  shipping  a specimen,  care  should  be 
used  to  maintain  the  speciman  at  4°C  under  re- 
frigeration or  wet  ice.  Remains  carried  directly 


to  the  state  laboratory  should  be  transported  in 
a watertight  plastic  bag.  A sealed  metal  contain- 
er is  advisable  when  shipping  the  remains  by  mail. 
As  previously  noted,  the  specimen  should  be  kept 
cool  with  wet  ice.  A PHLH  Form  No.  3419 
should  be  included  with  the  specimen. 

When  submitting  animal  tissue  for  examina- 
tion, include  a PHLH  Form  No.  1584.  This  form 
contains  pertinent  epidemiologic  data,  including 
the  name  of  the  patient  and  animal  owner,  spe- 
cies of  animal,  exposure  history,  provoked  versus 
nonprovoked  attack,  vaccination  history,  and 
name  and  address  of  submitting  physician,  veter- 
inarian, or  health  department.  r S 
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Help  for  Impaired  Physicians 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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Pulmonary  Tuberculosis  With  the 
Superior  Vena  Cava  Syndrome 

JAMES  H.  MONTGOMERY,  M.D.;  JOHN  P.  GRIFFIN,  M.D.;  and  J.  PERVIS  MILNOR,  M.D. 


Introduction 

Superior  vena  cava  syndrome  (SVCS)  is  a clin- 
ical observation  most  frequently  associated  with 
neoplasia.  There  are  several  benign  causes,  all  of 
which  are  rare.  We  describe  a very  unusual  case 
of  pulmonary  tuberculosis  with  the  superior  vena 
cava  syndrome 

Report  of  a Case 

A 37-year-old  white  man  was  admitted  for  evaluation  of 
a 30-lb  weight  loss,  headache,  cough,  two  recent  episodes  of 
hemoptysis,  and  inability  to  climb  a flight  of  stairs  because  of 
fatigue  and  dyspnea.  All  symptoms  had  developed  over  the 
last  six  months.  Headache,  cough,  and  dyspnea  worsened  in 
the  recumbent  posture,  but  he  had  neither  chest  pain  nor 
dysphagia.  He  had  smoked  two  packs  of  cigarettes  per  day 
for  15  years.  His  father  died  of  tuberculosis  when  the  patient 
was  9 years  old,  and  his  mother  also  had  tuberculosis  but  had 
received  treatment  and  was  reportedly  healthy.  General  in- 
spection revealed  a plethoric  face  and  dilated  veins  on  the 
right  side  of  the  thorax.  Pressure  in  the  right  internal  jugular 
vein  produced  an  oscillating  column  of  blood  11  cm  above 
the  clavicle  in  the  standing  position,  and  retinal  vessels  were 
engorged.  There  were  no  palpable  nodes  or  other  masses  in 
the  neck  or  clavicular  regions. 

Examination  of  the  lungs  revealed  decreased  breath  sounds 
in  the  right  apex,  as  well  as  post-tussive  rales  over  the  right 
upper  lobe.  The  remainder  of  the  physical  examination  was 
normal.  Erythrocyte  sedimentation  rate  was  125  mm/hr 
(Westergren).  Screening  blood  chemistries  were  normal  ex- 
cept for  a modestly  elevated  LDH.  An  intradermal  (Man- 
toux)  test,  using  five  tuberculin  units  of  Tween-stabilized  PPD- 
tuberculin,  developed  40  mm  of  induration  at  48  hours.  His- 
toplasmin  skin  test  was  negative.  Chest  x-rays  and  tomo- 
grams of  the  right  lung  revealed  atelectasis  of  the  right  upper 
lobe,  but  no  discrete  mass  (Figs.  1 and  2).  Sputum  for  cytol- 
ogy and  acid-fast  smears  were  negative.  Venous  pressure  in 
the  right  antecubital  fossa  was  38  cm  of  water  (normal  10-12 
cm).  Similarly,  the  superficial  veins  of  the  forearm  did  not 
collapse  until  elevated  to  30  cm  above  the  mid-plane  of  the 
heart.  When  5 ml  of  a 5%  decholin  sodium  (dehydrocholic 
acid)  solution  was  injected  rapidly  into  the  right  antecubital 
vein  to  check  circulation  time,  the  patient  reported  a bitter 
taste  23  seconds  later  (normal  10-16  seconds). 

Bronchoscopy  showed  marked  edema  of  the  right  main- 
stem  and  upperlobe  bronchi,  but  no  mass  lesion  was  evident, 
and  bronchial  brushings  for  cytology  were  negative.  Bronchi- 
al washings  showed  acid-fast  organisms  and  cultures  demon- 
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Figure  1 . Frontal  chest  radiograph  of  patient  with  elevated  right  hem- 
idiaphragm  and  right  hilum  due  to  collapse  of  right  upper  lobe. 


strated  Mycobacterium  tuberculosis.  The  patient  was  begun 
on  isoniazid,  rifampin,  ethambutol,  and  pyridoxine  and  dis- 
charged on  the  tenth  hospital  day.  Over  the  next  six  months 
he  gained  27  lb,  and  his  headaches  decreased  in  frequency 
and  severity.  He  had  no  further  hemoptysis  and  was  able  to 
resume  normal  physical  activity.  Sputum  smears  and  cultures 
have  remained  negative.  Recent  chest  x-rays  have  shown  aer- 
ation of  the  right  upper  lobe  with  some  residual  fibrosis. 

Comment 

William  Hunter  in  1757  is  credited  with  re- 
porting the  first  case  of  superior  vena  cava  ob- 
struction, its  etiology  an  aortic  aneurysm.1  Fisch- 
er, reviewing  252  cases  from  the  literature  in  1904, 
found  8%  were  due  to  tuberculosis,  41%  to  tu- 
mor, and  36%  to  aortic  aneurysm.2  Of  125  cases 
reported  by  Hinshaw,  occurring  between  1934  and 
1947,  38%  were  tumor  related,  4%  were  of  tu- 
berculous etiology,  and  23%  were  due  to  aortic 
aneurysm.3  Urschel  and  Paulson  reported  61  cas- 
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Figure  2.  Tomogram  of  right  upper  lung  field  demonstrating  collapse 
of  the  right  upper  lobe,  which  has  assumed  the  classical  configuration 
known  as  the  "reverse  S sign  of  Golden.” 


es  of  SVCS  in  1966,  only  one  being  caused  by 
tuberculosis.4  In  1975,  Lokich  and  Goodman 
stated  that  97%  of  all  SVCS  are  cancer  related, 
and  that  benign  causes  account  for  only  3%,  with 
syphilitic  aortic  aneurysm  and  tuberculosis  vir- 
tually unheard  of  as  now  causing  SVCS.5  Har- 
becke  reported  a single  case  of  reversible  SVCS 
caused  by  tuberculosis  in  1979. 6 Although  SVCS 
may  be  an  extremely  rare  presentation,  the  prev- 
alence of  tuberculosis  warrants  its  consideration 
in  the  differential  diagnosis. 

The  diagnosis  of  SVCS  is  easily  made  by  his- 
tory and  physical  examination.  Use  of  invasive 
procedures,  such  as  venography,  only  to  diag- 
nose SVCS  are  unnecessary  and  potentially  haz- 
ardous because  of  the  possibility  of  bleeding  due 
to  high  venous  pressures.  The  elevated  pressure 
of  the  veins  normally  drained  by  the  superior  vena 
cava  will  cause  dilation  of  collateral  vessels  over 
the  chest,  and  edema  and  redness  of  the  face, 
conjunctivae,  and  neck  are  frequently  seen.  Ad- 


ditional signs  and  symptoms  include  headache, 
increasing  collar  size,  dyspnea,  altered  mental 
status,  seizures,  airway  or  esophageal  obstruc- 
tion, and  chest  pain. 

It  is  clear  that  neoplasia  is  by  far  the  leading 
cause  of  the  SVCS,  lymphoma  and  small-cell  car- 
cinoma of  the  lung  being  the  most  frequent. 
Neoplastic  causes  are  much  more  frequent  in  the 
elderly,  with  male  predominance.  The  syndrome 
is  more  frequent  with  lesions  on  the  right  side  of 
the  thorax,  in  a ratio  of  four  to  one.  Obstruction 
superior  to  the  azygous  vein  is  generally  better 
tolerated  than  lesions  below  it.7  Chemotherapy 
and  radiation  have  extended  the  life  expectancy 
from  weeks  to  years. 

The  benign  causes,  such  as  aneurysms,  throm- 
bosis, actinomycosis,  pericarditis,  thyroid  goi- 
ters, idiopathic  fibrosing  mediastinitis,  and  tu- 
berculosis, generally  are  more  prevalent  in  youth. 
The  symptoms  and  signs  may  take  months  or 
years  to  become  severe  enough  for  the  patient  to 
seek  medical  attention.  Recovery  is  fortunately 
reasonably  rapid  with  treatment  of  many  of  the 
benign  conditions. 

Summary 

In  the  first  third  of  this  century,  neoplasia  ac- 
counted for  less  than  30%  of  SVCS,  while  sy- 
philitic aortic  aneurysm  and  tuberculosis  were  re- 
sponsible for  nearly  50%  of  cases.  In  the  last  30 
years  neoplasia  has  accounted  for  over  90%  of 
SVCS.  Although  presentation  is  similar  with  be- 
nign and  malignant  etiologies,  a thorough  knowl- 
edge of  each  will  facilitate  concise  diagnostic 
evaluation  and  prompt  treatment,  whether  the 
cause  be  tumor  or  a benign  etiology  such  as  tu- 
berculosis. r s 
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Intestinal  Bacterial  Overgrowth 
In  the  Pediatric  Patient 

S.  R.  ORENSTEIN,  M.D.  and  P.  F.  WHITINGTON,  M.D. 


Bacterial  overgrowth  syndrome  (BOS)  occurs 
in  pediatric  patients  with  a frequency  that  is 
underestimated  because  of  lack  of  awareness  of 
the  syndrome  and  because  of  the  complexity  of 
the  diagnostic  evaluation.  Since  its  symptoms  are 
both  common  and  nonspecific,  it  may  remain  un- 
diagnosed by  physicians  caring  for  these  patients, 
with  resulting  chronic  morbidity.  To  remedy  this 
situation,  we  present  two  case  reports,  with  rec- 
ommendations for  an  efficient  diagnostic  evalua- 
tion and  improved  antibiotic  therapy  in  this  syn- 
drome. 

Case  Reports 

Case  1.  A 2-year-old  boy  was  admitted  to  the  hospital 
with  recurrent  diarrhea.  As  a newborn  he  had  been  found  to 
have  Hirschsprung’s  disease  with  involvement  to  the  level  of 
the  transverse  colon.  After  a colostomy  was  performed  at  nine 
days  of  age,  he  gained  weight  normally  (Fig.  1).  At  10  months 
of  age  the  stoma  was  closed  and  a Duhamel  procedure  and 
appendectomy  were  done.  Resected  margins  contained  gan- 
glion cells.  From  12  to  24  months  of  age  he  had  recurrent 
diarrhea,  precipitating  five  hospital  admissions.  In  addition  to 
diarrhea,  vomiting  was  frequent,  with  dehydration,  anorexia, 
listlessness,  and  irritability.  Physical  examination  repeatedly 
showed  a distended  abdomen  with  hyperactive  bowel  sounds 
and  liquid  “explosive”  stool  occurred  on  rectal  examination; 
on  one  occasion  a prominent  rectal  shelf  was  also  noted. 
Laboratory  evaluation  during  that  year  included  normal  stool 
culture  negative  for  ova  and  parasites,  as  well  as  normal  CBC, 
electrolytes,  and  barium  upper  gastrointestinal  series.  How- 
ever, serum  d-xylose  as  early  as  13  months  of  age  was  14.3 
mg/dl  one  hour  after  ingestion  of  0.5  gm/kg  of  d-xylose  (nor- 
mal >20  mg/dl).  His  discharge  diagnoses  were  “gastroenter- 
itis, possible  enterocolitis,  and  probable  viral  gastroenteritis.” 
He  was  treated  with  oral  and  intravenous  hydration,  elemen- 
tal formula,  lactobacillus  preparation,  kaolin-pectin,  and  a 
rectal  tube  at  various  times,  but  never  had  sustained  resolu- 
tion of  his  diarrhea.  He  failed  to  thrive  (Fig.  1),  and  a week 
after  his  fourth  hospitalization  he  was  readmitted  with  recur- 
rent diarrhea  and  vomiting. 

On  physical  examination  he  was  thin  and  irritable,  and 
had  a distended,  tympanitic  abdomen  with  palpable  rushes. 
The  well-healed  scars  of  his  prior  surgery  were  his  only  other 
positive  physical  findings. 

Laboratory  results  included  a low  one-hour  serum  d-xy- 
lose (17  mg/dl);  decreased  absorption  of  vitamin  B12  (1.3%; 
normal  10%  to  40%);  lower  than  normal  postprandial  rise  in 
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serum  bile  acids  (2.3  to  5.8  p-g/dl;  normal  rise  >8  (xg/dl);  and 
a hematocrit  of  37%  with  MCV  83,  MCH  29,  and  MCHC  35. 
Barium  enema  showed  possible  partial  obstruction  at  the  Du- 
hamel anastomosis;  proctoscopy  and  colonoscopy  demon- 
strated a normal  appearing  Duhamel  pouch  with  gas  flutter- 
ing through  an  edematous  fold,  apparently  an  enlarged 
rectocolic  anastomotic  spur,  which  would  not  admit  the 
colonoscope.  BOS  was  diagnosed  on  the  basis  of  low  d-xylose 
and  Schilling  tests  in  a predisposed  patient  with  an  otherwise 
negative  evaluation.  Treatment  with  trimethoprim-sulfame- 
thoxazole resulted  in  immediate  and  persisting  relief  from 
diarrhea  for  the  first  time  in  more  than  a year.  He  remained 
asymptomatic  for  nearly  a year  thereafter,  excluding  one  brief 
episode  of  vomiting  during  a tentative  attempt  to  withdraw 
antibiotics.  His  improved  growth  with  antibiotic  therapy  is 
demonstrated  in  Fig.  1. 


AGE  (MONTHS) 


Figure  1.  After  weight  loss  to  well  below  the  3rd  percentile  by  9 days 
of  age,  colostomy  (C)  was  accomplished  as  initial  treatment  for  Hirschs- 
prung’s disease.  The  patient  gained  weight  and  remained  on  the  25th 
percentile  until  the  colostomy  was  closed  and  an  apparently  partially 
obstructive  Duhamel  procedure  (D)  was  performed.  His  weight  fell  to 
well  below  the  3rd  percentile,  where  it  remained  until  his  course  of 
trimethoprim-sulfamethoxazole  antibiotic  (A)  produced  a prompt  ac- 
celeration of  weight  gain. 
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When  he  was  3 years  old,  in  an  effort  to  confirm  his  di- 
agnosis, the  antibiotics  were  discontinued  after  a normal  d- 
xylose  (41  mg/dl)  was  obtained.  Within  ten  weeks  he  devel- 
oped watery  diarrhea  and  vomiting  without  fever.  Physical 
examination  demonstrated  a softly  distended,  tympanitic  ab- 
domen. Normal  laboratory  results  included  CBC,  differen- 
tial, and  RBC  indices;  urinalysis  (other  than  SG  1.030  and 
4+  acetone);  serum  folate;  stool  culture  (including  no  Yersi- 
nia and  Campylobacter);  and  search  for  ova  and  parasites  in 
stool  and  duodenal  fluid.  D-xylose  was  6.5  mg/dl,  Schilling 
test  demonstrated  decreased  absorption  of  vitamin  B12  with 
intrinsic  factor  (1.4%),  although  serum  vitamin  B12  level  was 
1,045  pg/ml,  slightly  above  normal.  Upright  abdominal  x-ray 
showed  hazy  fluid-filled  abdomen  with  multiple  air-fluid  lev- 
els. Duodenal  intubation  for  aerobic  and  anaerobic  colony 
counts  did  not  show  increased  bacterial  colonization,  but  he 
again  responded  rapidly  to  treatment  with  trimethoprim-sul- 
famethoxazole. 

Case  2.  An  1,800-gm  small-for-gestational-age  (SGA)  term 
infant  was  noted  at  birth  to  have  gastroschesis,  with  midgut, 
colon,  uterus,  ovaries,  and  bladder  herniated  through  the  de- 
fect. Primary  closure  on  the  first  day  of  life  was  followed  by 
a stormy  course  complicated  by  respiratory  distress,  pneu- 
mothoraces, atelectasis,  bronchopulmonary  dysplasia,  venti- 
lator dependence,  pulmonary  hypertension,  cardiorespiratory 
arrest,  paroxysmal  supraventricular  tachycardia,  transient  renal 
insufficiency,  and  cholestasis.  At  one  week  of  age,  she  devel- 
oped necrotizing  enterocolitis  with  perforation,  requiring  re- 
section of  distal  jejunum  and  proximal  ileum  and  creation  of 
a jejunostomy  and  distal  ileal  mucous  fistula,  which  were 
reanastomosed  nearly  two  months  later. 

She  was  initially  nourished  parenterally,  and  although  she 
tolerated  increase  of  enteral  calories  up  to  40%  to  60%  of 
her  total  calories  via  an  elemental  formula  on  four  occasions 
from  age  1.5  months  to  4.5  months,  each  time  diarrhea,  or 
lack  of  weight  gain  in  spite  of  caloric  intake  over  130  cal/kg/ 
day,  necessitated  reinstitution  of  total  parenteral  alimenta- 
tion. Multiple  stool  evaluations  for  pathogenic  bacteria,  ova 
and  parasites,  and  rotavirus  were  negative. 

At  4.5  months  of  age,  preparations  were  in  progress  to 
discharge  her  with  home  parenteral  nutrition,  but  because  a 


barium  small  bowel  x-ray  study  had  shown  very  slow  transit 
and  some  kinking  of  bowel,  evaluation  for  BOS  was  institut- 
ed. D-xylose  on  three  occasions  from  age  3 months  to  4.5 
months  were  5.4,  9.6,  and  8.4  mg/dl.  Schilling  test  with  in- 
trinsic factor  showed  low  vitamin  Bj2  absorption  (5.2%),  and 
serum  bile  acids  showed  cholestasis  (70  pg/dl)  with  minimal 
postprandial  rise  (to  76  p-g/dl).  Small  bowel  biopsy  demon- 
strated only  mild  villus  atrophy.  BOS  was  presumptively  di- 
agnosed, and  trimethoprim-sulfamethoxazole  was  begun  at  5 
months  of  age,  permitting  rapid  advancement  of  enteral  nu- 
trition and  discharge  from  the  hospital  two  weeks  later.  She 
continues  to  thrive  while  receiving  the  antibiotic;  her  weight 
is  now  at  the  tenth  percentile  for  age,  in  spite  of  her  SGA 
birthweight  and  complicated  neonatal  course. 

Discussion 

Intestinal  bacterial  overgrowth  syndrome  is  a 
condition  resulting  from  the  abnormal  prolifera- 
tion of  bacteria  in  the  small  intestine.13  The  nor- 
mal numbers  and  kinds  of  bacteria  in  the  small 
bowel  range  from  less  than  105  of  oral  flora 
(streptococci,  staphylococci,  and  diphtheroids)  in 
the  duodenum,  up  to  108  of  coliform-predomi- 
nant  organisms  in  the  distal  ileum.  The  colon 
harbors  increasing  populations  of  coliforms,  as 
well  as  anaerobes,  in  numbers  above  109.  The 
physiologic  defenses  that  ordinarily  maintain  the 
bacterial  flora  within  normal  ranges  may  be  dis- 
turbed by  various  disease  states,  setting  the  stage 
for  BOS  (Table  1).  When  the  numbers  and  types 
of  bacteria  usually  found  only  distally  multiply  in 
the  more  proximal  intestine,  malabsorption, 
diarrhea,  and  malnutrition,  the  major  manifes- 
tations of  BOS,  are  produced  by  mechanisms 


TABLE  1 

NORMAL  DEFENSES  AGAINST  BACTERIAL  OVERGROWTH  SYNDROME,  THEIR  DERANGEMENTS,  AND  EXAMPLES 


Normal  Defenses 


Derangements  of  Normal  Defenses 


Examples  of  Predisposing  Disorders 


Barriers 
Gastric  acid 
Bile 

Ileocecal  valve 
Distance  from  colon 
Peristalsis 


Local  Immune  Defenses 
Antibodies 
Mucus 

Bacterial  Interactions 
Oxidation-reduction 
pH 

Other 


Barrier  Deficits 
Achlorhydria 

Bile  secretion  deficiency? 
Ileocecal  valve  elimination 
Decreased  enterocolic  distance 
Stasis 
Dysmotility 
Partial  obstruction 
Congenital 
Postsurgical 
Other 
“Pouches” 

Immunocompromised  Patients 


Disturbances  of  Normal  Flora 


Postvagotomy,  postgastrectomy,  ?neonatal 
?Cholestasis,  ?bile  diversion,  ?ileal  disease 
Ileocolic  resections,  enterocolic  fistulas 
Extensive  small  bowel  resection,  enterocolic  fistulas 

Postvagotomy,  pseudoobstruction,  scleroderma,  diabetes 

Diaphragms,  bands,  stenosis,  Hirschsprung’s 
Strictures,  adhesions 
Ischemia,  tumor,  radiation 

Diverticulae,  duplications,  blind  loops  (side-to-side,  end-to-side 
anastomoses;  bypass  surgery) 

Various,  especially  IgA  deficiencies 

?Antibiotics,  ?enteric  infections 
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outlined  in  Table  2.  The  most  common  predis- 
posing conditions  in  children  are  congenital  and 
post-surgical  partial  intestinal  obstruction. 

Although  BOS  has  been  reviewed  recently,13 
the  currently  recommended  methods  for  diag- 
nosing and  treating  it  have  major  drawbacks  in 
pediatric  patients.  The  diagnostic  methods  are  so 
cumbersome  that  they  are  currently  performed 
mainly  by  physicians  with  a research  interest  in 
bacterial  overgrowth,  which  has  probably  led  to 
the  underdiagnosis  of  this  syndrome,  as  suggest- 
ed by  the  long  latency  to  diagnosis  in  the  two 
patients  reported  here.  In  addition,  the  antibiot- 
ics recommended  as  therapy  have  significant  dis- 
advantages for  use  in  pediatric  patients,  although 
as  exemplified  by  these  two  case  reports,  they 
are  surmountable. 

Bacterial  colony  counts  on  intestinal  fluid  usu- 
ally have  been  utilized  to  diagnose  bacterial  ov- 
ergrowth, and  are  the  “gold  standard”  for  diag- 
nosis. Although  such  bacteriologic  confirmation 
is  desirable,  proper  collection  of  samples  and 
interpretation  of  results  are  difficult,  and  such 
colony  counts  require  intestinal  intubation,  rig- 
orously controlled  conditions  to  culture  anaero- 
bic as  well  as  aerobic  bacteria,  multiple  dilutions 
of  intestinal  fluid  for  accurate  colony  counts,  and 
qualitative  as  well  as  quantitative  descriptions  of 
flora,  making  the  assistance  of  an  interested  mi- 
crobiologist essential.3  In  addition,  in  patients  in 
whom  the  obstruction  producing  stasis  is  quite 
distal,  proximal  colony  counts  may  be  normal,  as 
in  Case  1. 

When  bacteriologic  evaluation  is  not  feasible 
or  not  diagnostic,  an  understanding  of  the  path- 
ophysiologic mechanisms  operative  in  BOS  still 
allows  one  to  diagnose  this  syndrome  with  con- 
fidence. 

Bacterial  metabolism  of  ingested  nutrients  and 
bacterial  damage  to  the  mucosal  surface  produce 
generalized  malabsorption  of  ingested  nutrients 
in  BOS,  a consequence  of  the  syndrome  that  can 
be  assessed  with  the  d-xylose  absorption  test.  In 
pediatric  patients,  this  test  is  performed  by  meas- 
uring serum  d-xylose  one  hour  after  an  oral  dose 
of  0.5  gm/kg  d-xylose.  Decreased  absorption  of 
this  pentose  documents  generalized  mucosal  mal- 
absorption.4 The  d-xylose  absorption  test  is  a 
good  screening  test,  but  it  is  not  specific,  since 
surgical  short  bowel  or  specific  gastrointestinal 
infections  may  also  cause  xylose  malabsorption, 
but  an  abnormal  xylose  absorption  test  in  a pa- 
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tient  with  an  anatomic  abnormality  predisposing 
to  stasis  should  alert  one  to  consider  BOS. 

Distal  ileal  malabsorption  of  vitamin  Bj2  in 
BOS  is  due  both  to  distal  mucosal  damage  by 
bacteria  and  to  bacterial  binding  and  metabolism 
of  the  vitamin.  Although  intrinsic  factor  protects 
vitamin  B12  from  uptake  by  most  bacteria,  anaer- 
obes (specifically  Bacteroides ) can  bind  and  me- 
tabolize vitamin  B12  in  spite  of  prior  complexing 
to  intrinsic  factor,5  explaining  the  particularly 
detrimental  effect  of  anaerobic  proliferation 
proximal  to  the  ileocecal  valve  in  this  syndrome. 
In  patients  with  longstanding  bacterial  over- 
growth, this  abnormality  of  vitamin  B12  absorp- 
tion will  have  produced  a megaloblastic  anemia, 
one  of  the  hallmarks  of  the  disease  in  adult  pa- 
tients. Most  pediatric  patients  will  not  have  meg- 
aloblastic anemia,  however,  since  deficient  ab- 
sorption of  vitamin  B12  takes  years  to  produce 
symptoms.6  This  may  be  evaluated  by  the  Schill- 
ing test,  which,  like  the  d-xylose  test,  is  nonspe- 
cific, and  abnormalities  may  be  caused  by  sur- 
gical removal  of  distal  ileum,  for  example.  The 
Schilling  test,  however,  has  been  found  to  be  of 
comparable  sensitivity  to  small  bowel  cultures  in 
diagnosing  BOS,7  and  an  abnormal  Schilling  test 
corrected  with  antimicrobial  therapy  is  presump- 
tive evidence  for  BOS. 

When  abnormal  numbers  of  bacteria  prolifer- 
ate in  the  intestine,  they  deconjugate  and  dehy- 
droxylate  bile  acids  in  greater  than  normal  quan- 

TABLE  2 

MECHANISMS  OF  DISEASE  IN  BACTERIAL 
OVERGROWTH  SYNDROME 

Consumption  of  nutrients  by  bacteria 
Nutrients  ingested  by  the  host 
Reutilizable  '‘nutrients"  secreted  by  the  host 
Pancreatic  enzymes 
Mucus 

Sloughed  cells 
Cobalamin  (Vitamin  B12) 

Bacteroides  can  remove  B12  bound  to  intrinsic  factor 
Inert  bacterial  metabolites  of  B12  compete  for  ileal  sites 
Mechanical  block  of  mucosal  surface  area  by  bacteria 
Elaboration  of  enzymes  by  bacteria 
Enzymatic  damage  to  mucosa 
Enzymatic  destruction  of  brush  border  disaccharidases 
and  proteases 

Deconjugation  of  bile  salts  by  bacteria 
Malabsorpotion  of  fat  and  fat-soluble  vitamins 
Mucosal  damage  by  unconjugated  bile  acids 
Colonic  secretion  stimulated  by  unconjugated  bile  acids 
Colonic  secretion  stimulated  by  malabsorbed  fatty  acids 
Mechanisms  producing  diarrhea 
Secretory  (colonic  bile  acids  and  fatty  acids) 

Osmotic  (malabsorbed  carbohydrate) 

Steatorrhea  (malabsorbed  fat) 
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tities.  These  changes  in  the  bile  acids  result  in 
their  precipitation  in  the  intestinal  lumen,  and 
thus  they  are  not  reabsorbed  normally.  In  addi- 
tion, damage  to  distal  ileal  mucosa  by  the  in- 
creased numbers  of  bacteria8  may  produce  dys- 
function of  the  distal  ileal  receptors  for  bile  acids. 
The  deconjugation  and  dehydroxylation  of  bile 
acids,  and  possibly  the  ileal  mucosal  damage, 
cause  an  interruption  of  the  enterohepatic  circu- 
lation of  bile  acids  that  results  in  fat  malabsorp- 
tion and  diarrhea.9 

Evaluating  bile  acid  kinetics  may  help  in  di- 
agnosing BOS.  The  14C-cholylglycine  and  13C- 
cholylglycine  breath  tests  provide  evidence  for 
increased  deconjugation  of  bile  acids  in  the  intes- 
tinal lumen,7- 10- 11  but  cost,  radiation  exposure, 
and  low  availability  limit  their  use  in  pediatrics. 
An  alternative  method  of  assessing  the  altered 
bile  acid  kinetics  involves  demonstrating  a blunt- 
ing of  the  normal  postprandial  rise  in  serum  bile 
acid  concentration,  for  which  measurements  of 
fasting  and  postprandial  serum  cholylglycine  (a 
conjugated  form  of  one  of  the  two  primary  bile 
acids)  have  been  used.12  Similarly,  we  measure 
fasting  and  postprandial  serum  total  bile  acids  by 
the  3a-hydroxysteroid  dehydrogenase  method13; 
normal  patients  demonstrate  a rise  of  8 |xg/dl  or 
more.  A blunted  postprandial  response  indicates 
a disturbed  enterohepatic  circulation,  and  in  a 
predisposed  patient  suggests  BOS.  This  malab- 
sorption of  bile  acids  should,  like  the  malabsorp- 
tion of  vitamin  B12.  be  corrected  by  therapy. 

In  short,  the  pathophysiologic  manifestations 
of  BOS  may  be  utilized  to  evaluate  patients  for 
this  syndrome  when  specific  bacteriologic  confir- 
mation is  unavailable  or  not  diagnostic.  Evalua- 
tion for  BOS  thus  may  begin  with  suspicion  of 
the  disease  in  patients  with  diarrhea  and  malab- 
sorption who  are  predisposed  to  stasis  by  ana- 
tomic or  motility  disorders;  the  latter  can  usually 
be  demonstrated  on  a barium  x-ray.  Abnormal  d- 
xylose  absorption,  abnormal  Schilling  test,  ab- 
normal postprandial  rise  in  serum  bile  acids,  and 
the  elimination  of  other  possible  causes  for  the 
pathophysiologic  changes  suggest  bacterial  over- 
growth. Quantitative  bacterial  cultures,  if  possi- 
ble, and  the  response  to  antibiotic  therapy  and 
relapse  with  its  withdrawal,  confirm  the  diagno- 
sis. 

Therapy  for  BOS  involves  correction  of  the 
predisposing  disorder  if  possible,  and  antibiotics 
if  correction  is  not  possible.  The  choice  of  anti- 
biotic has  usually  been  empirical.  Although  an- 
aerobicidal  antibiotics  would  seem  indicated  be- 


cause of  the  known  prevalence  of  anaerobes  in 
this  disorder,  the  use  of  aerobicidal  antibiotics  to 
kill  oxygen-consuming  flora  might  secondarily 
produce  an  unfavorable  environment  for  anaer- 
obes. Antibiotics  used  have  included  ampicillin,14 
tetracycline, 2-3-7-15  chloramphenicol,2  metronida- 
zole,3 lincomycin,3-15  clindamycin,16  and  erythro- 
mycin.17 Potential  complications,  including  dental 
staining,  aplastic  anemia,  tumorigenicity,  pseu- 
domembranous enterocolitis,  and  frequent  gas- 
trointestinal complaints  limit  the  utility  of  these 
antibiotics  in  pediatric  patients.  Although  no 
previous  use  of  trimethoprim-sulfamethoxazole 
has  been  reported,  our  experience  indicates  that 
it  is  useful  in  treating  this  disorder.  We  have  used 
it  with  success  in  a number  of  patients  afflicted 
with  BOS,  in  whom  the  underlying  predisposing 
structural  or  functional  disorder  was  not  amena- 
ble to  correction.  In  such  cases,  continuous  or 
intermittent  antibiotic  therapy  is  needed  indefi- 
nitely to  suppress  intraluminal  bacterial  popula- 
tions.3 Since  trimethoprim-sulfamethoxazole  has 
been  used  safely  during  prolonged  periods  in 
children  with  chronic  otitis  or  urinary  tract  infec- 
tion, it  is  unlikely  to  have  prohibitive  risks  to 
chronic  use  in  BOS  either.  One  should,  however, 
demonstrate  clinical  and  functional  improvement 
during  administration  of  the  antibiotic,  and  re- 
lapse after  its  withdrawal,  before  planning  long- 
term therapy.  r 
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ZACK  TAYLOR,  M.D. 

(Resident  Physician) 

A 52-year-old  white  man,  with  a long  history  of  cigarette 
smoking  and  chronic  obstructive  pulmonary  disease  was  ad- 
mitted to  the  Veterans  Administration  Hospital  in  December 
1982  for  elective  radiotherapy  of  a cerebral  tumor.  He  was 
seen  initially  in  February  of  1982  because  of  a left  focal  sei- 
zure subsequently  found  to  be  related  to  a right  frontal  intra- 
cerebral mass.  At  craniotomy  for  debulking  it  proved  to  be  a 
poorly  differentiated  adenocarcinoma.  Phenytoin,  decadron, 
and  phenobarbital  were  added  to  the  anhydrous  theophylline 
that  he  had  been  taking  chronically  for  pulmonary  disease.  A 
consistently  low  serum  theophylline  level  necessitated  a step- 
wise increase  in  the  dose  from  100  mg  every  12  hours  to  an 
ultimate  600  mg  every  eight  hours. 

In  June  of  1982  he  underwent  intracranial  radiation  for 
recurrence  of  the  cranial  tumor  after  having  complained  of 
swelling  of  the  right  arm  and  a large  mass  in  the  neck.  His 
medications  at  the  time  were  phenytoin  200  mg  every  12  hours, 
phenobarbital  30  mg  every  eight  hours,  anhydrous  theophyl- 
line 600  mg  every  eight  hours,  decadron  4 mg  orally  every 
seven  hours,  terbutalene  5 mg  every  eight  hours,  and  meta- 
proterenol  inhaler  as  needed. 

On  the  present  admission  vital  signs  were  normal  except 
for  a respiratory  rate  of  30/min.  He  was  a cachectic,  chroni- 
cally ill-appearing  white  man  with  an  old  craniotomy  scar  and 
a 4 x 5 cm  firm,  non-tender  mass  in  the  right  anterior  cerv- 
ical triangle.  The  thorax  was  increased  in  AP  diameter  and 
there  was  moderate  diffuse  wheezing  throughout  both  lungs. 
The  pulmonic  second  sound  was  loud.  The  right  upper  ex- 
tremity was  edematous  with  dilated  superficial  veins,  and  there 
was  a mild  right  hemiparesis  that  had  been  present  for  sev- 
eral months. 

The  laboratory  test  results  were  normal  except  for  a ser- 
um bicarbonate  of  31  mEq/liter,  alkaline  phosphatase  of  350 
IU/liter,  and  serum  calcium  of  7.9  mg/dl.  The  electrocardi- 
ogram was  normal.  The  thoracic  roentgenogram  revealed  hy- 
perinflated  lungs  with  apical  bullae. 

With  serum  levels  of  his  two  drugs  as  shown  in  Table  1 he 
remained  wheeze-free,  and  irradiation  of  the  right  axilla  and 
supraclavicular  area  with  a total  of  3,500  rad  resulted  in  al- 
most complete  resolution  of  edema  of  the  right  upper  ex- 
tremity and  the  symptoms  therefrom. 

The  final  diagnosis  was  metastatic  adenocarcinoma  of  brain 
and  cervical  node  (primary  site  unknown);  chronic  obstruc- 
tive pulmonary  disease  (COPD). 


From  the  Department  of  Medicine,  University  of  Tennessee  Col- 
lege of  Medicine,  and  the  Department  of  Clinical  Pharmacy,  Univer- 
sity of  Tennessee  College  of  Pharmacy,  951  Court  Ave.,  Memphis,  TN 
38163.  Presented  Feb.  23,  1983. 
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TABLE  1 

SERUM  LEVELS  OF  MEDICATIONS* 


January  10 

January  17 

January  24 

Theophylline 

9.2 

9.9 

7.7 

Phenytoin 

7.0 

5.8 

7.8 

'Serum  levels  in  p.g/ml. 


RICHARD  BROWN,  Pharm.D. 

(Assistant  Professor,  Clinical  Pharmacy) 

The  usual  approach  to  a review  of  the  phar- 
macokinetics of  theophylline  is  to  present  and 
discuss  a patient  who  is  intoxicated  from  the  drug. 
Today’s  patient,  however,  demonstrates  some- 
thing different,  yet  important  clinically,  namely 
resistance  to  attainment  of  therapeutic  serum 
levels. 

Theophylline:  Questions  and  Answers 

Some  of  the  common  questions  asked  about 
theophylline  in  terms  of  its  dosing  and  toxicity 
follow: 

1.  What  is  its  optimal  therapeutic  serum  lev- 
el? (It  is  10  to  20  |xg/ml.) 

2.  When  should  blood  be  drawn  to  determine 
serum  level  in  relation  to  dose?  Since  substantial 
errors  are  generated  by  variation  from  the  ideal 
interval,  I will  address  this  issue  below. 

3.  What  time  period  is  required  to  achieve  a 
steady  state  following  initial  administration  or 
following  dosage  alterations  of  theophylline? 
(There  is  a basic  pharmacokinetic  principle  that 
drugs  accumulate  according  to  their  half-life.  It 
requires  approximately  four  to  five  half-lives  for 
a drug  to  accumulate  maximally  to  steady  state, 
and  if  serum  concentration  is  determined  earlier, 
it  may  give  a falsely  low  reading.) 

4.  Are  there  identifiable  risks  for  develop- 
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ment  of  intoxication?  (These  are  listed  in  Table 
2 and  will  be  discussed  later.) 

5.  Do  any  drugs  interact  significantly  with 
theophylline?  (These  are  listed  in  Table  3.) 

6.  Can  relatively  benign  signs  (i.e.,  nausea  and 
vomiting)  be  relied  upon  as  early  warning  of  more 
serious  intoxication  to  come?  (Theophylline  was 
administered  rather  crudely  for  years.  Though 
available  since  the  1940s,  the  recognition  of  its 
toxicity  came  about  only  in  the  late  1960s  and 
early  1970s.  Before  the  advent  of  sustained  re- 
lease preparations  and  serum  concentration 
monitoring,  dosage  was  determined  from  symp- 
toms of  intoxication,  the  drug  being  given  until 
an  indicator  of  intoxication,  usually  nausea,  ap- 
peared, and  then  reduced  a small  amount,  and 
maintained  on  that  reduced  dose.  This  is  a haz- 
ardous way  of  prescribing  theophylline  because 
only  some  30%  of  patients  experience  nausea 
prior  to  the  onset  of  such  serious  manifestations 
as  seizures  or  malignant  arrhythmias.) 

7.  How  is  accurate  conversion  from  intrave- 
nous (IV)  to  oral  dosage  achieved?  (The  cost  of 
serum  assay  can  be  immense,  especially  if  assay 
is  misused.  In  the  private  sector  locally,  the  cost 
for  a single  determination  is  approximately  $40. 
As  in  our  case,  where  the  patient  may  be  expe- 
riencing a significant  drug  interaction,  three  to 
six  levels  may  be  necessary  to  get  the  concentra- 
tion stabilized,  with  an  expenditure  of  $120  to 
$240  just  to  evaluate  the  drug’s  IV  dosing.  If 
switching  to  a dose  of  an  oral  product  is  done 
empirically  it  may  be  necessary  to  go  through  this 
process  of  titration  and  evaluation  all  over  again.) 

8.  Are  the  gastrointestinal  disturbances  seen 
with  the  drug  generated  locally  or  centrally?  (Lo- 
cal effects  are  transient,  and  observed  shortly 
after  dosing,  whereas  central  nausea  and  vomit- 
ing are  related  to  high  serum  concentrations  and 
are  persistent  over  the  entire  dosing  interval.) 

9.  Does  elimination  of  theophylline  slow  down 

TABLE  2 

FACTORS  THAT  DECREASE  THEOPHYLLINE  CLEARANCE 
(RISK  FACTORS  FOR  TOXICITY) 


Hepatic  cirrhosis 
Acute  hepatitis 
Cholestasis 
Cardiac  failure 
Cor  pulmonale 
Pneumonia 

Low  protein/high  carbohydrate  diet 
Older  age 


at  high  concentrations  thus  prolonging  intoxica- 
tion? (Yes;  this  is  an  important  concept  that  must 
be  remembered  when  dealing  with  intoxicated 
patients.  The  elimination  half-life  is  usually  un- 
predictable and  prolonged  in  these  situations.) 

10.  How  should  intoxication  be  managed?  (We 
will  answer  this  later.) 

11.  Should  a newly  admitted,  symptomatic 
patient  on  oral  theophylline  be  reloaded?  (I  will 
give  an  actual  scenario  later  that  will  disclose  the 
answer  to  this  question.) 

Pharmacokinetics 

Pharmacokinectics  is  a tool  that  may  be  used 
in  the  clinical  estimation  of  serum  drug  levels  re- 
sulting from  a specific  dosing  regimen.  The  pa- 
rameters used  in  making  this  estimate  are  ab- 
sorption, distribution,  metabolism,  and  excretion 
(clearance). 

Apparent  Volume  of  Distribution 

Apparent  volume  of  distribution  (Vd)  is  an 
abstract  term  expressed  as  a ratio  of  the  total 
amount  of  drug  in  the  body  to  its  concentration 
in  the  serum.  It  is  the  “apparent”  volume  of  fluid 
needed  to  dilute  the  amount  of  drug  present  in 
the  body  to  yield  a given  concentration  in  the 
serum.  To  maintain  a fixed  serum  concentration, 
the  larger  the  diluting  volume,  the  greater  the 
total  amount  of  drug  that  must  be  given. 

The  numbers  expressing  Vd  in  liters  are  often 
very  large.  For  digoxin,  for  example,  it  may  be 
as  high  as  400  to  500  liters.  There  is  obviously 
not  that  volume  of  fluid  available  in  the  body, 
but  the  huge  distribution  in  tissues  of  this  highly 
lipophilic  drug  accounts  for  its  “apparently”  large 
Vd.  With  theophylline,  the  average  Vd  in  nor- 
mal subjects  is  around  0.5  liter/kg  of  lean  body 
weight.  If  a fixed  dose  is  given  to  patients  with 
different  Vd,  dramatic  differences  in  correspond- 
ing serum  levels  result.  The  smaller  the  Vd  (the 
more  contracted  the  space),  the  higher  the  at- 
tainable serum  level  will  be  from  a given  dose. 
By  contrast,  a smaller  peak  serum  level  is  at- 
tained from  the  same  dose  with  a larger  Vd. 

Variations  in  Vd  are  encountered  with  theo- 
phylline and  are  important  to  appreciate  clinical- 
ly. A healthy  young  nonsmoking  patient  will  have 
a Vd  of  approximately  0.5  liter/kg,  which  amounts 
to  35  liters  in  an  individual  weighing  70  kg.  With 
disease,  for  example  bronchial  asthma,  there  is  a 
change  in  the  Vd  especially  if  the  patient  hap- 
pens to  be  obese. 

Obesity:  In  obese  patients  the  Vd  is  most  ac- 
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curately  determined  on  the  basis  of  lean  body 
weight  rather  than  total  body  weight,  since  if  such 
a patient’s  dose  is  based  on  total  body  weight, 
toxicity  could  occur  due  to  the  Vd  being  smaller 
than  calculated  from  total  weight.  Extremely 
obese  patients  have  unusually  small  Vd  due  to 
their  substantial  adipose  tissue.  To  illustrate,  if 
an  obese  patient  is  100%  over  desirable  lean  body 
weight  (i.e.,  total  weight  400  lb,  with  200  lb  of 
fat)  the  Vd  of  theophylline  may  be  as  low  as  0.25 
liter/kg.  Thus,  the  more  obese  the  patient,  the 
greater  the  caution  and  the  smaller  the  dose  that 
must  be  used  for  loading  with  and  for  maintain- 
ing a therapeutic  level  of  theophylline. 

How  then  is  dosing  with  theophylline  safely 
accomplished  in  obesity?  The  easiest  and  most 
conservative  way  of  avoiding  problems  is  simply 
to  load  on  the  basis  of  lean  body  weight,  though 
there  is  some  controversy  as  to  whether  mainte- 
nance should  be  continued  on  the  basis  of  lean 
or  total  body  weight.  I would  take  the  conserva- 
tive approach  and  base  both  the  loading  and  the 
maintenance  dosage  on  lean  body  weight,  espe- 
cially in  extremely  obese  patients.  There  are  var- 
ious formulas  for  calculating  lean  body  weight  to 
arrive  at  the  appropriate  parameters. 

Effect  of  pH:  As  the  patient  becomes  acidotic 
and  the  pH  of  the  blood  falls,  the  Vd  expands,1 
which  means  that  as  a patient  becomes  acidotic, 
a given  dose  of  theophylline  will  yield  a lower 
than  expected  serum  level.  The  opposite  is  seen 
with  alkalosis:  the  Vd  contracts.  The  easiest  way 
to  remember  this  is  that  with  a constant  dose, 
the  serum  level  will  go  in  the  same  direction  as 
the  pH.  Thus,  as  the  patient  becomes  acidotic 
and  the  pH  drops,  the  serum  level  will  go  down 
with  a fixed  dose,  and  conversely,  as  the  pH  rises 
the  serum  level  will  rise. 

Metabolism  and  Clearance:  Since  theophylline 
is  biotransformed  by  the  liver  and  cleared  by  the 
kidneys,2  the  drug  must  be  given  cautiously  to 
patients  with  hepatic  failure,  but  the  procedure 
to  be  followed  is  not  so  clear  in  patients  with  im- 
paired renal  function.  It  seems  that  with  low  or 
therapeutic  doses,  the  mechanism  of  renal  clear- 
ance plays  a minimal  baseline  role  in  elimina- 
tion, but  if  the  patient  becomes  intoxicated,  and 
the  hepatic  clearance  pathways  thus  become  sat- 
urated, renal  clearance  becomes  increasingly  im- 
portant.3 Likewise,  if  the  patient  is  elderly,  or  has 
renal  insufficiency  with  a decreased  creatinine 
clearance,  this  renal  shift  may  become  important 
kinetically. 

Age:  The  Vd  of  unbound  drug  is  statistically 
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TABLE  3 

DRUG  INTERACTIONS  THAT  DECREASE 
THEOPHYLLINE  CLEARANCE 


High  dose  allopurinol 
Cimetidine 

Erythromycin  (base  and  salts) 
Influenza  A vaccine  (possible) 
Propranolol 
Troleandomycin 


altered  from  1.38  in  the  young  to  0.86  in  the  el- 
derly. Also,  unbound  plasma  clearance  seems  to 
be  diminished  as  well;  as  the  creatinine  clearance 
falls  with  age,  so  does  the  unbound  theophylline 
clearance.  Although  many  believe  this  may  be  of 
minor  importance,  it  deserves  further  investiga- 
tion, since  specific  recommendations  are  lacking. 

Clearance 

Looking  at  total  clearance  of  theophylline,  the 
mechanism  can  be  saturated  and  can  be  dose-de- 
pendent, or  simply  stated,  drug  elimination  is 
slowed  substantially  in  patients  with  high  serum 
concentrations.  This  can  be  a source  for  serious 
error  in  dealing  with  intoxicated  patients.  In  this 
situation  serum  level  monitoring  is  an  absolute 
necessity  for  establishing  an  elimination  curve  to 
allow  proper  reinstitution  of  dosage  with  the  drug. 
The  use  of  “normal”  half-life  data  often  leads  to 
premature  readministration  of  the  drug  and  pro- 
longation of  intoxication.  Further  discussion  of 
this  zero-order  kinetic  behavior  is  provided  else- 
where.4 

A practical  example  of  this  concept  may  be 
useful.  A patient  with  chronic  lung  disease  hav- 
ing a history  of  theophylline  therapy  came  to  our 
admitting  area  with  severe  dyspnea  and  audible 
wheezes.  He  had  multiple  past  admissions  for 
COPD  for  noncompliance  with  medication.  The 
initial  assessment  was  that  his  level  of  theophyl- 
line was  subtherapeutic,  probably  due  to  non- 
compliance.  It  was  decided  therefore  to  give  only 
a half  dose  for  reloading,  the  appropriate  proce- 
dure in  the  light  of  his  medication  history.  After 
transportation  to  the  intensive  care  unit,  when 
the  patient  continued  to  wheeze  and  remained 
air  hungry,  it  was  decided  to  give  the  other  half 
of  the  load.  He  therefore  received  3 mg/kg  in  the 
emergency  room  and  another  3 mg/kg  in  the  ICU. 
During  the  second  loading  effort,  the  patient  had 
a grand  mal  seizure,  initially  attributed  to  hypox- 
ia. The  loading  was  continued,  but  after  another 
seizure  the  theophylline  was  discontinued. 
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To  learn  from  experience,  we  decided  to  do  a 
series  of  serum  levels,  obtaining  one  every  six 
hours  for  24  hours  following  the  second  loading 
dose.  These  are  shown  in  Table  4. 

A log  concentration/time  plot  of  these  data 
demonstrated  a slower  zero-order  clearance*  (T- 
1/2  = 17.5  hours)  initially,  and  a first-order  clear- 
ancet  (T-l/2  = 5.2  hours)  after  18  hours.  In  ret- 
rospect, even  though  his  pulmonary  disease  was 
symptomatic,  the  patient  was  apparently  com- 
pliant with  his  regimen  to  the  point  of  intoxicat- 
ing himself. 

Another  patient  seen  recently  demonstrated  a 
similar  kinetic  behavior.  From  an  initial  level  of 
33  fxg/ml,  serial  theophylline  levels  disclosed  a 
half-life  of  70  hours  for  the  first  24-hour  period; 
this  declined  to  48,  14,  and  finally  7 hours  over 
the  next  three  days  to  a final  serum  level  of  6 pg / 
ml.  He  became  saturated  very  early,  revealing 
that  the  enzymatic  process  responsible  for  hepat- 
ic clearance  can  be  saturated.  This  occurs  usual- 
ly, but  not  exclusively,  at  high  dosages,  and  can 
lead  to  difficulties  if  the  therapist  is  not  aware  of 
the  possibility. 

Hepatic  Clearance:  Since  the  theophylline  is 
cleared  in  the  liver  through  the  microsomal  en- 
zyme pathways,  any  chemical  that  acts  as  an  en- 
zyme inducer  will  increase  its  clearance.  There 
are  several  enzyme  stimulants  that  have  been 
identified  recently.  Patients  who  smoke  seem  to 
tolerate  more  drug  because  the  half-life  of  theo- 
phylline is  shorter  in  such  patients.  Clearance  is 
apparently  accelerated  through  the  enzyme  in- 
duction effect  of  3-4  benzpyrene,  a gaseous  sub- 
stance in  the  smoke,  rather  than  by  nicotine. 
Since  the  compound  is  also  found  in  marijuana 
smoke,  patients  who  smoke  both  tobacco  and 
marijuana  demonstrate  this  even  more  dramati- 
cally. There  is  a minimum  number  of  cigarettes 
per  day  one  has  to  smoke  to  achieve  a significant 
degree  of  increased  clearance.  It  appears  to  be 
ten  cigarettes  per  day.  After  abstention  from  to- 
bacco, the  effect  may  persist  for  as  long  as  two 
years,  but  the  usual  duration  is  about  three 
months. 

What  is  the  clinical  significance  of  this  other 
than  that  these  patients  require  more  drug?  Sup- 
pose a patient  is  a smoker  with  a theophylline 


*First-order  clearance — The  rate  of  removal  of  a drug  is  propor- 
tional to  the  plasma  concentration;  the  latter  diminishes  logarithmi- 
cally with  time  (a  linear  relationship). 

t Zero-order  clearance — Metabolic  clearance  proceeds  at  a con- 
stant rate  regardless  of  dose.  Large  doses  of  drug  are  cleared  at  a 
slower  rate  and  have  a longer  T-Yi  than  small  doses.  There  is  a dis- 
proportionate increase  in  plasma  concentration  with  increased  doses. 


level  at  steady  state.  Using  the  average  half-life 
and  average  Vd  for  the  adult  smoker  of  70  kg 
from  published  data,  the  plasma  concentration  at 
a steady  state  is  calculated  at  17.8  pg/ml.  The 
dose  required  to  achieve  this  is  500  mg  theophyl- 
line every  12  hours.  By  some  miracle  you  con- 
vince the  patient  to  stop  smoking  and  three 
months  pass.  Over  that  three  months  the  effects 
of  the  3-4  benzpyrene  theoretically  subside,  and 
the  clearance  diminishes.  Unless  the  dose  of 
theophylline  is  decreased,  accumulation  would  be 
expected.  Using  statistical  values  for  half-life  and 
Vd  in  this  patient  as  a nonsmoker,  and  continu- 
ing the  same  dose  (500  mg  every  12  hours),  the 
serum  level  would  rise  to  32  p-g/ml  from  17.8  pg / 
ml,  and  without  dosage  adjustment  the  patient 
could  become  intoxicated,  clearly  unjust  retribu- 
tion for  self-correction  of  a dangerous  habit. 

A low  carbohydrate/high  protein  diet  may  also 
substantially  increase  clearance,  but  to  a lesser 
degree  than  smoking  does. 

Effect  of  Interacting  Drugs  on  the 
Pharmacodynamics  of  Theophylline 

In  our  patient  of  today  we  could  not  achieve 
an  adequate  serum  concentration  on  the  usual 
theophylline  dosage.  A recent  article5  led  us  to 
consider  the  possibility  that  he  was  experiencing 
an  interaction  between  phenytoin  and  theophyl- 
line, since  phenytoin  is  a well-documented  he- 
patic enzyme  inducer.  There  is  evidence  that 
theophylline  is  cleared  through  the  cytochrome 
P 448  mixed  oxidase  pathway,  and  since  pheny- 
toin is  a P 450  stimulator,  we  may  conclude  from 
this  reported  interaction  that  theophylline  is  also 
cleared  through  the  P 450  pathway.  The  clear- 
ance rate  of  theophylline  under  the  effects  of 
phenytoin  is  increased  approximately  twofold, 
which  means  that  the  half-life  is  reduced  from 
about  6.3  hours  before  phenytoin  is  given  to  as 
short  as  3.75  hours  after.  This  may  be  appreci- 
ated better  in  terms  of  the  clearance,  which  is 
increased  from  72  ml/kg/hr  to  116  ml/kg/hr,  an 
almost  twofold  increase  in  the  clearance  of  theo- 
phylline that  requires  increased  dosage  to  main- 
tain a given  serum  level. 

We  were  never  able  to  get  this  patient’s  level 
over  9.9  pg/ml.  If  his  oral  dosage  is  depicted  as 
IV  aminophylline  equivalence,  his  requirement  of 
600  mg  every  eight  hours  of  sustained  theophyl- 
line is  equivalent  to  1.897  mg/kg/hr  of  IV  ami- 
nophylline. This  is  roughly  twice  the  normal  dos- 
age for  a healthy  young  person,  and  some  three 
times  that  for  an  individual  of  this  age. 
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TABLE  4 

SERUM  LEVELS  OF  THEOPHYLLINE 


Time 

Concentration  (^g/ml) 

0 

52.6 

6 

43.0 

12 

30.0 

18 

22.0 

24 

10.3 

Phenytoin  not  only  increases  the  clearance  of 
theophylline,  but  oral  theophylline  may  also  im- 
pair absorption  of  oral  phenytoin.  Our  attempts 
at  dosage  adjustment  of  phenytoin  to  get  thera- 
peutic concentrations  were  unsuccessful,  though 
we  did  get  up  to  a concentration  of  8.3  mg/liter 
on  500  mg  once  a day.  It  is  likely  he  was  malab- 
sorbing  phenytoin  as  well  as  experiencing  the  in- 
crease in  clearance  of  theophylline.  The  patient 
was  also  receiving  phenobarbital,  also  an  enzyme 
inducer,  which  may  have  contributed  to  the  in- 
creased clearance. 

In  conclusion,  I think  this  case  demonstrates 
quite  dramatically  that  theophylline  and  pheny- 
toin interact  to  a clinically  significant  degree.  A 
major  episode  of  theophylline  toxicity  could  re- 
sult if  phenytoin  was  discontinued  at  a future  date 
with  no  downward  adjustment  in  theophylline 
dosage. 

Table  2 provides  a list  of  factors  reported  to 
decrease  theophylline  elimination  rate.  They  are, 
in  effect,  risk  factors  for  toxicity.  It  might  be 
thought  that  caffeine,  a methylxanthine,  and  its 
metabolites  could  contribute  to  the  saturable 
clearance  mechanisms  for  theophylline.  Since  this 
is  a zero  order  process,  caffeine  could  theoreti- 
cally cause  the  patient  to  retain  more  theophyl- 
line, but  this  has  been  shown  to  be  of  minor  im- 
portance. 

Another  factor  that  decreases  clearance  is  age, 
due  partly  to  the  mentioned  renal  mechanisms, 
partly  to  alteration  in  protein  binding,  and  partly 
to  decreased  hepatic  clearance.  The  dose  re- 
quired to  keep  the  serum  levels  in  the  therapeu- 
tic range  of  10  to  20  fxg/ml  may  be  reduced  from 
25  mg/kg/24  hr  in  the  young  to  as  little  as  15  or 
16  mg/kg/24  hr  in  the  elderly. 

Other  factors  that  contribute  to  a decrease  in 
clearance  are  some  of  the  complications  of  dis- 
ease of  the  heart  and  lungs — pulmonary  edema, 
pneumonia,  and  congestive  failure.  As  such  pa- 
tients improve,  their  theophylline  clearance  also 
improves. 
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There  are  several  drug  interactions  that  add 
risk  (Table  3).  Certainly  a drug  that  suppresses 
hepatic  clearance  through  enzyme  inhibition 
would  present  an  added  risk.  The  most  common- 
ly prescribed  of  such  drugs  today  is  cimetidine. 
Since  the  H2  antagonist  inhibits  microsomal  en- 
zymes and  possibly  reduces  hepatic  blood  flow,  it 
can  interact  with  other  drugs  removed  by  the  liv- 
er, and  the  half-life  of  theophylline  is  increased 
after  one  day  from  7.6  hours  to  10  hours,  and 
after  eight  days  to  11  hours.  Clearance  is  rapidly 
diminished  from  46  ml/kg/hr  to  37  ml/kg/hr  after 
one  day  of  cimetidine,  and  after  eight  days  to  31 
ml/kg/hr.  There  is  no  significant  change  in  the  Vd. 
The  two  drugs  must  therefore  be  used  together 
with  caution.  It  appears  presently  that  ranitidine, 
a new  H2  antagonist,  may  only  minimally  impair 
theophylline  clearance,  if  at  all. 

It  may  not  be  completely  safe  to  give  eryth- 
romycin, a macrolide  antibiotic,  to  a patient  tak- 
ing theophylline.  Since  the  antibiotic  may  be 
needed  in  patients  with  chronic  lung  disease  al- 
ready at  steady  state  on  theophylline,  there  has 
been  debate  in  the  literature  as  to  whether  or  not 
this  interaction  is  significant.  A recent  study,7  and 
probably  one  of  the  better  ones,  was  done  in  pa- 
tients who  did  not  have  pneumonia  at  the  time 
of  the  evaluation,  the  specific  criticism  being  the 
likelihood  that  the  pneumonia  rather  than  the 
erythromycin  contributed  to  the  decreased  clear- 
ance of  theophylline.  This  recent  study,  however, 
showed  that  with  the  stearate  salt  of  erythromy- 
cin, the  half-life  of  the  concurrently  administered 
theophylline  increased  21%,  with  the  erythro- 
mycin base  product  the  increase  was  51%,  and 
with  the  ethylsuccinate  it  was  60%.  Troleando- 
mycin  (TA),  a macrolide  antibiotic  not  as  widely 
prescribed,  also  decreases  clearance  by  as  much 
as  50%. 

Allopurinol,  a xanthine  oxidase  inhibitor,  has 
interaction  potential.  Studied  in  the  past  at  the 
usual  dose  of  300  mg/day,  it  was  shown  to  give 
no  difficulty,  but  with  300  mg  every  12  hours, 
however,  which  some  patients  may  require,  theo- 
phylline clearance  may  be  diminished  with  a 
change  in  elimination  after  28  days  of  the  uric 
acid  inhibitor.8  Thus,  it  appears  from  these  data 
that  allopurinol  in  high  doses  has  some  potential 
for  interaction  with,  and  reduction  in  clearance 
of,  theophylline. 

Serum  Monitoring 

Serum  concentration  monitoring  is  critical.  I 
believe  we  must  monitor  levels  to  use  this  agent 
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properly.  An  established  relationship  between 
optimal  response  and  the  serum  concentration9 
has  been  demonstrated  by  comparing  FEV  1.0 
second  to  concentration  in  patients  with  COPD. 
Optimal  responsiveness  is  achieved  at  a serum 
concentration  of  5 to  20  pig/ml. 

When  should  these  levels  be  obtained  and 
evaluated  in  the  dosing  sequence?  Since  this  is  a 
common  question,  I think  because  we  have  the 
product  available  in  so  many  dosage  forms  it  is 
worth  looking  at  three  representative  ones.  With 
the  IV  form,  aminophylline,  blood  for  determi- 
nation of  the  level  should  be  drawn  at  steady 
state,  based  on  the  drug’s  half-life  in  the  individ- 
ual patient.  It  requires  roughly  five  half-lives  to 
obtain  steady  state,  which  in  the  average  patient 
will  occur  in  about  24  to  36  hours.  A minimum 
of  24  hours  of  maintenance  dosing  is  desirable 
following  loading  before  evaluating  the  drug’s 
serum  concentration. 

If  you  choose  to  use  a nonsustained  rapid  re- 
lease oral  preparation,  blood  should  be  drawn 
approximately  0.75  to  1.5  hours  after  a dose  has 
been  administered  and  steady  state  has  been  at- 
tained. Additionally,  if  theophylline  dose  is 
changed  one  afternoon,  do  not  waste  your  and 
the  laboratory’s  time  monitoring  the  level  the 
following  morning  because  the  new  equilibrium 
or  steady  state  will  not  have  been  achieved.  With 
a sustained-release  preparation,  dosage  should  be 
evaluated  at  a peak  serum  level  four  hours  after 
the  dose  is  administered  and  at  steady  state  con- 
centration. Some  believe  that  morning  nadir  ser- 
um levels  give  more  accurate  values  than  evening 
or  midday  levels,  since  there  may  be  a greater 
degree  of  level  fluctuation  during  the  day  with 
sustained-release  preparations.  Fluctuation  seems 
to  be  minimal  through  the  night,  so  it  may  be  a 
good  idea  to  draw  nadir  levels  prior  to  the  am 
dose  to  get  a more  useful  evaluation,  making  sure 
the  sampling  time  is  noted  on  the  sample  tube, 
and  if  possible,  its  relationship  to  the  last  dose. 
If  the  patient  missed  a dose  just  prior  to  sam- 
pling, it  is  difficult  if  not  impossible  to  interpret 
the  value,  and  further,  it  may  lead  to  the  false 
conclusion  that  the  patient  needs  more  drug,  re- 
sulting in  intoxication. 

Dosage  Recommendations 

In  times  past,  dosing  was  done  rather  crudely. 
Improvements  were  made  in  the  early  1970s, 
when  recommendations  for  maintenance  dosage 
were  established  at  0.9  to  1 mg/kg/hr  of  amino- 
phylline. After  using  this  approach  for  several 


TABLE  5 

AMINOPHYLLINE  DOSAGE  FOR  PATIENTS 
NOT  CURRENTLY  RECEIVING  THEOPHYLLINE 


Group 

Loading  Dose* 

Maintenance  Dose 

Children  6 months 
to  9 years 

6 mg/kg+  (5) 

1 .0  mg/kg/hrt  (0.85) 

Children  age  9-16 
and  young  adult  smokers 

6 mg/kgt  (5) 

0.8  mg/kg/hrT  (0.7) 

Otherwise  healthy 
nonsmoking  adults 

6 mg/kg+  (5) 

0.5  mg/kg/hrt  (0.43) 

Older  patients  and 
patients  with 
cor  pulmonale 

6 mg/kgt  (5) 

0.3  mg/kg/hrt  (0.26) 

Patients  with  congestive 
heart  failure,  liver 
disease 

6 mg/kg+  (5) 

0.1 -0.2  mg/kg/hrt  (0.1) 

'Based  on  estimated  lean  (ideal)  body  weight. 

tEquivalent  anhydrous  theophylline  dose  indicated  in  parentheses. 


months,  approximately  30%  of  the  treated  pa- 
tients became  intoxicated.  Over  the  last  six  to 
eight  years  we  have  become  aware  of  the  risk 
problems  identified  today.  The  incidence  of  in- 
toxication is  greatly  reduced  now,  with  the  rec- 
ommended dosage  decreased  by  as  much  as  five 
to  ninefold  over  what  we  prescribed  only  five 
years  ago.  The  February  1980  FDA  Drug  Bulle- 
tin (Table  5)  and  other  sources  have  carried  ta- 
bles and  charts  summarizing  dosage  suggestions, 
which  has  widely  reduced  the  incidence  of  intox- 
ication.1011 

Subtherapeutic  Level:  What  is  the  appropriate 
response  to  a subtherapeutic  serum  level  in  a 
symptomatic  patient?  It  is  obviously  to  increase 
the  concentration  in  a safe  manner.  One  quick 
way  of  doing  this  is  to  remember  that  in  the  ther- 
apeutic range  there  is  a linear  relationship  be- 
tween dose  and  serum  concentration.  In  a pa- 
tient whose  steady  state  concentration  is  10  |xg/ 
ml  on  a 45  mg/hr  dose  of  aminophylline,  the  dos- 
age required  to  achieve  a desired  15  p,g/ml  level 
can  be  determined  by  establishing  a new  dose/ 
concentration  ratio  equal  to  the  existing  one. 
Solving  for  “new  dose”  will  enable  the  physician 
to  determine  the  new  dosage  with  a fair  degree 
of  accuracy.  Though  these  linear  relationships  are 
true  in  the  therapeutic  ranges,  they  are  not  de- 
pendable in  intoxicated  patients.  Tables  compil- 
ing dosage  adjustment  recommendations  have 
been  published.1213 

Toxicity:  Not  everyone  who  is  intoxicated  be- 
comes nauseated.  Of  intoxicated  patients,  only 
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about  30%  demonstrate  nausea  before  more  se- 
rious symptoms.  Fortunately,  seizures  are  en- 
countered infrequently  and  are  usually  associ- 
ated with  levels  over  40  |xg/ml,  though  patients 
occasionally  have  seizures  from  standard  doses. 
In  one  report,14  eight  patients  had  seizures  on 
“conventional”  doses;  four  of  them  died.  The 
“conventional”  doses  ranged  up  to  51  mg/kg/day. 
This  was  in  1975,  before  the  advent  of  specific 
dosage  adjustment  recommendations.  The  dose 
of  51  mg/kg/day  amounts  to  about  2 mg/kg/hr  of 
aminophylline,  certainly  aggressive  therapy  by 
current  standards. 

Management  of  Seizures:  How  should  convul- 
sions be  treated?  Anticonvulsants  are  indicated 
and  charcoal-hemoperfusion  appears  to  be  the 
most  effective  way  to  remove  theophylline.  It  is 
not,  however,  a benign  treatment  approach. 

Proprietary  Preparations:  Do  not  become  con- 
fused by  all  the  theophylline-containing  proprie- 
tary drugs  on  the  market.  Though  the  controlled 
drug  environment  in  our  medical  center  hospi- 
tals, with  their  formulary  systems  of  drug  use  and 
control,  limits  your  exposure  here  to  these  prod- 
ucts, in  the  private  sector  one  is  bombarded  with 
literature  on  scores  of  theophylline  preparations. 
Each  pharmaceutical  company  is  obviously  trying 
to  promote  its  own  product  as  the  premier  agent. 
My  advice  would  be,  based  on  the  literature,  to 
choose  one  or  two  good  anhydrous  theophylline 
preparations,  gain  experience  with  their  use,  and 
try  not  to  deviate  from  them.  Experimenting  can 
be  problematical  because  bioavailability  in  the 
various  products  is  substantially  different.12 

Summary 

In  summary,  let  us  look  at  the  overall  ap- 
proach to  using  IV  and  oral  theophylline.  After 
an  IV  load  of  5.6  mg/kg  of  aminophylline  admin- 
istered over  20  minutes,  the  decision  is  made, 
based  on  the  underlying  pathology,  and  thera- 
peutic response  as  to  what  maintenance  dose  is 
appropriate.  With  underlying  congestive  heart 
failure,  for  example,  a maintenance  dose  of  0.5 
mg/kg/hr  may  be  chosen,  and  the  patient  is  main- 
tained at  this  particular  dose  by  constant  IV  in- 
fusion. Assuming  a good  response,  acceptable 
levels,  and  a tolerant  patient,  the  switch  to  an 
oral  form  can  be  made.  The  bioavailability  ratio 
of  aminophylline  to  theophylline  is  0.8;  in  other 
words,  aminophylline  is  80%  theophylline,  and  1 
gm  of  aminophylline  is  equal  to  800  mg  of  theo- 
phylline. Understanding  this  relationship,  80%  of 
the  hourly  aminophylline  infusion  dose  deter- 

212 


mines  the  hourly  oral  equivalence  of  theophyl- 
line. If  it  is  determined  that  a 12-hour  sustained 
product  is  to  be  prescribed  for  maintenance,  12 
times  the  calculated  hourly  rate  for  oral  theo- 
phylline yields  the  size  of  the  tablet  required. 
(Example:  62  mg/hr  IV  aminophylline  x 0.8  = 
50  mg/hr  theophylline,  then  50  mg/hr  x 12  hours 
= 600  mg  orally  every  12  hours.) 

It  must  be  kept  in  mind  that  theophylline  is 
extremely  toxic  and  must  be  given  accordingly.  If 
a patient  at  steady  state  with  a level  in  the  ther- 
apeutic range  is  inadvertently  given  a dose  of  1 
to  2 gm  parenterally  in  a small  volume  over  a 
short  period  of  time,  some  degree  of  intoxication 
is  inevitable.  To  avoid  this  problem,  it  is  best  to 
order  the  IV  drug  in  multiple  small  doses  rather 
than  large,  potentially  toxic  quantities  of  drug  in 
small  volumes  of  diluent,  i.e.,  250  mg  in  50  cc 
D5W  rather  than  1.25  gm  in  250  cc.  Though  in 
these  examples  the  concentration  is  the  same,  and 
many  would  rest  in  the  assurance  that  the  infu- 
sion pump  will  control  overdosage,  our  experi- 
ence includes  three  instances  within  the  last  year 
of  pump  malfunction  with  uncontrolled  and  un- 
planned rapid  administration  of  drugs. 

In  conclusion,  drug  concentration  must  always 
be  interpreted  in  the  full  light  of  the  patient’s 
clinical  state.  In  other  words,  “don’t  treat  the 
laboratory;  treat  the  patient.”  An  excellent 
review15  of  this  subject  has  recently  been  pub- 
lished, and  I recommend  it  highly  as  an  excellent 
resource  on  the  use  of  theophylline  in  your  prac- 
tice. r s 
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Geriatric  Medicine 


Hypertension  in  the  Elderly 

WILLIAM  B.  APPLEGATE,  M.D.  and  JON  MANN,  M.D. 


As  human  beings  age,  there  are  certain 
changes  in  the  cardiovascular  and  renal  systems 
that  affect  blood  pressure.  First,  the  elasticity  of 
the  large  arteries  declines  with  age  because  of  an 
increased  prevalence  of  atherosclerosis  and  be- 
cause there  is  a decline  in  the  elasticity  of  the 
arterial  walls.  Second,  older  persons  have  great- 
er difficulty  in  excreting  a given  salt  load,  prob- 
ably because  with  age  there  is  a decline  in  renal 
blood  flow  and  in  the  number  of  nephrons.  Since 
the  vascular  system  becomes  more  rigid,  systolic 
blood  pressure  continues  to  rise  with  age,  and 
there  is  an  increasing  prevalence  of  isolated  sys- 
tolic hypertension  and  an  increase  in  the  difficul- 
ty of  normalizing  systolic  blood  pressure  in  per- 
sons who  have  elevations  of  both  systolic  and 
diastolic  pressure.  Epidemiologic  studies  indicate 
that  systolic  blood  pressure  is  at  least  as  impor- 
tant as  diastolic  blood  pressure  in  predicting  fu- 
ture cerebrovascular  and  cardiovascular  mortali- 
ty at  any  age.  Increase  in  both  systolic  and 
diastolic  pressure  levels  are  important  risk  fac- 
tors for  cardiovascular  disease  in  the  elderly.1 

Although  hypertension  is  a risk  factor  in  the 
elderly,  most  of  the  treatment  trials  in  hyperten- 
sion to  date  have  not  included  enough  older  per- 
sons to  allow  us  to  make  many  definitive  state- 
ments about  hypertension  in  the  elderly. 
Currently  available  data  clearly  indicate  that  the 
treatment  of  diastolic  hypertension  (DBP  > 90- 
95  mm  Hg)  in  persons  under  age  69  reduces  car- 
diovascular and  cerebrovascular  disease.2-3  Un- 
fortunately, we  also  know  that  the  very  elderly 
(over  75  years  of  age)  are  particularly  susceptible 
to  toxicity  from  antihypertensive  therapy.  For  in- 
stance, the  elderly  have  a decrease  in  sensitivity 
of  the  baroreceptor  reflex,  and  even  if  apparent- 
ly healthy  are  more  likely  to  develop  postural  hy- 
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potension  when  treated.  Also,  older  persons  are 
more  likely  to  develop  depression  or  alteration 
of  mental  status  on  many  antihypertensives  which 
affect  the  central  nervous  system.  Confusion  in 
these  patients  is  probably  not  related  to  a decline 
in  cerebral  blood  flow  unless  the  systolic  or  dia- 
stolic pressure  levels  drop  substantially. 

As  a general  rule,  we  favor  treating  hyperten- 
sion in  the  elderly  if  the  average  pressures  on 
three  visits  exceeds  160  mm  Hg  systolic  or  95  to 
100  mm  Hg  diastolic.  Elderly  persons  with  bor- 
derline elevation  of  pressure  approaching  these 
levels  should  simply  be  treated  conservatively 
with  salt  and,  where  possible,  weight  reduction, 
and  should  be  followed.  Isolated  systolic  hyper- 
tension should  be  treated  if  systolic  pressures 
constantly  exceed  160  to  165  mm  Hg,  but  thera- 
py should  not  be  excessively  vigorous  and  should 
proceed  no  further  than  a step  II  drug.4  Recent 
studies  indicate  that  low  doses  of  a diuretic,  25 
mg  of  hydrochlorothiazide  or  its  equivalent  per 
day,  should  be  the  favored  step  I drug  for  the 
elderly.  Doses  of  diuretics  should  not  exceed  50 
mg  of  hydrochlorothiazide  or  its  equivalent  per 
day.  Current  data  do  not  allow  us  to  state  which 
step  II  drug  is  preferred,  but  starting  doses  of 
any  centrally  active  step  II  drug  should  be  re- 
duced by  half  from  the  starting  dose  for  a mid- 
dle-aged adult.  The  desirable  lowering  of  either 
systolic  or  diastolic  pressures  is  controversial,  but 
in  the  elderly,  a modest  reduction  to  just  below 
160/95  mm  Hg  should  be  sufficient.  If  substantial 
side-effects  develop,  the  medication  should  be 
reduced  or  discontinued.  f~  ^ 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 56-year-old  man  was  admitted  elsewhere  following  onset  of  nausea,  diapho- 
resis, and  severe  substernal  pain  radiating  to  his  jaw.  His  father  and  two  brothers 
had  ischemic  heart  disease.  He  had  smoked  two  packs  of  cigarettes  daily;  he  had 
taken  40  units  NPH  insulin  daily  for  five  years  and  has  recently  been  taking  Dia- 
zide and  clonidine  0.1  mg  daily.  Because  he  had  frequent  premature  ventricular 
contractions,  a lidocaine  drip  was  started.  His  serum  creatine  kinase  rose  to  3,400 
over  the  first  24  hours  of  hospitalization  and  he  was  transferred  to  St.  Thomas 
Hospital  for  further  evaluation.  At  the  time  of  admission,  blood  pressure  was  114/ 
76  mm  Hg.  There  were  basilar  rales  and  he  had  an  S3  gallop  without  murmurs. 
An  electrocardiogram  was  obtained  (Fig.  1). 


Discussion 

This  tracing  shows  sinus  tachycardia  at  a rate 
of  105/min.  The  QRS  duration  is  notably  pro- 
longed to  140  msec  (0.14  second).  The  late  QRS 
forces  are  rightward  and  anterior,  inscribing  an  S 
in  standard  lead  I and  an  R in  V).  This  delayed 
intraventricular  conduction  with  late  rightward 
and  anterior  forces  is  due  to  right  bundle  branch 


From  the  Department  of  Cardiology,  St  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 

*The  frontal  plane  (projection  of  electrocardiographic  changes  as 
viewed  from  the  front  of  the  body)  is  evaluated  by  the  standard  limb 
leads  and  augmented  leads. 


block. 

The  early  (unblocked)  QRS  forces  rotate  left- 
ward (counterclockwise)  in  the  frontal  plane,* * 
causing  an  early  prominent  S wave  in  standard 
lead  II  (while  the  R wave  in  standard  lead  I is 
still  present).  The  R in  aVL  is  taller  than  the  R 
in  I.  These  early  forces  in  the  frontal  plane  are 
leftward  and  superior  prior  to  the  late  rightward 
forces  caused  by  the  right  bundle  branch  block. 
(The  rightward  and  anterior  late  forces  of  right 
bundle  branch  block  usually  appear  50  to  60  msec 
[0.05  to  0.06  sec]  after  onset  of  the  QRS  com- 
plex.) This  leftward  superior  rotation  of  the  forces 
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is  due  to  “anterior  hemiblock”  (abnormal  delay 
of  conduction  through  the  anterior  radiation  of 
the  ventricular  conduction  system). 

In  the  horizontal  plane  (leads  Vj  through  V6) 
prominent  Q waves  are  present  in  the  right  pre- 
cordial leads  Vj  through  V3.  There  is  J point  el- 
evation in  Vj  and  V2  with  T wave  inversion  in 
these  leads.  These  changes  are  characteristic  of 
an  evolving  anterior  myocardial  infarction.  The 
combination  of  right  bundle  branch  block  and 
anterior  hemiblock  is  commonly  referred  to  as 
“bifascicular  block.”  In  this  patient  the  PR  inter- 
val is  not  prolonged. 

Acute  myocardial  infarction  with  new  onset  of 
bundle  branch  block  or  bifascicular  block  is  as- 
sociated with  significantly  increased  mortality.1 
Indications  for  intracardiac  pacing  in  this  group 
have  been  controversial.  Although  many  studies 
have  reported  no  improvement  in  survival  of 
paced  patients  as  the  majority  of  these  patients 
die  due  to  extensive  loss  of  myocardium,2-3  more 
recent  studies  suggest  that  patients  with  acute 
myocardial  infarction  and  bifascicular  block  of 
new  or  indeterminate  onset  (regardless  of  the 
presence  of  accompanying  first  degree  AV  block) 
have  somewhat  improved  survival  with  intracar- 
diac pacing.4  Studies  of  the  His  bundle  may  be 


of  limited  value  in  making  this  decision.5 

We  placed  a balloon  flotation  catheter  percu- 
taneously  in  this  patient’s  pulmonary  artery.6  The 
catheter  has  ventricular  electrodes  located  18.5 
and  19.5  cm  from  the  tip,  which  by  making  a large 
loop  of  the  catheter  within  the  ventricle  were 
placed  in  contact  with  the  right  ventricular  en- 
docardium until  satisfactory  pacing  was  ob- 
tained. The  patient  was  monitored  over  the  next 
four  days.  Bifascicular  block  resolved  and  the 
catheter  was  subsequently  removed. 

DIAGNOSIS:  (1)  Anterior  myocardial  infarc- 
tion-evolving; (2)  left  anterior  hemiblock;  (3)  right 
bundle  branch  block.  r S 
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Peninsula  Hospital  is  a 75-bed  private  psychiatric  hospi- 
tal, providing  treatment  for  acute  emotional  disturbances, 
drug  and  alcohol  abuse,  for  both  adolescents  and  adults. 

Peninsula  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  is  a member  of  the  Amer- 
ican Hospital  Association,  Tennessee  Hospital  Associa- 
tion, Federation  of  American  Hospitals  and  the  National 
Association  of  Private  Psychiatric  Hospitals. 

The  Professional  Staff  is  composed  of  psychiatrists,  li- 
censed clinical  psychologists,  psychiatric  social  workers, 
psychiatric  registered  nurses,  adjunctive  therapists,  and 
mental  health  workers.  This  experienced  team,  together 
with  ancillary  hospital  workers,  provides  a dynamic  treat- 
ment program  designed  for  each  individual  to  bring  about 
change  and  emotional  growth  in  the  patient. 

Peninsula  provides  a special  treatment  program  for  alco- 
holic and  drug  abuse  patients.  Another  program  is  de- 
signed specifically  for  adolescents.  The  adolescent  treat- 
ment program  includes  a fully  staffed  school  program.  An 


individual  education  plan  is  designed  for  each  adoles- 
cent. 

A variety  of  therapeutic  programs  are  scheduled  for  each 
patient’s  day.  These  include  intensive  individual  psy- 
chotherapy, group  psychotherapy,  community  meetings 
with  staff  and  many  collateral  activities. 

Patients  may  be  referred  to  Peninsula  by  their  own  phy- 
sician, former  patients,  or  may  be  self-referred.  Voluntary 
patients  as  well  as  those  who  are  directed  to  the  hospital 
by  a court  are  accepted  for  treatment.  It  is  desirable  for 
the  hospital  to  receive  information  from  physicians,  ther- 
apists, family  and  friends  who  know  the  patient.  Treat- 
ment is  individualized  based  upon  the  needs  of  the  pa- 
tient. 

Appointments  for  admission  can  be  made  by  calling  the 
hospital  directly.  The  phone  numbers  are: 

Knoxville  573-7913 

Maryville  983-8216 
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Health  and  Environment  Report 


What  Is  a Chief  Medical  Officer? 

FREDIA  S.  WADLEY,  M.D.,  MSHPA 


Within  the  Tennessee  Department  of  Health 
and  Environment  a new  species  has  been  born. 
This  new  animal,  a Chief  Medical  Officer  or  State 
Health  Officer,  has  been  bred  in  other  states,  but 
Public  Chapter  219  encouraged  the  evolution  of 
such  a species  in  Tennessee  when  it  eliminated  a 
medical  degree  as  a requirement  of  anyone  serv- 
ing as  Commissioner  of  Health  and  Environ- 
ment. The  next  obvious  step  was  to  create  an  ef- 
fective mechanism  whereby  medical  knowledge 
could  be  utilized  for  health  planning  and  devel- 
oping health  policies. 

You  are  probably  beginning  to  recognize  that 
the  position  of  Chief  Medical  Officer  did  not  arise 
by  spontaneous  mutation  but  was  the  result  of  a 
slowly  evolving,  and  definitely  planned,  process. 
First,  the  Tennessee  Medical  Association  estab- 
lished a committee  to  search  for  candidates  and 
interview  applicants.  This  group  submitted  the 
names  of  three  acceptable  candidates  to  Com- 
missioner James  E.  Word  who  would  make  the 
final  selection. 

Even  during  this  gestational  stage,  concern  was 
growing  over  the  strength  and  availability  of  this 
new  critter  once  it  was  birthed.  The  Tennessee 
public  health  physicians  presented  to  Commis- 
sioner Word  a list  of  duties  and  responsibilities 
that  they  believed  a Chief  Medical  Officer  should 
undertake.  Commissioner  Word  was  in  total 
agreement  with  these  recommendations  and  also 
sought  comment  from  several  health  officers  of 
the  Department  during  the  final  selection  proc- 
ess. Below  are  the  agreed  upon  duties  and  re- 
sponsibilities of  the  Chief  Medical  Officer: 

1.  To  maintain  a high  level  of  knowledge  rel- 
ative to  Public  Health,  preventive  medi- 
cine, and  the  programs  of  the  Department 
of  Health  and  Environment  in  order  to  ad- 
vise the  Commissioner  in  all  areas  where 

From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville. 


medical  expertise  is  required  and/or  bene- 
ficial. 

2.  To  assist  in  developing  policies  that  involve 
health  services;  to  make  known  the  impli- 
cations of  such  policies  on  clients,  various 
health  disciplines  within  the  Department, 
other  health  providers,  agencies,  the  local 
community,  etc.;  to  present  the  viewpoint 
of  other  public  health  and  private  physi- 
cians on  these  issues. 

3.  To  have  a general  knowledge  of  all  pro- 
grams of  the  Department  in  order  to  pro- 
vide appropriate  input  into  early  planning 
when  new  programs  are  being  developed 
and  existing  programs  are  being  changed. 

4.  To  promote  the  highest  level  of  health  serv- 
ices in  all  95  counties. 

5.  To  support  the  medical  director  of  the  Bu- 
reau of  Health  Services  in  recruiting  and 
maintaining  qualified  and  highly  competent 
physicians  for  all  levels  of  the  Department; 
to  have  as  a goal  the  recruitment  of  enough 
physicians  to  accept  the  medical  adminis- 
trative, clinical,  regulatory  and  legal  re- 
sponsibilities delegated  to  county  health  of- 
ficers. 

6.  When  there  is  no  county,  district,  regional, 
or  bureau  physician,  to  serve  in  a legal 
“backup”  capacity  in  his  absence;  the  Chief 
Medical  Officer  will  provide  such  backup 
services  as  needed  of  a physician  and  as 
deemed  appropriate. 

7.  To  maintain  a strong  workshop  relationship 
with: 

a.  Tennessee  Medical  Association,  serv- 
ing as  an  active  member  and  as  its  li- 
aison with  the  Department. 

b.  Private  health  providers,  involving 
them  appropriately  in  the  planning  of 
new  programs  as  well  as  keeping  them 
informed  of  our  program  policies  and 
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services. 

c.  Legislators,  promoting  the  philosophy 
of  the  Department  as  it  relates  to 
health/medical  issues. 

d.  Local,  regional  and  central  office  staff, 
appropriately  representing  the  inter- 
ests of  each  group,  program,  and  dis- 
cipline when  programs  are  planned  and 
problems  arise. 

8.  To  accept  “any  of  the  powers,  duties,  re- 
sponsibilities, or  authorities  vested  in  the 
Commissioner  which  require  or  imply  that 
the  Commissioner  is  a licensed  physician” 
(TCA  68-1-102)  and  which  are  delegated  by 
the  Commissioner. 

On  Jan.  3,  1984,  I arrived  on  the  scene  in 
Nashville  as  the  Chief  Medical  Officer  after  hav- 
ing received  an  equal  number  of  congratulations 
and  condolences.  Beginning  work  was  almost  an- 
ticlimactic  after  the  excitement  of  determining 
what  and  who  was  to  be  the  Chief  Medical  Offi- 
cer. It  seems  I hit  the  ground  running  and  may 
soon  have  to  trade  my  Nikes  for  a Schwinn  just 
to  keep  pace. 

One  thing  that  presently  deserves  and  receives 
a significant  portion  of  my  time  is  the  Healthy 


Children  Initiative,  which  is  one  of  Governor 
Alexander’s  top  three  initiatives  this  year.  This 
has  given  me  the  opportunity  to  discuss  with  many 
physicians  across  the  state  the  concept  of  estab- 
lishing a medical  home  with  private  physicians  for 
as  many  children  as  possible  between  birth  and  6 
years  of  age.  The  enthusiasm  and  support  for  this 
concept  has  given  me  great  optimism  about  what 
our  collaboration  can  accomplish  for  the  children 
of  Tennessee. 

This  is  probably  more  than  you  ever  wanted 
to  know  about  the  Chief  Medical  Officer,  but  now 
that  you  have  all  this  invaluable  information,  the 
ball  is  in  your  court.  I have  already  heard  from 
several  physicians  who  wanted  assistance  in  get- 
ting something  clarified,  changed,  or  charred. 
Although  I will  not  be  able  to  resolve  all  your 
problems  or  eliminate  all  your  concerns,  I still 
need  to  hear  from  you  if  I am  to  properly  per- 
form the  duties  and  responsibilities  listed  above. 

Commissioner  Word  and  I are  committed  to 
resolving  health  and  environmental  problems  in 
Tennessee,  committed  to  working  with  the  pri- 
vate health  sector  on  problems,  and  committed 
to  making  the  role  of  Chief  Medical  Officer  work. 


What  makes  these  small  towns  big  in  medicine? 
Baptist  Memorial  Health  Care  System  is  there. 


The  ideal  combination. 

A fine  first-class 
medical  practice  with 
state-of-the-art  tech- 
nology and  a lifestyle 
with  down-home 
country  flavor. 

It  used  to  be  near 
impossible. Now  it  isn't. 

A unique 
opportunity 
for  you.  | 

Now  the  world's  largest  pri-  “ " 

vate  hospital  brings  metropolitan  advantages  to 
Mid-South  communities  with  all  the  strength  that 
a top  multi-hospital  system  can  give  you. 

We  provide  the  full  spectrum  of  advanced  and 
sophisticated  equipment  available  but  without 
big-city  complications.  A special  combination 
that's  more  than  a promise. 

With  continuing  education. 

To  provide  the  best  possible  patient  care  in  future  years 
you've  got  to  stay  abreast  with  new  advancements. 

You  want  it. 

We  provide  it. 


The  Baptist 
Health  Care 
System  makes 
sure  you  have 
access  to  excellent  con- 
tinuous medical  education 
programs,  free  of  charge. 

We  re  pioneering  the  new  age 
of  medicine  and  we  re  inviting  you  to  join  us. 

And  solid  back-up. 

You're  not  alone.  As  a physician  in  our  system  you  re  able  to 
draw  upon  the  resources  of  a leader  in  world  medicine.  Both 
for  expert  advice  and  the  tertiary  care  hospital  when  needed 

Now,  contact  us. 

Were  ready  to  help  you  get  started  or  give  you  more  infor- 
mation to  help  you  decide. 

The  next  step  is  yours. 

And  it  can  be  the  most  rewarding  step  of  your  life. 

Call  Robert  Otwell 
collect  at  (901)  522-5312 
Or  write  him  in  care  of 
Baptist  Memorial 
Health  Care  System,  Inc 
Corporate  Services 
899  Madison  Ave. 
Memphis,  TN  38146 


Baptist  Memorial 
/\|  Health  Care 
^ — A)  System,  Inc. 

A Leader  in  World  Medicine 
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Nat  E.  Hyder,  Jr. 


To  the  Members  of  TMA  . . . 

I want  to  thank  the  membership  of  the  Tennessee  Medical  Association 
for  the  privilege  of  serving  as  your  President  this  past  year.  I want  you  to 
know  that  the  TMA  is  a great  organization  whose  leaders  from  across  the 
state  are  dedicated  men  and  women  doing  an  outstanding  job  in  represent- 
ing, in  truth,  all  the  physicians  of  Tennessee.  The  minority  of  physicians  who 
do  not  belong  to  the  TMA  should  be  made  aware  that  they  not  only  are 
missing  opportunities  to  serve,  but  are  shirking  a professional  responsibility. 

Leadership  in  our  great  profession  is  exhibited  daily  in  many  ways;  by 
interfacing  with  the  legislature,  politicians  (state  and  national),  the  press, 
medical  educators,  health  care  coalitions  and  others.  I thought  that  the  talk 
at  our  recent  TMA  leadership  conference  by  the  speaker  pro  tern  of  the 
Indiana  State  Senate  “Have  You  Paid  Your  Dues  Lately?”  expressed  well 
what  should  be  done  by  all  physicians  in  view  of  the  current  restructuring  of 
the  health  care  delivery  system  for  the  public  good. 

We  are  most  fortunate  to  have  a very  active  and  enthusiastic  Auxiliary 
which  has  contributed  so  much  in  so  many  ways  over  the  years  in  support 
of  the  profession  of  medicine  for  the  good  of  the  citizens  of  Tennessee. 

I would  like  to  echo  the  sentiments  expressed  by  my  good  friend,  Allen 
Edmonson,  in  his  last  President’s  Page  as  President  of  the  TMA.  It  has  been 
a good  feeling  to  represent  you  as  the  President  of  TMA.  It  was  also  a good 
feeling  to  follow  George  Holcomb  as  your  President  and  it  is  a good  feeling 
to  know  that  Tommy  Ballard,  with  his  vast  experience  and  outstanding  ca- 
pabilities, will  pick  up  the  reins  to  lead  TMA  in  the  difficult  yet  opportune 
times  ahead. 


The  New  President 


THOMAS  K.  BALLARD,  M.D. 
JACKSON 
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Thomas  K Ballard,  M.D. 


130th  President — Tennessee  Medical  Association 


No  physician  in  Tennessee  is  more  genuinely 
respected  and  appreciated  by  both  his  colleagues 
and  the  public  than  is  the  new  President  of  the 
Tennessee  Medical  Association,  Thomas  Kelly 
Ballard,  M.D.,  Jackson  family  physician. 

By  the  same  token,  no  professional  associa- 
tion could  be  guided  during  its  next  challenging 
year  by  more  capable  hands  than  those  of  TMA’s 
130th  President. 

Dr.  Ballard,  bom  October  28,  1919,  in  St.  Joe, 
Texas,  graduated  from  Jackson  High  School  in 
1936  and  received  his  bachelor  of  science  degree 
in  biology  from  Union  University  in  Jackson  in 
1940.  He  received  his  doctor  of  medicine  degree 
from  the  University  of  Tennessee  College  of 
Medicine  in  Memphis  in  1949  and  did  a one-year 
internship  at  Baptist  Memorial  Hospital  of  Mem- 
phis. He  returned  to  Jackson  to  practice  medi- 
cine in  1950,  serving  as  City  Physician  of  Jackson 
until  1958. 

He  served  in  the  Tennessee  National  Guard 
from  1937  to  1940,  then  with  the  U.S.  Army  in 
the  United  States  and  in  the  Mediterranean  The- 
atre of  Operations  and  European  Theatre  of  Op- 
erations from  1940  to  1946,  being  discharged  as 
a major.  From  1946  to  1965,  he  served  in  various 
command  positions  with  the  U.S.  Army  reserve 
and  was  discharged  as  a colonel  from  the  Medi- 
cal Corps. 

Dr.  Ballard  has  been  a member  of  the  TMA 
House  of  Delegates  since  1966.  He  was  President 
of  the  Consolidated  Medical  Assembly  of  West 
Tennessee  in  1970  and  has  been  a member  of  its 
House  of  Delegates  since  1960.  He  has  been 
chairman  of  the  TMA  Interprofessional  Liaison 
Committee  since  1975,  served  on  the  TMA  Board 
of  Tmstees  from  1971  to  1974,  and  has  been  a 
member  of  the  Board  of  Directors  of  Independ- 
ent Medicine’s  Political  Action  Committee/Ten- 
nessee (IMPACT)  since  1979. 

From  1975  to  1978,  Dr.  Ballard  served  as  a 
TMA  alternate  delegate  to  the  American  Medi- 
cal Association  and  in  1979  was  named  delegate 
to  the  AMA. 


Since  1955,  he  has  been  a member  of  the  Ten- 
nessee Academy  of  Family  Physicians,  serving  on 
its  Board  of  Directors  since  1960.  He  was  Presi- 
dent of  the  Academy  in  1978-79.  In  1975,  he  was 
honored  by  the  Academy  as  its  Family  Physician 
of  the  Year.  He  is  a Charter  Fellow  of  the  Amer- 
ican Academy  of  Family  Physicians  and  has  been 
an  alternate  delegate  to  that  Academy  from  Ten- 
nessee since  1976. 

Dr.  Ballard  was  a founding  member  of  the  17- 
county  West  Tennessee  Health  Improvement  As- 
sociation, and  he  has  served  on  the  Board  of  Di- 
rectors of  the  Mid-South  Foundation  for  Medical 
Care  since  1977.  He  was  a member  and  chairman 
of  the  Public  Health  Council  from  1972  to  1975. 
Since  1962,  he  has  been  a member  of  the  Nation- 
al Association  of  Medical  Examiners  and  has 
served  as  Madison  County  Medical  Examiner 
since  1962.  He  has  been  Madison  County’s  Cor- 
oner since  1972. 

Dr.  Ballard  has  served  as  an  associate  director 
of  the  Family  Practice  Residency  Program  in 
Jackson  since  1974,  and  he  has  been  on  the  staff 
of  Jackson-Madison  County  General  Hospital 
since  1950,  having  served  as  chief  of  staff  in  1966. 

His  civic  endeavors  have  been  equally  exten- 
sive with  prominent  service  to  a number  of  civic 
organizations.  Throughout  the  years,  he  has  been 
an  active  leader  of  the  Lambuth  Memorial  United 
Methodist  Church  of  Jackson. 

Dr.  Ballard  married  the  former  Mary  Frances 
Bond  of  Jackson  on  March  24,  1942.  They  have 
two  daughters,  Connie  and  Becky,  and  a son, 
Thomas  K.  Ballard,  III,  and  five  grandchildren. 
His  son  is  a medical  student  of  the  University  of 
Tennessee  Center  for  the  Health  Sciences  in 
Memphis. 

Since  its  founding  in  1830,  the  Tennessee 
Medical  Association  has  had  no  President  more 
qualified  for  this  prestigious  office  than  Thomas 
Kelly  Ballard,  M.D.  The  membership  looks  for- 
ward to  benefiting  from  his  leadership  as  we  face 
medicine’s  many  challenges  in  the  coming  year. 
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Cave  Ne  Cadas 

The  capitalistic  system  is  based,  at  least  theo- 
retically, on  the  economic  primacy  of  the  mar- 
ketplace, and  any  deviation  therefrom  is  social- 
istic in  its  derivation.  Recognizing  that  human 
nature,  seeking  security  above  all  else,  is  willing 
to  surrender  even  its  freedom,  our  founding  fa- 
thers framed  the  Constitution  in  such  a way  as  to 
protect  the  citizen  from  encroaching  interference 
by  government.  Ever  since  then  that  restriction 
of  governmental  powers  has  been  progressively 
eroded,  not  so  much  by  grasping  politicians  as  by 
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their  timid  constituents.  Statute  has  piled  upon 
statute  to  protect  the  citizen  from  everything  from 
highwaymen  to  Ma  Bell,  frequently  to  the  harm 
of  the  electorate,  who  want  freedom  for  them- 
selves individually  but  regulation  of  all  who  would 
threaten  not  only  their  security  but  their  person- 
al economy  and  pursuit  of  happiness,  whatever 
their  definition  of  them.  Under  progressively  so- 
cialistic administrations  nearly  everything  be- 
came regulated  through  a plethora  of  federal 
agencies. 

Mr.  Ronald  Reagan  gained  the  support  of  all 
lovers  of  free  enterprise  by  championing  their 
cause,  and  indeed  this  had  no  little  to  do  with  his 
election.  Though  many  industries  have  been  de- 
regulated, to  be  sure,  the  administration  has  been 
choosey  about  its  targets,  and  has  found  it  nec- 
essary in  the  deregulation  of  society  generally,  to 
clamp  its  fingers  firmly  about  the  windpipe  of 
certain  segments  of  the  economy,  among  them 
what  is  referred  to,  correctly  or  not,  as  the 
“health  care  industry.” 

One  of  the  ways  in  which  it  was  envisioned 
that  the  public  would  be  best  served  would  be  to 
inject  competition  into  the  industry,  since,  ac- 
cording to  Capitol  Hill,  present  and  past,  none 
existed.  The  fight,  however,  might  be  likened  to 
that  between  the  lions  and  the  unarmed  Chris- 
tians in  Nero’s  Rome.  Irrespective  of  disclaim- 
ers, the  competition  is  largely  between  existing 
entities,  which  are  now  sorely  hampered  by  new- 
ly imposed  regulations,  and  the  federal  govern- 
ment through  its  agencies,  which  apply  their  reg- 
ulations unequally.  As  always  happens  when 
government  gains  the  upper  hand,  which  it  has 
had  in  this  country  through  most  of  this  century, 
although  there  are  various  short-term  losers,  the 
ultimate  loser  is  the  public  itself. 

In  its  early  years,  television  took  its  cue  from 
radio,  which  had  incorporated  into  its  code  of 
advertising  the  now  fossilized  American  sense  of 
fair  play  and  propriety,  and  did  not  allow  an  ad- 
vertiser to  belittle  the  competition.  Such  tactics 
were  relegated  to  such  lowlife  as  professional 
wrestlers  and  so  on.  If  any  rules  at  all  govern 
competition  now,  I am  not  aware  of  them,  as  it 
appears  any  advertiser  will  try  to  get  away  with 
whatever  he  can  get  away  with — one  of  the  rea- 
sons, I presume,  that  the  electorate  feels  in  need 
of  governmental  succor. 

For  various  reasons  that  I shall  not  elaborate 
on  here,  the  Prospective  Payment  System  (PPS) 
for  patient  care,  commonly,  though  incorrectly, 
referred  to  as  DRGs  (diagnosis  related  groups — 
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the  basis  for  the  PPS)  has  engendered  intense 
competition  among  hospitals  for  patients,  espe- 
cially patients  of  certain  kinds  (those  that  will  fill 
up  their  beds  but  will  not  require  much  special- 
ized care,  complex  technology,  or  expensive 
therapy).  The  competition  has  become  a no- 
holds-barred  contest,  one  that  recognizes  no  eth- 
ics or  rules  of  man  or  God.  For  instance,  a rumor 
was  started  from  a source  that  I will  allow  to  re- 
main nameless  that  a proprietary  hospital  in 
Nashville  was  on  the  verge  of  closing  down  be- 
cause of  a low  census,  when  in  fact  the  hospital 
had  just  that  day  opened  its  last  new  floor  be- 
cause its  occupancy  was  exceeding  90%.  Through 
subterfuge,  a local  newspaper  persuaded  another 
hospital  to  empty  its  overflowing,  noisy  admit- 
ting office  waiting  room  to  allay  the  confusion  so 
the  photographer  could  allegedly  make  a close- 
up  shot  of  a single  patient  being  admitted.  What 
appeared  in  the  newspaper  was  a wide-angle  view 
of  an  empty  waiting  room,  with  a caption  imply- 
ing that  current  governmental  activities  had  so 
succeeded  in  stemming  the  flow  of  unnecessary 
medical  care  that  this  hospital  was  in  dire  straits. 
That  particular  hospital  was  then  and  still  is  op- 
erating at  near  capacity.  Other  scurrilous  attacks 
have  been  engendered,  and  are  increasing,  be- 
tween hospitals,  particularly  by  the  so-called 
“non-profit”  against  the  proprietary  ones. 

It  would  be  pointless  to  dignify  these  activities 
by  their  recognition  were  it  not  for  the  danger, 
even  likelihood,  that  physicians  will  become  em- 
broiled in  the  controversies.  The  competition 
among  hospitals  for  patients  is  paralleled  only  by 
their  competition  for  doctors,  especially  those 
who  play  by  the  rules,  even  though  the  hospitals 
themselves  recognize  none.  There  is  an  ever- 
present danger  that  the  government’s  emphasis 
on  the  business  aspects  of  our  calling  will  change 
us  from  physicians  to  entrepreneurs,  eroding  our 
sense  of  duty  and  our  dedication  to  service.  Con- 
stant vigilance  will  be  required  to  combat  it,  and 
the  need  for  vigilance  seems  due  to  increase  as 
the  competition  intensifies.  Though  it  has  some 
aspects  of  both,  medicine  is  neither  a game  nor 
a business.  It  is  a profession,  no  matter  how  much 
others  seek  to  denigrate  it.  If  we  forget  that, 
everyone  will  suffer — physicians,  patients,  hos- 
pitals, and  the  public  at  large. 

The  title  of  this  piece  is  translated.  “Take  care 
you  do  not  fall.”  It  means,  “Beware  of  falling 
from  your  high  position.”  He  that  hath  ears  to 
hear,  let  him  hear. 

J.B.T. 


On  Losers  and  Winners 

For  millions  of  really  good  athletes  in  the 
world,  the  chance  of  capturing  Olympic  gold  is 
vanishingly  small.  The  chance  of  even  being  cho- 
sen to  compete  is  not  a whole  lot  better.  Of  those 
who  are  chosen,  it  is  not  necessarily  the  one  who 
is  usually  the  best,  but  the  one  who  is  best  at  that 
particular  moment  who  walks  away  with  the 
medal.  The  Olympic  games  measure  winning  in 
hundredths  of  a second;  in  the  17  km  cross  coun- 
try ski  race  in  1980  at  Lake  Placid,  for  example, 
the  difference  in  running  times  of  the  gold  and 
silver  medalists  was  0.01  second.  This  means,  of 
course,  that  vast  armies  of  truly  great  athletes 
never  scratch,  since  for  one  reason  or  another  on 
that  particular  day  they  were  not  the  best — may- 
be just  because  they  were  not  at  their  best. 

In  a brief  special  feature  preceding  the  1984 
running  of  the  women's  giant  slalom  in  Sarajevo, 
one  of  that  army  of  previous  losers  was  touted  as 
a contender  for  the  gold  medal  this  year.  In  the 
background,  while  taped  reruns  of  the  feats  in 
earlier  competition  of  acknowledged  team  leader 
Cindy  Nelson  were  being  shown,  we  heard  a song 
that  proclaimed,  “Everybody  loves  a winner,  so 
nobody  loves  me.”  The  song  went  on  to  an- 
nounce that  this  time  it  would  be  different — I will 
win,  it  said,  and  then  everybody  will  love  me. 
During  her  relatively  long  career,  though  plagued 
by  injuries,  in  the  two  previous  Winter  Olympic 
Games  Cindy  has  managed  to  walk  away  with  a 
silver  and  a bronze  medal  in  the  event — not  at 
all  a bad  showing,  and  certainly  not  one  that 
would  number  her  among  the  great  all  time  los- 
ers. Other  than  to  create  a spectacle,  then,  the 
network’s  choice  of  background  music  was  inap- 
propriate, and  in  fact  entirely  misses  the  spirit  of 
the  games,  in  which  the  glory  is  first  in  compet- 
ing at  one’s  very  best,  and  only  secondarily  in 
winning,  since  almost  everybody  must  lose  be- 
fore the  competition  ends. 

In  what  has  to  have  been  her  last  Olympic 
race,  Cindy  Nelson  lost  again;  this  time  all  the 
medals  eluded  her.  But  although  I certainly  can- 
not speak  for  one  who  has  so  avidly  pursued  the 
gold,  perhaps  something  even  better  happened 
for  her. 

Each  of  us  views  the  world  from  the  shoulders 
of  those  who  have  preceded  us,  and  it  is  the 
fondest  hope  of  every  one  of  us  who  has  been  a 
teacher — and  this  includes  every  parent — that  our 
efforts  will  continue  to  elevate  the  platform  from 
which  mankind  operates — that  the  pupil  will  out- 
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shine  and  outdistance  the  master.  Cindy  Nelson 
must  be  no  exception.  For  several  years  now  she 
has  worked  with  Debbie  Armstrong,  a young 
skier  just  20  years  old,  polishing  Debbie’s  tech- 
nique and  by  example  instilling  into  her  the  drive, 
stamina,  and  courage  that  mark  the  Olympic 
competitor.  Though  not  considered  a contender 
for  a medal  this  year,  Cindy’s  protege  awoke  on 
the  morning  of  February  13,  1984  believing  that 
it  was  her  day.  It  was. 

Debbie  Armstrong  won  the  Olympic  gold 
medal  in  the  women’s  giant  slalom.  Surely,  then, 
somebody  loves  that  three  time  loser,  Cindy  Nel- 
son, and  just  maybe  for  Cindy  Nelson  that  is 
something  as  good  as  gold. 

J.B.T. 


Bryce  C.  Anderson,  Sr.,  age  31.  Died  January  26,  1984. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 


J.  Vivian  Gibbs,  age  67.  Died  February  8,  1984.  Grad- 
uate of  Northwestern  University  Medical  School. 
Member  of  Knoxville  Academy  of  Medicine. 


neui  member/ 


The  Joi  rnai  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

RonaldS.  Coleman,  M.D.,  Cleveland 
Daniel  B.  Vance,  M.D.,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Guy  F.  Fain,  M.D.,  Hixson 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

John  T.  Matthews,  M.D.,  Jackson 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Roger  T.  Swanson,  M.D.,  Dickson 

GREENE  COUNTY  MEDICAL  SOCIETY 

Thomas  A.  Collins,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Paul  D.  Baker,  Jr.,  M.D.,  Knoxville 
Robert  G.  Demers,  M.D.,  Knoxville 
William  M.  Law,  Jr.,  M.D.,  Knoxville 
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LAKEWAY  COUNTY  MEDICAL  SOCIETY 

Pierre  Paul  Gagnon,  M.D.,  Morristown 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

Joseph  F.  Ralston,  Jr.,  M.D.,  Fayetteville 

MAURY  COUNTY  MEDICAL  SOCIETY 

W.  Robert  Stewart,  Jr.,  M.D.,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Robert  O.  Begtrup,  M.D.,  Clarksville 

NORTHWEST  TENNESSEE 
ACADEMY  OF  MEDICINE 

James  O.  Shaw,  M.D.,  Union  City 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Richard  L.  Schultz,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

/.  Daniel  Rudd,  M.D.,  Murfreesboro 

TIPTON  COUNTY  MEDICAL  SOCIETY 

Jimmie  L.  Beasley,  M.D.,  Covington 
Samuel  L.  Broffitt,  M.D.,  Covington 
John  E.  Cantrell,  M.D.,  Covington 
John  R.  Janovich,  M.D.,  Covington 
William  K.  Lara,  M.D.,  Covington 


per/oncil  new/ 


Robert  Berglund,  M.D.,  has  been  elected  chief  of  staff 
at  Parkridge  Hospital  in  Chattanooga.  Other  officers 
elected  include  Leonard  Carroll,  M.D.,  vice  chief  of 
staff;  and  Pete  Soteres,  M.D.,  secretary-treasurer. 

Arthur  Bishop,  Jr.,  M.D.,  has  been  elected  chief  of 
staff  at  Fort  Sanders  Regional  Medical  Center  in 
Knoxville  for  1984.  Other  officers  elected  were  Dean 
Conley,  M.D.,  chief  of  staff-elect;  and  Richard  Brin- 
ner,  M.D.,  secretary. 

D.  J.  Canale,  M.D.,  has  been  elected  chief  of  staff  at 
Methodist  Hospitals  of  Memphis.  Other  officers  elect- 
ed include  William  Mitchum,  M.D.,  president;  Irvin 
Fleming,  M.D.,  vice  president;  Charles  White,  M.D., 
secretary. 

William  W.  Cloud,  M.D.,  has  been  elected  chief  of 
staff  at  St.  Mary’s  Medical  Center  in  Knoxville. 

Charles  E.  Couch,  M.D.,  Memphis,  has  been  reap- 
pointed by  Gov.  Lamar  Alexander  to  a five-year  term 
on  the  Tennessee  Aeronautics  Commission. 

Kent  E.  Latham,  M.D.,  has  been  elected  chief  of  staff 
for  1984  at  Baptist  Hospital  in  Knoxville.  Other  offi- 
cers elected  include  Joe  Luna,  M.D.,  vice  chief  of  staff; 
and  Thomas  Miller,  M.D.,  secretary. 
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The  following  TMA  members  have  been  initiated  as 
Fellows  of  the  American  College  of  Surgeons:  Thomas 
LaVerne  Lawrence,  M.D..  Cookeville;  Michael  Tepe- 
dino . M.D..  Fayetteville;  Jesus  Ortiz  Torpoco , M.D., 
Memphis:  John  T.  Van  Dyck.  M.D.,  Paris:  and  Charles 
T.  Womack,  III,  M.D.,  Cookeville. 

The  following  TMA  members  have  been  initiated  as 
Fellows  of  the  American  Academy  of  Orthopedic  Sur- 
geons: Shannon  R.  Curtis . M.D.,  Franklin:  E.  Ray 
Lowery,  Jr.,  M.D.,  Murfreesboro;  Wayne  L.  Mc- 
Lemore,  M.D.,  Morristown;  and  Alan  Odom.  M.D., 
Chattanooga. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-eight  TMA  members  qualified  for  the 
AMA  Physician's  Recognition  Award  during 
January  1984. 

To  qualify  for  the  PRA.  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period:  60  of  these 
hours  must  be  Category  1. 

This  fist  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA 

Irshad  A.  Ahmad,  M.D..  Johnson  City 
John  J.  Bandeian . M.D.,  Bristol 
James  B.  Bell,  M.D..  Seymour 
Robert  B.  Callahan,  M.D.,  Chattanooga 
John  E.  Chapman,  M.D.,  Nashville 
Douglas  C.  Cobble,  M.D..  Greeneville 
Charles  E.  Darling,  Jr.,  M.D.,  Oak  Ridge 
Thomas  R.  Duncan,  M.D.,  Columbia 
Joseph  H.  Eishbein.  M.D..  Nashville 
Frederick  M.  Furr.  M.D.,  Knoxville 
Jeffrey  W.  Gefter,  M.D.,  Chattanooga 
Roger  L.  Jackman,  M.D.,  Lebanon 
Sherman  E.  Kahn,  M.D..  Memphis 
William  S.  Keane.  M.D.,  Nashville 
Jeffrey  A.  Lukens,  M.D..  Nashville 
Rogelio  R.  Martinez,  M.D.,  Nashville 
O.  Jerry  Maynard.  M.D..  Donelson 
Merrill  D.  Moore.  Jr.,  M.D.,  Knoxville 
James  R.  Moyers,  M.D.,  Nashville 
Lawrence  R.  Nickell,  M.D.,  Columbia 
Amos  Okrah,  M.D.,  Memphis 
Richard  P.  Ownbey,  M.D.,  Nashville 
Robert  L.  Pettus,  Jr.,  M.D..  Madison 
Diane  Pincus,  M.D.,  Antioch 
Burton  Silbert.  M.D..  Nashville 
John  B.  Standridge.  M.D.,  Cleveland 
Mary  E.  Thompson  Stroud.  M.D., 
Chattanooga 

David  S.  Warner.  M.D.,  Nashville 


national  ncuj/ 


From  the  AMA's  Office  in  Washington,  D.C. 


New  Lease  on  Medicare’s  Life? 

The  predicted  bankruptcy  by  1990  in  the  Medicare 
hospital  trust  fund  may  be  held  at  bay  for  a few  years 
past  that  time  if  some  recent  improvements  in  the  status 
of  the  fund  hold  up. 

The  new  projections  from  the  Congressional  Budget 
Office  (CBO)  were  issued  along  with  another  CBO  re- 
port on  the  federal  deficit,  however,  which  projects  that 
Medicare  and  Medicaid  will  consume  3 % of  the  gross 
national  product  by  1990  and  suggests  options  for  hold- 
ing down  Medicare  spending.  In  addition  to  a Medicare 
fee  freeze  or  fee  schedules,  the  alternatives  include 
freezing  surgical  fees  or  restricting  fees  for  physician 
services  in  the  hospital  to  the  fee  that  would  have  been 
charged  if  the  service  had  been  done  on  an  outpatient 
basis. 

As  recently  as  last  November.  CBO  had  estimated 
that  the  Medicare  hospital  fund  would  be  down  to  S8 
billion  in  1989.  Now.  CBO  says  that  the  fund  is  likely  to 
show  a balance  of  S30  billion  in  1989.  Bankruptcy  is  not 
projected  until  an  unspecified  date  in  the  "early  1990s." 


PRO  Regulations,  Finally 

Final  regulations  needed  to  open  the  bidding  process 
for  Medicare's  new  review  system  were  published  by 
the  government  in  late  February. 

Medicare  officials  say  that  will  give  them  plenty  of 
time  to  get  the  new  peer  review  organizations  (PROs) 
up  and  running  before  the  Oct.  1 deadline  imposed  by 
law.  But  the  architect  of  the  law  and  physicians  who  will 
be  called  upon  to  work  under  it  contend  that  adminis- 
tration footdragging  has  jeopardized  physician  partici- 
pation in  the  reviews  and  threatened  the  credibility  of 
Medicare's  prospective  pricing  system. 


Physicians  and  Seniors  Groups 
Building  New  Ties 

Despite  some  very  real  differences  of  opinion,  phv- 
sicians  and  the  nation's  elderly  appear  latelv  to  be  mov- 
ing toward  serious  reconciliatory  efforts. 

A warming  of  relations  between  organizations  rep- 
resenting the  two  groups  w as  obvious  in  recent  Senate 
hearings  and  at  a meeting  of  the  country's  largest  or- 
ganization of  senior  citizens — the  .American  Associa- 
tion of  Retired  Persons. 

The  new  attitude  seems  based  in  part  on  a belief  by 
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both  groups  that  it  will  be  up  to  physicians  to  assure 
that  their  elderly  patients  continue  to  receive  all  the 
care  they  need  under  Medicare’s  diagnosis  related  groups 
(DRGs)  pricing  system. 

One  signal  of  possible  new  cooperation  between  the 
two  groups  came  during  a Senate  Finance  Subcommit- 
tee investigation  into  the  Reagan  administration’s  im- 
plementation of  the  peer  review  organizations  that  are 
to  scrutinize  care  under  the  DRGs.  Physician  members 
of  the  American  Medical  Peer  Review  Association  and 
the  American  Medical  Association  along  with  AARP 
representatives  all  criticized  the  administration  for 
dragging  its  feet  in  issuing  the  regulations  and  bids 
needed  to  get  the  PROs  underway.  All  three  groups 
said  they  want  physicians — not  insurance  companies — 
to  do  the  review.  AARP  President-Elect  Vita  Ostrander 
complimented  the  AMA  on  its  interest  in  the  issue. 

Repeating  similar  sentiments  a day  later  at  AARP’s 
Legislative  Council,  Ostrander  asked  AMA  Executive 
Vice  President  James  Sammons,  M.D.,  whether  the 
AMA  “will  assist  PROs  in  collecting  data  on  dumping’’ 
of  patients  under  DRGs  and  whether  the  Association 
will  “extend  this  commitment  to  state  associations.” 

The  answer,  responded  Dr.  Sammons,  is  “an  une- 
quivocal yes.”  The  AMA  “believes  strongly”  in  the 
PRO  effort  and  has  “insisted  that  the  state  medical 
society  should  be  the  agency  that  applies  for  designation 
as  the  PRO”  in  order  to  assure  that  the  review  process 
becomes  a “quality  of  care  measure”  rather  than  strictly 
a cost  issue.  “Clearly  there  has  to  be  a cost  factor,”  he 
said,  but  “we  don’t  want  to  lose  sight  of  quality.” 


Pepper  Proposes  Changes  in 
Medicare 

Rep.  Claude  Pepper  (D-FL)  thinks  hospitals  should 
share  their  profits  or  losses  under  Medicare’s  new  di- 
agnosis related  groups.  The  proposal  is  part  of  a five- 
part  plan  for  solving  Medicare’s  financial  problems  Pep- 
per outlined  on  the  House  floor.  Other  parts  of  the  plan 
would  clamp  down  on  Medicare’s  payments  to  clinical 
laboratories;  freeze  hospitals’  depreciable  value  to 
Medicare;  eliminate  an  intensity  growth  factor  from  the 
formula  for  increasing  DRG  payments;  and  require  the 
establishment  of  DRGs  or  related  controls  on  hospital 
outpatient  care. 


Finance  Budget  Deficit  Plan 

At  the  behest  of  Chairman  Robert  Dole  (R-KS),  the 
Senate  Finance  Committee  has  begun  consideration  of 
a four-year,  $100-billion  deficit  reduction  plan  that  in- 
cludes a three-month  freeze  on  fees  for  all  and  a two- 
year  freeze  on  Medicare  increases  for  physicians  who 
choose  not  to  accept  100%  of  Medicare  claims  on 
assignment. 

On  Feb.  27,  AMA  Executive  Vice  President  James 


H.  Sammons,  M.D.,  wrote  to  Sen.  Dole  outlining  AMA's 
call  for  a voluntary  fee  freeze  of  one  year  and  asking 
the  committee  to  reconsider  its  “participating"  physi- 
cian proposal  until  physicians  could  show  that  a volun- 
tary effort  would  work. 

The  eventual  enactment  of  the  plan  of  any  of  the 
Senate  Finance  provisions  is  far  from  certain,  since  the 
committee  has  stipulated  that  its  deficit-trimming  offer- 
ing is  contingent  on  similar  action  in  other  areas,  in- 
cluding the  defense  budget. 

About  $1.6  billion  of  the  approximately  $5.5  billion 
worth  of  Medicare  cuts  would  come  from  the  physician 
fee  freeze.  Similar  to  one  advanced  in  the  committee 
before  Congress  recessed  last  fall,  the  proposal  would 
affect  all  physicians  for  three  months.  As  of  April  1, 
1984  Medicare’s  prevailing  fees  would  be  rolled  back  to 
the  June  30,  1983,  level  and  frozen  until  July  1,  1984. 

After  that  time,  the  freeze  would  be  discontinued 
for  physicians  who  signed  an  annual  agreement  to  assign 
claims  and  accept  Medicare’s  allowable  fee  as  payment 
in  full  for  all  services  to  Medicare  patients.  Although 
physicians  who  refused  to  sign  the  agreements  could 
continue  to  take  assignment  on  a claim  by  claim  basis, 
their  Medicare  fees  would  remain  frozen  for  up  to  two 
years,  one  year  at  a time. 

Another  major  spending  cut  proposed  for  consider- 
ation would  have  eliminated  a so-called  1%  intensity 
factor  used  in  calculating  permissible  increases  in  Med- 
icare payments  to  hospitals.  A target  rate  system  in 
effect  since  1982  limited  annual  increases  in  hospital 
payments  to  1%  plus  the  percentage  increase  in  the  cost 
of  the  marketbasket  of  goods  and  services  purchased  by 
hospitals.  The  marketbasket  plus  1%  limit  was  to  con- 
tinue under  the  new  diagnosis  related  groups  system 
until  1986,  after  which  time  the  HHS  Secretary  is  to 
determine  increases  in  DRG  payments. 

Sen.  David  Durenberger  (R-MN)  refused  to  endorse 
the  committee  proposal  which  would  have  limited  in- 
creases in  1985  and  1986  to  the  marketbasket  increase. 
Instead  Durenberger  offered  a modification  which  elim- 
inates the  1%  intensity  factor  only  in  the  portion  of  a 
hospital’s  costs  reimbursed  under  the  old  (pre-DRG) 
system,  for  a savings  of  $1.1  billion  instead  of  $2.3 
billion  over  four  years. 

Other  provisions  agreed  to  by  the  committee  include: 

• an  increase  in  the  Medicare  Part  B premium  each 
year  beginning  in  1985  until  by  1990  it  would  equal  35% 
of  the  total  Part  B benefit  costs.  Premiums  would  be 
$43  per  couple  per  month  higher  in  1990  than  they 
would  have  been  under  current  law. 

• a delay  in  the  eligibility  for  Medicare  entitlement 
until  the  first  day  of  the  month  following  the  individual’s 
65th  birthday. 

• a provision  making  Medicare  the  secondary  payer 
in  instances  where  a Medicare  beneficiary  is  also  cov- 
ered by  a working  spouse’s  employer  plan. 

• establishment  of  a fee  schedule  for  clinical  labo- 
ratory services.  The  fee  would  be  set  at  62%  of  the 
prevailing  charge  levels  and  would  apply  to  hospital 
outpatient  laboratories  as  well  as  independent  labora- 
tories, although  Sen.  John  Heinz  (R-PA)  was  at  press 
time  considering  an  amendment  to  further  reduce  that 
rate  to  60%. 

• extension  of  the  current  3%  reduction  in  federal 
Medicaid  payments  to  states  for  another  three  years. 
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‘Baby  Doe’  Legislation  Passes 
House;  Setback  Seen  to 
Physician  Groups 

Opponents  of  “Baby  Doe”  legislation  suffered  a ma- 
jor setback  in  Congress  in  February,  when  the  House 
of  Representatives  passed  legislation  to  establish  treat- 
ment requirements  for  handicapped  newborns. 

The  bill,  approved  by  a large  52-vote  margin,  rede- 
fines child  abuse  to  include  withdrawal  of  nutrition  of 
medically  indicated  treatment.  States  must  set  up  pro- 
cedures to  ensure  that  newborns  get  proper  care  and 
attention  in  cases  of  suspected  neglect. 

States  that  choose  not  to  comply  risk  the  loss  of  all 
child  abuse  funding.  Parents  or  physicians  who  do  not 
follow  state  regulations  could  be  charged  with  child 
abuse. 

Debate  on  the  bill,  described  by  one  House  member 
as  “the  most  personal,  gut-wrenching  issue  we’ll  face 
this  year,”  was  repeatedly  delayed  by  election-conscious 
legislators.  Once  on  the  floor,  however,  it  won  the  broad 
support  of  all  but  30  Republicans,  including  such  key 
figures  as  Jack  Kemp  (R-NY),  Henry  Hyde  (R-IL),  and 
Robert  Michel  (R-IL). 

A last  minute  attempt  to  delay  Baby  Doe  provisions 
from  the  bill  by  Rep.  Rod  D.  Chandler  (R-WA)  and 
others  failed  to  win  support  in  the  House.  Because  this 
substitute  amendment  offered  federal  assistance  and 
information  rather  than  regulations,  it  earned  the  broad- 
based  endorsement  of  the  medical  community. 

The  infant  care  debate  then  expanded  into  an  open 
forum  on  abortion,  euthanasia  and  other  “right-to-life” 
issues.  “The  law  now  says  that  the  pre-bom  fetus  is  not 
human.  Should  we  go  the  next  step  and  say  that  the 
newborn  is  also  not  quite  human?  How  about  at  the 
other  end  of  life?  Can  we  also  make  life-or-death  deci- 
sions for  people  because,  having  become  senile,  they 
are  not  quite  human,  either?”,  challenged  Rep.  Hyde. 

Countered  Chandler:  “My  philosophy  is  not  that  we 
believe  there  is  anything  less  human  about  handicapped 
infants.  Instead  we  face  a situation  where  we  must  de- 
cide whether  there  should  be  unlimited  treatment  in  an 
attempt  to  sustain  life.” 

The  American  Medical  Association,  the  American 
College  of  Obstetricians  and  Gynecologists,  and  other 
members  of  the  medical  community  fear  that  this  leg- 
islation will  encourage  the  government  to  second-guess 
parental  and  physician  decisions.  It  may  also  increase 
the  stress  and  trauma  when  an  infant  is  born  with  life- 
threatening  congenital  impairments,  without  the  prom- 
ise of  real  benefit  in  treatment,  they  say. 

Meanwhile  in  New  York,  the  U.S.  Court  of  Appeals 
has  ruled  that  the  federal  law  which  prohibits  discrimi- 
nation of  the  handicapped  does  not  apply  to  treatment 
decisions  of  handicapped  newborns.  Neither  the  lan- 
guage nor  the  intent  of  the  law — Section  504  of  the 
federal  Rehabilitation  Act  of  1973 — gives  the  Depart- 
ment of  Health  and  Human  Services  (HHS)  the  au- 
thority to  conduct  an  investigation  based  on  medical 
records  of  Baby  Jane  Doe,  the  three-judge  panel 
concluded. 

“Congress  never  contemplated  that  the  Rehabilita- 


tion Act  would  apply  to  treatment  decisions  involving 
defective  newborn  infants.  Until  Congress  has  spoken, 
it  would  be  an  unwarranted  exercise  of  judicial  power 
to  approve  the  type  of  investigation  that  has  precipi- 
tated this  lawsuit,”  the  48-page  opinion  said. 


HHS  Budget  Hit  Hard 

The  fiscal  1985  budget  that  President  Reagan  pre- 
sented to  Congress  in  February  would  boost  the  Health 
and  Human  Services  (HHS)  authority  to  $324.8  billion, 
an  after-inflation  increase  of  5.5%.  Under  this  budget, 
HHS  will  spend  $36.3  million  an  hour  in  benefits  for 
more  than  60  million  Americans. 

However,  the  once-skyrocketing  rate  of  HHS  growth 
has  declined  significantly,  falling  from  an  increase  of 
17.7%  in  1981  to  7.5%  in  1985.  “We  are  striving  to  do 
more  with  less,”  explained  HHS  Secretary  Margaret  M. 
Heckler  in  a press  conference. 

Major  entitlement  programs  for  the  elderly,  disabled 
and  poor  would  increase  slightly;  discretionary  pro- 
grams in  disease  and  drug  research  would  lose  support. 

In  the  large  entitlement  programs,  reforms  such  as 
DRGs  are  credited  with  the  slowed  spending.  In  the 
smaller  discretionary  programs,  no  new  projects  will  be 
undertaken  for  the  remainder  of  the  decade,  unless 
programs  of  equal  cost  are  eliminated. 

“It  is  vital  that  we  spend  wisely,”  said  Secretary 
Heckler.  “We  have  a role  to  play  in  the  battle  against  a 
higher  deficit,  increased  taxes,  and  the  threat  of  re- 
newed inflation,  which  would  erode  the  very  benefits 
we  provide  to  people.” 


Organ  Transplant  Bill 
Opposed  by  AMA 

Congress  has  unveiled  one  solution  to  the  organ 
transplant  problem:  HR.  4080,  the  National  Organ 
Transplant  Act.  It  is  eyed  nervously  by  members  of  the 
medical  community,  however,  who  fear  it  will  boost 
government  costs  and  authority  over  all  medical 
procedures. 

The  bill,  introduced  by  Rep.  Albert  Gore  (D-TN), 
would  provide  grants  for  organ  procurement  organiza- 
tions and  a 24-hour  telephone  “transplant  hotline.”  It 
would  also  provide  a data  registry  of  patients  who  have 
received  transplants. 

Furthermore,  it  would  instruct  the  Department  of 
Health  and  Human  Services  (HHS)  to  set  criteria  for 
patient  selection,  qualifications  of  transplant  personnel, 
and  the  facilities  where  transplants  are  performed.  Un- 
authorized facilities  would  receive  no  Medicare  or  Med- 
icaid reimbursement. 

The  bill  is  strongly  opposed  by  the  AMA,  which  says 
it  would  provide  new  and  unprecedented  authority  to 
HHS.  HHS  officials  oppose  the  bill  as  well. 
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Senators  Turn  on  DRGs 

Flanked  by  subordinates  with  boxfuls  of  briefing  ma- 
terials, HHS  Secretary  Margaret  Heckler  set  out  in  a 
recent  appearance  before  the  Senate  Budget  Commit- 
tee to  defend  the  President’s  1985  budget  proposals. 
Instead,  she  found  herself  justifying  her  Department’s 
implementation  of  Medicare’s  new  diagnosis  related 
groups  (DRGs)  payment  plan. 

The  senators’  questions  reflect  criticisms  hospitals 
have  been  leveling  at  the  new  program  since  its  details 
were  first  unveiled  last  fall.  They  involve  the  lack  of  any 
special  adjustment  for  hospitals  treating  large  numbers 
of  indigent  patients,  perceived  inadequacies  in  the  wage 
index  used  to  adjust  DRG  payments  for  each  hospital, 
and  alleged  inequities  in  the  assignment  of  hospitals  to 
either  an  urban  or  rural  category. 

Other  areas  of  concern  include  the  Department’s 
apparent  reluctance  to  approve  waivers  from  the  federal 
DRG  plan  for  certain  state  rate  programs  and  the  need 
for  physician  cooperation  if  the  program  is  to  work. 


Package  Insert  on 
‘Pill’  to  Change 

The  patient  package  insert  on  oral  contraceptives 
received  a facelift  in  February,  reflecting  the  growing 
body  of  information  about  the  dangers  and  benefits  of 
the  pill. 

Physicians  and  the  public  are  unlikely  to  see  these 
revisions  anytime  soon,  however.  Earlier  changes,  pro- 
posed more  than  two  years  ago,  still  languish  within  the 
Food  and  Drug  Administration’s  (FDA)  regulatory 
pipeline.  Newer  changes  proposed  at  last  week’s  meet- 
ing of  the  FDA  Fertility  and  Maternal  Health  Drugs 
Advisory  Committee  face  similar  delays. 

The  new  label  will  omit  warnings  about  breast  can- 
cer, included  in  previous  versions.  After  a review  of 
recent  studies,  committee  members  decided  that  there 
is  insufficient  evidence  linking  the  pill  with  the  disease. 

It  strengthens  language  about  cervical  cancer,  how- 
ever. For  the  first  time,  it  recommends  that  pill  users 
receive  close  clinical  surveillance,  including  annual  Pap 
smears. 

Other  warnings  also  receive  new  emphasis.  Three 
high-risk  factors — heavy  cigarette  smoking,  over  35  years 
of  age,  and  conditions  such  as  high  blood  pressure, 
obesity,  diabetes,  and  high  cholesterol  levels — are 
prominently  placed  in  the  insert’s  opening  section. 
Women  are  instructed  that  “as  a general  principle,  no 
drug  should  be  taken  during  pregnancy  unless  it  is  clearly 
indicated”  and  “if  possible,  do  not  use  oral  contracep- 
tives while  breast-feeding.” 

And  for  the  first  time,  women  are  provided  with  a 
list  of  special  medical  conditions — such  as  migraine, 
depression,  breast  nodules,  and  gallbladder,  heart  or 
kidney  disease — that  should  be  brought  to  the  attention 
of  their  physicians. 

One  section,  the  first  of  its  type  to  appear  in  inserts, 
describes  the  benefits  of  using  the  pill:  lighter  menstrual 
cycles,  decreased  menstrual  pain  and  tension,  reduced 
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risk  of  fibrocystic  breast  disease,  ovarian  cysts,  pelvic 
inflammatory  disease,  ectopic  pregnancy,  ovarian  can- 
cer, endometrial  cancer,  and  rheumatoid  arthritis. 

Some  new  deletions  are  also  conspicuous:  the  new 
insert  will  not  caution  DES  daughters  against  estrogen 
use;  there  is  no  mention  of  temporary  infertility,  in- 
creased risk  of  miscarriage,  or  “post-pill”  symptoms 
experienced  after  stopping  use;  a comparison  with  al- 
ternative forms  of  birth  control  is  omitted;  and  women 
with  family  histories  of  diabetes,  stroke,  and  heart  at- 
tack are  no  longer  advised  of  possible  risk.  Several  other 
conditions  possibly  linked  to  pill  use — myocardial  in- 
farction, hemoglobinopathies,  and  melanoma — have 
been  left  off  the  insert  until  more  information  is  available. 


Cancer  Death  Rates  Declining 

The  nation’s  overall  death  rate  for  cancer  declined 
between  1950  and  1979,  despite  a sharp  increase  in  lung 
and  other  smoking-related  cancers,  according  to  data 
published  in  February  by  the  Environmental  Protection 
Agency  (EPA)  and  the  National  Cancer  Institute  (NCI). 

Excluding  lung  cancer,  death  rates  for  all  cancers 
decreased  5%  in  white  males,  12%  in  white  females, 
and  13%  in  nonwhite  females.  The  rates  for  nonwhite 
males  increased  15%. 

In  contrast,  lung  cancer  death  rates  increased  116% 
in  while  males,  199%  in  white  females,  185%  in  non- 
white males  and  188%  in  nonwhite  females.  There  were 
also  increases  in  deaths  from  esophageal  and  laryngeal 
cancers. 

The  new  data  appear  in  U.S.  Cancer  Mortality  Rates 
and  Trends:  1950-1979 , a collaborative  effort  between 
EPA  and  NCI.  Death  rates  were  based  on  death  certif- 
icates received  by  the  U.S.  Department  of  Health  and 
Human  Services,  National  Center  for  Health  Statistics. 
Rates  were  computed  for  3,065  counties  in  49  states. 

“The  tabulations  help  identify  counties  with  unusual 
cancer  mortality  patterns,  which  may  in  turn  provide 
etiologic  clues.  Similarities  between  the  patterns  of  can- 
cer and  distribution  of  risk  factors  are  helpful  in  desig- 
nating high-risk  communities,”  said  Thomas  Mason, 
M.D.,  of  NCI’s  Environmental  Epidemiology  Branch 
and  a co-author  of  the  reference  text. 


FDA  Petition  to  Halt  Use  of  Two 
Anti-Inflammatory  Drugs 

The  Food  and  Drug  Administration  was  petitioned 
in  February  to  suspend  immediately  use  of  the  drugs 
Butazolidin  (phenylbutazone)  and  Tandearil  (oxyphen- 
butazone),  due  to  alleged  adverse  reactions  associated 
with  their  use.  The  petitioner  is  Health  Research  Group, 
a Ralph  Nader  organization. 

Manufacturer  Geigy  Pharmaceuticals  defends  its 
products,  saying  that  their  risks  are  exaggerated  and 
that  sudden  withdrawal  from  the  market  would  be  “dev- 
astating” to  physicians  and  patients. 
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This  unusual  request  for  sudden  suspension — granted 
by  FDA  once  before,  in  1977 — is  justified  due  to  the 
seriousness  of  drug  reaction,  according  to  Health  Re- 
search Group.  The  usual  administrative  procedure  for 
withdrawing  a product  takes  between  six  months  and 
several  years. 

In  a February  public  hearing  in  Washington.  D.C.. 
HRG  urged  that  only  controlled  distribution  of  the  pow- 
erful nonsteroidal  anti-inflammatory  drugs  (NSAIDS) 
should  be  permitted.  The  small  number  of  patients  who 
need  the  drug  could  get  it  by  asking  their  physicians  to 
file  an  Investigational  New  Drug  Application,  according 
to  HRG. 

The  drugs  have  caused  a total  of  3.100  deaths  in  the 
United  States  contends  HRG  medical  director  Sidney 
Wolfe.  M.D.  Safer  and  equally  effective  alternatives 
exist  for  virtually  all  conditions  now  treated  with  the 
drug,  he  says. 

The  risks  do  not  exceed  those  of  other  NSAIDS. 
counter  manufacturers.  The  total  number  of  adverse 
reactions  "are  neither  unexpected  nor  disproportion- 
ate.” says  Marvin  Wetter.  M.D..  Geigy  spokesman.  The 
incidence  of  deaths  resulting  from  use  of  Butazolidin 
and  Tandearil  is  .0006%.  lower  than  that  of  other 
NSAIDS  Nalfron.  Clinoril.  and  Naprosyn.  All  nine  of 
the  commonly  prescribed  NSAIDS  cause  the  same  re- 
actions as  Butazolidin  and  Tandearil.  he  contends. 

Furthermore,  most  physicians  are  familiar  with  the 
risks.  Wetter  adds.  "The  American  medical  community 
is  well  aware  of  the  drugs'  adverse  effects — this  is  no 
new  information."  he  said. 


Health  Groups  Fan 
“Smokescreen”  of 
Cigarette  Manufacturer 

Twenty  years  after  the  now-famous  Surgeon  Gen- 
eral's report  linking  smoking  and  disease,  tobacco  com- 
panies have  decided  to  fight  back. 

In  a multi-million  dollar  campaign  to  defend  smok- 
ing. tobacco  manufacturer  R.  J.  Reynolds  Industries. 
Inc.,  is  running  advertisements  in  newspapers  and  mag- 
azines asking:  "Can  we  have  an  open  debate  about 
smoking?"  saying  that  not  all  scientific  evidence  indi- 
cates that  smoking  is  hazardous. 

At  a February  news  conference  in  Washington.  D.C. . 
three  health  organizations  have  launched  their  own 
counter-offensive.  Leaders  of  the  American  Cancer  So- 
ciety. American  Heart  Association,  and  the  American 
Lung  Association  called  the  Reynolds  campaign  "a 
smokescreen"  by  “a  desperate  industry." 

"This  is  one  of  the  most  misleading  and  irresponsible 
advertising  campaigns  any  of  us  in  this  room  can  re- 
member?’ said  Edwin  B.  Fisher  Jr.,  of  the  American 
Lung  Association.  "It's  like  opening  a debate  as  to  the 
lethality  of  bullets." 

The  health  hazards  of  smoking  "have  been  ques- 
tioned by  vested  interests  but  never  repudiated  by  sci- 
ence.” said  Antonio  M.  Gotto.  M.D..  a Houston 
cardiologist  and  current  president  of  the  American  Heart 


Association.  "We  are  appalled  that  an  attempt  is  being 
made  to  reopen  the  case  against  cigarette  smoking." 

They  also  criticized  the  tobacco  companies'  use  of 
mountain  climbers,  ballet  dancers,  skiers,  and  other 
athletes  to  sell  cigarettes,  saying  they  violate  an  industry 
code  that  advertising  not  show  smokers  engaged  in 
physical  activity  "beyond  that  of  normal  recreation." 
The  Tobacco  Institute,  a trade  group,  says  these  ads 
meet  the  code,  adding  that  interpretation  of  their  con- 
tent is  subjective. 

Insiders  note  that  manufacturers  are  getting  nervous 
about  the  increasing  unpopularity  of  the  habit,  and 
growing  restrictions  on  where  and  when  to  smoke. 


^ Drug  Ads  Nixed  by 
Consumers,  CBS  Finds 

What  is  likely  to  be  an  influential  report  on  direct- 
to-consumer  advertising  of  prescription  drugs  was  un- 
veiled by  CBS  Television  researchers  in  February.  Its 
findings,  presented  to  the  medical  communin'  and  the 
Food  and  Drug  Administration,  will  be  used  to  guide 
TV  advertising  policy  once  the  FDA's  moratorium  is 
lifted. 

The  study's  results  are  based  on  40-minute  in-home 
interviews  with  1.233  consumers  and  are  projectible  to 
the  77.4  million  U.S.  households  believed  to  use  pre- 
scription drugs.  By  knowing  consumer  attitudes  about 
drugs.  CBS  can  then  suggest  the  most  responsible  and 
effective  ad  guidelines,  researchers  say. 

The  central  conclusion  is  that  consumers  need  more 
information  about  drugs.  Nearly  three-fourths  of  all 
interviewed  households  said  they  wanted  to  be  better 
informed  about  drugs.  Only  one-third  said  they  were 
well-informed  about  drug  issues. 


NIH  Warns  Against 
Ultrasound  Misuse 

Diagnostic  ultrasound  should  be  used  only  when 
medically  indicated  and  not  administered  routinely  to 
all  pregnant  women,  according  to  a report  issued  in 
February  by  a National  Institutes  of  Health  panel  of 
physicians. 

No  actual  adverse  effects  have  ever  been  associated 
with  ultrasound,  the  panel  agreed.  But  "hypothetical 
risks"  should  not  be  ignored  or  overlooked,  said  panel 
chairman  Fredric  Frigoletto.  M.D..  professor  of  obstet- 
rics and  gynecology  at  Harvard  Medical  School. 

Ultrasound  technology  has  improved  dramatically  in 
recent  years:  its  high-frequency  sound  waves  can  detect 
minute  fetal  abnormalities,  observe  the  valves  in  a fetal 
heart,  and  note  the  motion  of  fetal  breathing.  It  is  par- 
ticularly useful  in  detecting  multiple  or  ectopic  pregnan- 
cies. thus  improving  outcome.  An  estimated  15%  to 
40%  of  all  pregnant  women  have  been  exposed  to 
ultrasound. 
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Routine  screening  is  not  justified,  however,  said  the 
NIH  panel.  Ultrasound  is  believed  to  give  off  heat  when 
sent  through  tissues.  Thus,  exposure  to  a large  amount 
of  ultrasound  energy  for  long  periods  of  time  could 
produce  cell  damage. 

Physicians  should  not  perform  ultrasound  examina- 
tions to  simply  satisfy  the  family’s  desire  to  view  the 
fetus,  learn  the  fetal  sex,  or  show  the  picture  to  friends. 
Additionally,  physicians  should  not  perform  ultrasound 
for  educational  or  commercial  purposes,  such  as  dem- 
onstrating new  equipment. 
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CALENDAR  OF  MEETINGS 

NATIONAL 

Christian  Medical  Society — Oakbrook  Hyatt, 
Chicago 

American  Association  of  Suicidology — Cap- 
tain Cook,  Anchorage,  Alaska 
American  College  of  Psychoanalysts — Am- 
bassador Hotel,  Los  Angeles 
American  Society  for  Clinical  Investiga- 
tion— Shoreham  and  Sheraton  Washington, 
Washington,  D.C. 

American  Society  for  Head  and  Neck  Sur- 
gery— The  Breakers,  Palm  Beach,  Fla. 
American  Otological  Society — The  Break- 
ers, Palm  Beach,  Fla. 

American  Association  of  Plastic  Surgeons — 
Drake  Hotel,  Chicago 
American  Broncho-Esophagological  Associ- 
ation— The  Breakers,  Palm  Beach,  Fla. 
Aerospace  Medical  Association — Town  and 
Country  Hotel,  San  Diego 
American  Urological  Association — River- 
gate  Convention  Center,  New  Orleans 
American  Society  of  Colon  and  Rectal  Sur- 
geons— Hyatt  Regency,  New  Orleans 
American  Association  for  Thoracic  Sur- 
gery— New  York  Hilton 
American  Laryngological,  Rhinological  and 
Otological  Society — The  Breakers.  Palm 
Beach,  Fla. 

American  College  of  Legal  Medicine — Loews 
Paradise  Valley,  Scottsdale,  Ariz. 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — The  Breakers,  Palm 
Beach,  Fla. 

American  Geriatrics  Society — Hilton  Hotel, 
Denver 

American  Gastroenterological  Association — 
Hilton  Hotel,  New  Orleans 
American  Society  of  Gastrointestinal  Endos- 
copy— Hilton  Hotel,  New  Orleans 
American  Thoracic  Society — Fontainebleau, 
Miami  Beach 

American  College  of  Sports  Medicine — Town 
and  Country  Hotel,  San  Diego 


June  1-3 
June  2-8 
June  3-7 
June  4-6 
June  6-9 

June  12-14 
June  14-16 
June  14-16 

June  16-22 
June  23-24 
June  28-30 

June  14-15 
June  20-22 


Mid-Central  States  Orthopaedic  Society — 
Lodge  of  the  Four  Seasons,  Lake  Ozark.  Mo. 
Pan  American  Medical  Association — Mar- 
riott Hotel,  New  Orleans 
American  Association  of  Immunologists — St. 
Louis 

American  Society  for  Laser  Medicine  and 
Surgery — Hotel  Utah.  Salt  Lake  City 
International  Symposium  on  Nasal  Physiol- 
ogy and  Surgery  (sponsored  by  Amer.  Rhin- 
ologic  Society) — Hyatt  Regency  Chicago. 
Chicago 

American  Diabetes  Association — MGM 
Grand  Hotel,  Las  Vegas 
American  College  of  Cryosurgery — New 
York  Sheraton  Hotel,  New  York 
International  Congress  for  Hair  Replace- 
ment Surgery  (sponsored  by  Amer.  Assoc, 
of  Cosmetic  Surgeons) — Plaza  Hotel.  New 
York 

Association  of  Medical  Illustrators — Hyatt 
Regency,  Atlanta 

American  Association  for  the  Study  of 
Headache — Hotel  Meridien.  San  Francisco 
Society  for  Pediatric  Dermatology — Cae- 
sar's Tahoe,  Lake  Tahoe,  Stateline.  Nev. 

STATE 

Malpractice  Prophylaxis  (sponsored  by 
Southern  Medical  Assoc.) — Peabody  Hotel, 
Memphis 

Upper  Cumberland  Medical  Society — Fall 
Creek  Falls  Resort  Inn — Pikeville 


JOIN  US. 


We  can  do 
much  more 
together. 


240 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


journal  of  the 

tenne/see 

m«dkol  a/yociotion 

OWNED  AND  PU BUSHED  BY  THE  ASSOCIATION 

MAY,  1984 
VOL.  77,  NO.  5 


Commentary 


Report  From  the  City  of  Angels 

The  1983  Interim  Meeting  of  the  AM  A House  of  Delegates 

JOHN  B.  THOMISON,  M.D. 


Now  that  the  1984  Annual  Meeting  of  the 
AM  A is  almost  upon  us,  you  are  finally  getting 
a report  from  the  Los  Angeles  Interim  1983 
meeting,  but  you’ll  not  have  missed  anything  by 
not  getting  it  sooner,  as  the  most  burning  issues 
had  to  do  with  DRGs,  and  you  have  been  sur- 
feited with  reams  of  copy  on  that.  Even  those 
who  seldom  pay  any  attention  to  such  things  have 
sat  up  and  taken  notice,  but  at  the  time  of  the 
meeting  the  full  impact  of  the  Prospective  Pric- 
ing System  (PPS)  had  only  just  begun  surfacing. 
The  fact  is  that  the  meeting  was  not  very  excit- 
ing, and  so  did  not  inspire  me  to  a quick  sum- 
mation of  it  in  my  usual  deathless  prose. 

While  I am  on  the  subject,  at  the  risk  of  put- 
ting you  off  and  moving  you  to  close  the  book 
for  more  pleasant  pursuits,  I might  just  define  a 
few  things  about  DRGs  and  get  them  in  their 
proper  relationships.  In  the  first  place,  DRGs 
(Diagnosis  Related  Groups),  though  an  abomi- 
nation that  frequently  has  nothing  to  do  with  di- 
agnoses, but  with  procedures  instead,  are  not  the 
disease  that  plagues  us,  but  only  a manifestation 
of  it.  The  disease  is  known  as  the  Prospective 
Payment  System  (PPS),  again  a misnomer,  as 
there  is  no  prospective  payment.  There  is  only 


prospective  pricing.  The  DRG  of  the  patient’s 
admitting  diagnosis  is  only  what  the  payment, 
occurring  some  time  after  discharge,  is  based  on, 
so  that  PPS  in  reality  stands  for  Prospective  Pric- 
ing System.  That  should  be  obvious,  since  the 
government  seldom  pays  its  debts  to  us  on  time, 
let  alone  beforehand.  (It  is  interesting  that  only 
to  those  of  us  in  the  health  care  system  does  the 
government  delay  paying  its  just  debts.) 

Without  knowing  what  the  future  would  hold, 
the  AMA  had  been  closely  monitoring  the  situ- 
ation, addressing  it  in  two  reports,  one  from  the 
Board  and  one  from  the  Council  on  Medical 
Services  (CMS).  Since  they  are  preliminary,  I’ll 
not  discuss  them  further.  In  line  with  its  policy  of 
keeping  the  federation  informed,  the  AMA  has 
published  a guide  entitled  Diagnosis-Related 
Groups  (DRGs)  and  the  Prospective  Payment 
System,  which  may  be  obtained  from  the  AMA 
Order  Department  OD-230,  and  which,  if  you 
have  not  seen  it,  I commend  to  your  attention. 
In  addition,  the  AMA  announced  that  the  great- 
er part  of  the  1984  Leadership  Conference  would 
be  devoted  to  this  and  related  topics.  I attended 
the  conference,  and  will  summarize  some  aspects 
of  it  for  you  elsewhere. 

Much  of  the  concern  about  the  PPS  centers 
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about  methods  of  reimbursement,  which  at  pres- 
ent have  not  extended  to  physicians’  fees.  Never- 
theless, there  is  a nefarious  movement  abroad  on 
Capitol  Hill  to  make  a single  payment  per  hos- 
pitalization. Regardless  of  whether  the  payment 
was  made  to  the  hospital  or  the  admitting  physi- 
cian, the  results  would  be  equally  unacceptable. 
This  was  addressed  by  the  House  in  its  SR  70, 
which  resolves  “that  the  American  Medical  As- 
sociation endorse  the  concept  that  any  system  of 
reimbursement  for  physicians’  services  be  inde- 
pendent of  reimbursement  systems  for  other 
providers  of  health  care,  and  that  the  AMA  con- 
tinue its  opposition  to  expansion  of  Prospective 
Pricing  System  until  such  time  as  they  have  been 
adequately  evaluated  with  respect  to  their  impact 
on  the  quality,  cost,  and  access  to  medical  care.” 

Sometimes  when  I sit  in  the  reference  com- 
mittees I have  a hard  time  believing  that  what  I 
hear  was  actually  said  until  I remember  that  in 
the  heat  of  the  moment  most  human  beings  are 
given  to  making  off-the-cuff  remarks  that  would 
withstand  neither  close  scrutiny — even  by  their 
authors — nor  the  test  of  reason.  It  reminds  me  of 
a remark  attributed  to  Matthew  Arnold  that  it  is 
dangerous  to  interject  reason  into  politics.  Phy- 
sicians there  can  with  a straight  face,  when  told 
a course  will  certainly  lead  to  litigation  eventuat- 
ing in  the  awarding  of  triple  damages  to  the  tune 
of  perhaps  a billion  dollars  against  the  federa- 
tion, cavalierly,  and  even  passionately  defend  such 
a course  and  to  hell  with  the  consequences.  (They 
would,  of  course,  be  among  the  first  to  assault 
the  AMA  for  stupidity  and  negligence  when 
slapped  with  an  assessment  of  several  thousand 
dollars  as  their  share  in  the  judgment.)  Fortu- 
nately this  occurs  almost  exclusively  in  reference 
committee  hearings  and  not  on  the  floor  of  the 
House,  an  indication  that  even  if  their  constitu- 
ents will  not,  the  delegates  still  behave  responsi- 
bly. In  addition,  since  the  reference  committee 
hearings  are  open  to  AMA  nonmembers,  fre- 
quently the  speaker  would  have  nothing  to  lose 
by  irresponsible  action  by  the  House. 

A perfect  example  of  this  was  the  heated  and 

excessively  protracted  debate  over  a few  words 
in  the  new  Accreditation  Manual  for  Hospitals  of 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals (JCAH).  The  composition  of  the  hospital 
staff  and  the  interrelations  of  its  various  compo- 
nents, specifically  as  applied  to  limited  licensed 
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practitioners,  is  admittedly  a very  sticky  wicket, 
pitting  against  each  other  as  it  does  various  inter- 
ests, and  taking  into  account  the  varied  statutes 
or  lack  of  them  in  the  several  states.  While  the 
various  speakers  stopped  short  (barely)  of  advo- 
cating flouting  of  the  law,  they  (mostly  members 
of  the  Hospital  Medical  Staff  Section)  neverthe- 
less urged  the  AMA  to  instruct  its  commissioners 
to  the  JCAH  to  pursue  a course  that  would  have 
seriously  exposed  the  federation’s  fiscal  well- 
being. 

It  has  been  customary  for  primitive  peoples  to 
execute  the  bearer  of  bad  news.  Now,  of  course, 
we  are  more  civilized  (it  says  here),  so  we  simply 
vilify  him.  The  members  of  the  AMA  Board  of 
Trustees  not  infrequently  find  themselves  in  such 
a position,  which  once  moved  Bob  Hunter  to  ob- 
serve that  it  is  odd  that  when  he  is  elected  to  the 
Board,  your  best  and  most  trusted  friend  imme- 
diately becomes  your  mortal  enemy.  It  fell  to  Bill 
Hotchkiss,  treasurer  of  the  Association,  to  blow 
the  whistle  in  the  debate  in  question  with  the  ca- 
veat that  the  House  (and  the  federation)  could 
really  not  pursue  such  a course.  This  did  not  earn 
him  any  points,  nor  did  it  slow  the  debate,  which 
rather  than  ending  just  sort  of  petered  out  as 
blood  sugar  levels  fell.  There  were  all  sorts  of 
dire  predictions  of  a blood  letting  on  the  House 
floor,  yet  SR  45  and  BOT  Report  H sailed 
through  without  so  much  as  a whisper.  Acting  re- 
sponsibly, the  House  bowed  to  the  inevitable. 

Now  I know  that  the  AMA  has  been  accused 
on  many  occasions  of  bowing  to  an  inevitable  that 
was  not  in  fact  inevitable.  In  this  case,  though,  it 
is  not  that  this  is  something  that  might  happen. 
It  has  already  happened,  so  perhaps  inevitable  is 
not  la  mot  juste — perhaps  “reality”  would  be  bet- 
ter, since  the  laws  are  already  enacted  and  simi- 
lar litigation  is  in  process.  In  such  no-win  situa- 
tions there  will  always  be  those  who  believe  the 
AMA  is  not  acting  in  their  best  interest.  Reso- 
lutions that  would  instruct  the  AMA  commis- 
sioners to  the  JCAH  to  reject  the  draft  of  the 
manual  were  therefore  defeated,  and  SR  45 
adopted,  resolving  “that  it  be  the  policy  of  the 
American  Medical  Association  that  hospital  ad- 
mitting privileges  be  granted  in  accordance  with 
state  law  and  in  accordance  with  criteria  for 
standards  of  medical  care  established  by  the  in- 
dividual hospital  medical  staff.” 

Report  H of  the  Board  of  Trustees,  which  is 
printed  in  this  issue,  and  to  which  I commend 
your  attention,  is  a progress  report  on  the  JCAH’s 
activities  in  drafting  the  manual,  and  the  AMA's 
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reaction  to  it.  The  physicians  of  the  country 
should  appreciate  the  efforts  of  the  AMA  that 
resulted  in  the  retention  of  the  words  “medical 
staff”  throughout  in  lieu  of  the  proposed  “hos- 
pital staff.”  In  order  to  do  this,  it  was  necessary 
to  remove  for  the  most  part  specific  references 
to  limited  licensed  practitioners  except  in  the 
section  in  Standard  IV  dealing  with  delineation 
of  clinical  privileges,  where  the  limitations  placed 
on  privileges  granted  to  nonphysician  licensed 
practitioners  to  perform  histories  and  physical 
examinations  is  discussed.  Otherwise,  the  stand- 
ards would  permit  limited  licensed  practitioners 
to  have  hospital  privileges  consonant  with  their 
training,  experience,  and  current  competence  if 
approved  by  the  normal  credentialing  process. 
This  has  to  do  with  the  statutory  requirements  in 
the  various  states. 

The  fireworks  being  confined  almost  exclu- 
sively to  the  reference  committees,  the  House, 
not  to  be  outdone,  prolonged  its  deliberations 
with  an  inordinate  number  of  picayune  diver- 
sions. Nevertheless,  it  not  only  finished  on  time, 
but  even  slightly  ahead  of  schedule.  I will  there- 
fore run  through  some  of  the  more  important 
items  it  considered,  taking  them  pretty  much  by 
reference  committee  assignment. 

Contemporary  technology,  as  well  as  various 

forces  in  society,  are  tending  to  destroy  privacy, 
and  in  medicine  to  erode  the  confidentiality  of 
the  patient-physician  relationship.  In  addressing 
the  World  Medical  Association  recently,  Pope 
John  Paul,  in  commenting  that  medical  ethics 
have  always  been  defined  by  respect  for  and  pro- 
tection of  the  human  being,  and  that  an  ethical 
physician  depends  fundamentally  on  his  concep- 
tion of  what  medicine  is,  said,  “It  is  a question 
of  knowing  definitively  if  medicine  is  in  the  serv- 
ice of  mankind,  of  the  dignity  of  mankind,  that 
which  is  unique  and  transcendent,  or  if  the  phy- 
sician is  considered  first  as  an  agent  of  the  com- 
munity, in  the  service  of  the  interests  of  the 
healthy  at  the  expense  of  care  for  the  sick.” 

This  question  is  pertinent  in  many  areas  of 
medicine,  but  nowhere  more  so  than  in  the  mat- 
ter of  confidentiality.  The  Judicial  Council  ad- 
dressed this  matter  in  its  Report  D,  in  which  it 
said  “the  information  disclosed  by  a patient  dur- 
ing the  course  of  a relationship  between  physi- 
cian and  patient  is  confidential  to  the  greatest 
possible  degree.  The  patient  should  feel  free  to 
make  a full  disclosure  of  information  to  the  phy- 
sician in  order  that  the  physician  may  most  effec- 


tively provide  needed  services.  The  patient  should 
be  able  to  make  this  disclosure  with  the  knowl- 
edge that  the  physician  will  respect  the  confiden- 
tial nature  of  the  communication.  The  physician 
should  not  reveal  a confidential  communication 
or  information  without  the  express  consent  of  the 
patient,  unless  required  to  do  so  by  law. 

“The  obligation  to  safeguard  patient  confi- 
dence is  the  subject  of  certain  exceptions  which 
are  ethically  and  legally  justified  because  of  ov- 
erriding social  considerations.  When  a patient 
threatens  to  inflict  serious  bodily  harm  to  anoth- 
er person  and  there  is  a reasonable  probability 
that  the  patient  may  carry  out  the  threat,  the 
physician  should  take  reasonable  precautions  for 
the  protection  of  the  intended  victim,  including 
notification  of  law  enforcement  authorities.  Also, 
communicable  diseases,  and  gunshot  and  knife 
wounds  should  be  reported  as  required  by  appli- 
cable statutes  or  ordinances.” 

This  achieves  the  fine  balance  between  the 
physician’s  responsibilities  to  the  patient  in  main- 
taining confidentiality,  as  well  as  his  responsibil- 
ity to  the  community  as  a citizen  of  it.  Even 
though  there  are  those  that  would  make  him  an 
agent  of  the  community,  and  put  prevention  as  it 
applies  to  the  community  at  large  ahead  of  the 
care  of  the  sick,  and  even  though  preventive 
medicine  is  a valid  pursuit  for  physicians,  the 
physician  should  always  bear  in  mind  that  his  ov- 
erriding responsibility  is  to  his  individual  patient. 

A number  of  resolutions,  in  addition  to  Report 

B of  the  CMS,  address  the  matter  of  payment  for 
physician  services,  whether  by  the  traditional 
usual,  customary  and  reasonable  (UCR)  format, 
or  by  the  indemnity  method.  Some  of  the  reso- 
lutions favored  one  or  the  other  over  its  alterna- 
tive, whereas  the  CMS  report,  as  finally  adopt- 
ed, recognized  positive  aspects  of  both  methods, 
and  recommended  first  that  the  AMA  recognize 
the  validity  of  a pluralistic  approach  to  third-par- 
ty reimbursement,  and  also  that  the  House  of 
Delegates  reaffirm  the  Association  policy  sup- 
porting freedom  for  physicians  to  choose  the 
method  of  payment  for  their  services  and  to  es- 
tablish fair  and  equitable  fees,  freedom  of  pa- 
tients to  select  their  course  of  care,  and  neutral 
public  policy  and  fair  market  competition  among 
alternative  health  care  delivery  and  financing 
systems. 

In  its  Report  JJ,  the  Board  of  Trustees,  de- 
scribing current  pressures  from  governmental  and 
private  sectors  to  control  payment  for  physician 
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services,  emphasized  that  the  contract  for  care 
and  payment  is  between  the  physician  and  pa- 
tient. It  affirmed  the  right  and  privilege  of  each 
physician  to  set  fees  that  are  reasonable  and  ap- 
propriate while  always  remaining  sensitive  to  the 
varying  resources  of  patient  and  retaining  for  the 
physician  the  freedom  to  choose  instances  where 
courtesy  or  charity  could  be  extended  in  a digni- 
fied and  ethical  manner.  The  House  also  adopted 
amended  Resolution  69,  which  resolved  that  in 
order  to  offer  the  highest  quality  of  medical  care 
at  the  lowest  cost,  the  AMA  reaffirm  its  convic- 
tion that  there  should  be  private  individualized 
medical  care,  free  enterprise  insurance  mecha- 
nisms, and  a specific  degree  of  direct  patient  re- 
sponsibility with  pluralistic,  free  choice  options. 

Reference  Committee  B considered  resolu- 
tions and  reports  touching  on  a very  wide  variety 
of  topics,  among  them  the  so-called  “Baby  Jane 
Doe”  legislation.  The  House  did  not  address  the 
propriety  of  either  institution  or  termination  of 
treatment  for  severely  handicapped  infants,  but 
rather  whether  or  not  this  was  a matter  for  pub- 
lic intervention.  In  fact,  the  Association  holds  that 
this  is  a decision  to  be  made  individually,  and  that 
disposition  of  a case  cannot  be  predetermined. 
For  either  the  Association  or  government  agen- 
cies to  make  such  prescriptions  is  an  intrusion  into 
the  physician’s  prerogatives  involving  his  judg- 
ment and  the  family’s  wishes.  The  House,  there- 
fore, adopted  SR  23,  which  resolved  that  the 
American  Medical  Association  continue  to  op- 
pose regulations  or  legislation  which  would  im- 
pose a federal  role  in  the  decision-making  about 
the  care  of  severely  ill  newborns,  and  that  the 
Association  reaffirm  the  policy  found  in  opinions 
2.10  and  2.11  of  the  Judicial  Council  concerning 
quality  of  life  and  terminal  illness. 

Legislation  has  been  proposed  that  would  re- 
move incentive  pay  for  military  surgeons  serving 
in  executive  and  managerial  positions.  This  would 
impose  a severe  handicap  on  the  medical  care  of 
military  personnel,  since  most  of  the  military’s 
senior  officers  would  come  under  such  a ban. 
Though  this  would  result  in  considerable  bud- 
getary savings,  it  would  result  in  the  early  retire- 
ment of  a high  percentage  of  the  military’s  most 
experienced  officers,  leading  to  chaos  in  the  sys- 
tem and  resulting  in  deterioration  of  care  of  our 
military  personnel.  The  House,  therefore,  adopt- 
ed SR  30,  reaffirming  the  Association’s  opposi- 
tion to  “legislative  or  regulatory  prohibition  of 
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application  of  various  special  pay  allowances  to 
military  physicians  serving  in  executive  and  man- 
agerial positions.” 

One  of  the  most  pressing  public  health  prob- 
lems at  the  moment  concerns  the  use  of  asbestos, 
and  massive  litigation  has  arisen  from  its  pre- 
vious use  extending  back  to  the  days  of  World 
War  II.  Judgments  against  producers  and  users 
of  asbestos  have  forced  many  of  them  into  bank- 
ruptcy, so  that  to  aid  individuals  handicapped 
through  asbestos  use  the  Congress  is  considering 
legislation  to  establish  a no-fault  fund  such  as  is 
currently  established  for  “black  lung  disease” 
through  a tax  on  coal.  The  federal  government 
would  be  the  largest  contributor  to  the  fund  in 
light  of  its  extensive  use  of  asbestos  during  World 
War  II  to  construct  warships.  Resolution  21  (A- 
83)  called  upon  the  AMA  to  request  Congress  to 
address  the  complex  issue  of  responsiblity  for  as- 
bestos-related illness  and  other  occupational-re- 
lated illnesses.  The  Board  of  Trustees  addressed 
this  resolution  in  its  Report  R,  to  the  effect  that 
Congress  is  already  responding  to  the  need,  and 
that  the  Association  would  continue  to  monitor 
the  situation.  In  addition,  CSA  Report  F is  “A 
Physician’s  Guide  to  Asbestos-Related  Dis- 
eases,” which  answers  the  more  common  ques- 
tions regarding  asbestos  and  health,  providing  an 
extensive  list  of  references  for  the  reader  who  re- 
quires more  comprehensive  knowledge.  All  of  the 
Council’s  reports  are  now  being  published  in  book 
form  by  the  Association,  and  should  be  available 
in  the  next  few  months  for  those  interested.  The 
Journal  will,  therefore,  not  carry  the  CSA  re- 
ports, since  it  is  not  a prudent  use  of  our  space 
and  funds. 

The  American  Medical  Association  has  stead- 
fastly maintained  two  positions:  first,  that  a phy- 
sician may  dispose  of  his  services  as  he  wishes  for 
a fee  decided  upon  between  the  physician  and 
the  patient.  The  second  position  is  that  the  pro- 
vision of  care  is  a matter  between  the  physician 
and  the  patient,  and  not  between  the  physician 
and  any  third  party,  unless  the  physician  wishes 
it  so.  This  is  simply  a right  guaranteed  in  a free 
society  by  the  Thirteenth  Amendment,  which 
prohibits  the  imposition  of  involuntary  servitude. 
The  acceptance  of  assignment  of  predetermined 
amounts  from  third  parties,  including  the  federal 
government,  in  return  for  such  services  must 
therefore  be  voluntary.  Federal  legislation  has 
been  suggested  that  would  require  hospitals  to 
demand  that  a physician  accept  Medicare  assign- 
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ments  for  services  as  a condition  to  continued  el- 
igibility for  hospital  staff  privileges.  Since  this 
would  force  involuntary  servitude  on  the  attend- 
ing physician  or  surgeon,  denying  the  independ- 
ent contractor  his  vested  rights  to  earn  a living, 
the  House  adopted  Resolution  123,  resolving 
“that  the  American  Medical  Association  oppose 
any  legislation  demanding  acceptance  of  Medi- 
care assignment  as  a condition  for  medical  staff 
privileges.”  In  addition,  in  SR  122,  the  House 
went  on  record  that  both  reappointment  to  the 
hospital  medical  staff,  and  peer  review  for  qual- 
ity assurance  in  hospital  medical  care  be  based 
on  all  elements  of  a physician’s  performance,  and 
not  solely  on  any  limited  assessment,  such  as 
conformity  to  diagnosis  related  groups  or  length 
of  stay  criteria. 

Further  addressing  medical  staff  problems,  the 
House  adopted  Resolution  115,  which  resolved 
that  the  AMA  establish  policy  that  where  con- 
sistent with  local,  state,  and  federal  laws,  only 
fully  licensed  physicians  on  the  medical  staff  es- 
tablish overall  medical  staff  standards  and  policy 
for  quality  medical  care,  inasmuch  as  only  staff 
physicians  and  surgeons  have  the  broad  educa- 
tion necessary  to  provide  for  the  overall  medical 
needs  of  hospitalized  patients.  Further,  the  House 
adopted  amended  Resolution  59,  which  resolved 
that  the  AMA  strongly  recommend  that  hospital 
medical  staffs  retain  their  own  attorneys,  so  that 
the  staff  will  have  its  own  legal  advocates  for 
guidance,  and  that  the  chiefs  of  staff,  administra- 
tors, and  boards  of  trustees  of  hospitals  be  noti- 
fied of  this  action  by  the  House.  This  action  be- 
comes extremely  important  as  federal  regulations 
force  hospital  administration  and  medical  staffs 
further  into  an  adversarial  role.  As  this  occurs, 
hospital  staff  organizations  must  become  inde- 
pendent of  the  hospital  administration  and  gov- 
erning board,  establishing  proper  procedure  for 
electing  its  own  officers  without  help  from  the 
administration  and  governing  board.  For  the  pro- 
tection of  the  individual,  the  medical  staff,  and 
the  hospital  governing  board,  it  also  becomes  ab- 
solutely necessary  that  although  members  of  the 
hospital  staff  need  to  be  members  of  the  govern- 
ing board,  the  chief  of  staff  should  not  be  one  of 
them.  These  matters  should  receive  the  immedi- 
ate attention  of  all  hospital  staffs,  and  be  acted 
upon  with  alacrity.  Once  this  is  accomplished,  the 
medical  staff  should  set  about  with  the  assistance 
of  its  own  counsel  to  draft  and  adopt  its  own  by- 
laws. Although  the  bylaws  will  need  ultimately 
to  be  approved  by  the  governing  board,  which 


has  the  responsibility  for  the  direction  of  the  hos- 
pital, the  bylaws  should  be  developed  independ- 
ently. 

Although  the  intent  of  current  government  reg- 
ulations is  to  have  the  effect  of  promoting  com- 
petition within  the  so-called  health  care  industry, 
there  is  restrictive  legislation  that  is  counterprod- 
uctive. Freedom  of  choice  of  physicians  and 
health  care  delivery  systems  promotes  and  en- 
courages competition,  which  will  stimulate  the 
development  of  cost-effectiveness  and  enhance 
the  quality  of  medical  care,  but  arbitrarily  re- 
stricted access,  such  as  that  imposed  on  selected 
groups  of  Medicaid  patients,  abrogates  this  free- 
dom, and  such  limitations  reduce  competition, 
impair  cost-effectiveness,  and  potentially  reduce 
the  quality  of  care  for  such  individuals.  The 
House  therefore  adopted  amended  Resolution  34, 
which  resolved  “that  the  American  Medical  As- 
sociation reaffirm  its  position  that  the  individu- 
al’s freedom  to  select  a preferred  system  of  health 
care  and  free  competition  among  physicians  and 
alternative  systems  of  health  care  are  prerequi- 
sites of  ethical  practice  and  optimal  patient  care, 
and  indicate  additionally  that  economic  disad- 
vantage should  not  constitute  grounds  for  abro- 
gation of  freedom  to  secure  access  to  optimal 
care.”  The  Board  of  Trustees,  in  its  Report  B, 
entitled  “Competition  in  Medicine:  Update  II” 
reported  on  its  continuing  study  of  competition 
in  medicine,  and  described  the  Association’s  ac- 
tivities to  provide  physicians  with  information  and 
services  needed  to  compete  in  the  health  care 
marketplace.  This  is  not  a very  long  report,  and 
since  it  catalogs  a number  of  resources  concern- 
ing practice  opportunities,  organization  of  prac- 
tice resources,  and  matters  of  medical  practice 
finance,  I will  publish  it  in  the  Journal.  Some- 
what more  lengthy  is  CMS  Report  C,  which  is 
the  second  CMS  report  on  the  effects  of  compe- 
tition in  medicine.  It  discusses  the  expanding 
numbers  and  roles  of  allied  health  practitioners, 
and  the  increased  involvement  of  entrepreneurial 
organizations  in  the  health  care  sector.  It  is 
therefore  a very  important  report,  and  it  also  will 
be  published. 

In  its  Report  II,  the  Board  of  Trustees  address- 
es participation  in  the  political  process  through 
AMPAC.  The  purposes  of  AMPAC,  as  stated  in 
its  standing  rules,  are  to  encourage  physicians  to 
take  a more  active  and  effective  part  in  govern- 
mental affairs,  to  know  and  understand  the  na- 
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ture  and  actions  of  their  government,  the  impor- 
tant political  issues,  and  the  records  of  office 
holders  and  candidates,  and  further,  to  assist 
physicians  in  organizing  for  more  effective  polit- 
ical action  and  in  carrying  out  their  civic  respon- 
sibilities. Since  its  organization  in  1961,  the  Hou- 
se has  on  several  occasions  reaffirmed  its  support 
of  AMPAC,  so  that  today  there  are  effective 
medical  political  action  committees  in  virtually 
every  state.  They  are  most  effective  when  backed 
by  strong  medical  society  leadership,  and  the  state 
PACs  and  the  work  of  AMPAC  have  helped  cre- 
ate a deserved  national  reputation  for  political 
effectiveness  for  organized  medicine.  The  AMA’s 
PAC  was  the  first  of  a large  number  that  have 
been  formed  by  many  interest  groups,  and  has 
been  so  effective  that  it  has  drawn  fire  from  such 
anti- AM  A groups  as  Common  Cause.  Because 
of  the  importance  of  the  AMPAC,  particularly  in 
this  election  year,  and  the  necessity  for  its  sup- 
port by  every  physician,  I am  publishing  this 
rather  short  report  of  the  Board  in  this  issue,  with 
an  admonition  to  give  AMPAC  your  own  person- 
al commitment  and  financial  support. 

Though  the  PACs  have  been  severely  criti- 
cized for  bringing  undue  political  pressure,  it  is 
most  interesting  that  those  who  derogate  such 
activities  by  the  PACs  never  mention  the  large 
slush  funds  or  the  intense  political  pressure  by 
labor  organizations,  which  far  outweighs  that 
brought  by  any  individual  PAC  or  even  their 
combined  efforts.  In  its  report,  the  Board,  and 
by  its  adoption  of  the  report,  the  House  of  Del- 
egates as  well,  urges  members  of  the  Association 
to  dedicate  themselves  to  the  growth  of  the 
American  Medical  Political  Action  Committee 
and  the  state  medical  PACs. 

A number  of  reports  and  resolutions  had  to  do 

with  health  care,  and  health  care  for  the  aged 
population  received  extensive  coverage  in  two 
reports,  Report  D of  the  Board  of  Trustees,  and 
CSA  Report  C.  Report  D describes  the  AMA 
activities  in  studying  the  health  care  problems  of 
the  aged,  covering  such  topics  as  private  sector 
approaches  to  financing  and  delivering  care,  al- 
ternative technologies  and  delivery  mechanisms, 
home  health  care  and  other  community  services, 
and  experiments  with  alternative  service  delivery 
approaches.  This  report  will  be  published  in  the 
Journal.  CSA  Report  C discusses  physical  exer- 
cise by  the  elderly,  recommending  that  physi- 
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cians  stress  the  importance  of  exercise  for  older 
patients,  and  encourage  all  patients  to  establish 
exercise  programs  as  a life  commitment  in  prep- 
aration for  their  later  years.  Like  the  other  CSA 
reports,  this  one  will  be  published  in  book  form 
by  the  AMA. 

Other  CSA  reports  deserving  your  attention 
are,  in  addition  to  those  already  mentioned,  Re- 
port A,  entitled  “Early  Detection  of  Breast  Can- 
cer,” and  Report  E,  entitled  “Caffeine  Label- 
ing.” Report  A discusses  the  early  detection  of 
breast  cancer  and  recommends  continued  public 
education  efforts,  continued  efforts  by  physicians 
to  educate  their  patients  about  self-examination, 
and  recognition  of  the  importance  of  mammog- 
raphy as  an  effective  screening  device.  Report  E 
concerns  the  Council’s  investigation  of  caffeine 
in  food  and  beverages,  noting  that  no  definite 
health  risks  have  been  identified  with  moderate 
consumption,  and  recommends  a continued  re- 
view of  the  safety  of  caffeine  intake,  while  at  the 
same  time  opposing  mandatory  labeling  of  food 
and  beverages  as  to  caffeine  quantity. 

CSA  Report  D,  entitled  “Nonsmoking  in 
Hospitals,”  proposes  a series  of  guidelines  re- 
garding smoking  in  hospitals,  urging  physicians 
to  take  the  lead  in  promoting  the  development 
of  nonsmoking  policies  and  programs.  An  AHA 
study  listed  some  obstacles  to  hospital  efforts  to 
control  smoking,  including  concern  for  the  indi- 
vidual rights  of  smokers,  cost  of  implementing 
policies  and  programs,  attitudes  and  smoking  be- 
havior of  hospital  staff  and  physicians,  difficulty 
of  enforcing  restrictions,  lack  of  government  reg- 
ulations to  support  restrictions,  time  necessary  to 
implement  policies  and  programs,  and  loss  of 
revenue  to  the  hospital  gift  shops.  The  report 
recognized  that  to  make  further  progress  in  the 
control  or  elimination  of  smoking  within  hospi- 
tals, management  must  recognize  and  address 
those  obstacles,  but  a survey  showed  that  a large 
majority  of  the  public,  including  a majority  of 
smokers,  favor  restricting  smoking  in  public 
places,  including  health  care  facilities.  There  is  a 
growing  body  of  evidence  to  indicate  that  invol- 
untary smoking  may  pose  a health  problem  to 
the  general  population,  and  certain  patients, 
among  them  those  with  chronic  cardiovascular 
and  pulmonary  disease,  are  especially  susceptible 
to  the  ill  effects  of  secondhand  tobacco  smoke. 
In  addition,  cigarette  smoking  is  by  far  the  lead- 
ing cause  of  hospital  fires. 

Though  current  AMA  policy  supports  a more 
stringent  limitation  on  smoking  in  public  places, 
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particularly  health  care  facilities,  and  despite 
public  support,  many  hospitals  still  lack  forceful 
policies.  The  report  therefore  recommends  that 
physicians  should  take  the  lead  in  promoting  the 
development  of  nonsmoking  policies,  that  smok- 
ing should  be  prohibited  where  flammable  ma- 
terials are  stored  or  in  use,  as  well  as  in  all  cor- 
ridors, elevators,  and  acute  care  areas.  Bedridden 
patients  should  not  be  allowed  to  smoke,  and  all 
smoking  on  patient  floors  should  be  restricted  to 
specifically  designated,  well- ventilated  areas.  The 
report  recommends  that  in  addition  to  having 
smoking  and  nonsmoking  areas  in  all  lounges  and 
eating  places,  hospitals  seriously  consider  desig- 
nating entire  floors  as  nonsmoking.  Education 
programs  should  be  carried  out  concerning 
smoking,  and  hospital  administrators  must  be 
made  aware  of  all  the  hazards  of  smoking  and 
take  the  necessary  steps  to  reduce  these  hazards. 
It  is  likely  that  hospitals  that  restrict  or  eliminate 
smoking  within  the  institution  could  affect  reduc- 
tions in  insurance  premiums. 

Perhaps  the  most  emotional  discussion  on  the 

floor  of  the  House  involved  BOT  Report  G and 
SR  75,  both  adopted  by  the  House,  involving  the 
insanity  defense  in  criminal  trials  and  limitations 
of  psychiatric  testimony.  Report  G,  which  pro- 
vided an  analysis  of  the  insanity  defense  in  crim- 
inal cases  and  recommended,  in  part,  that  the 
special  defense  of  insanity  be  abolished  and  re- 
placed by  the  statutes  providing  for  acquittal 
when  a criminal  defendant,  because  of  mental 
disease  or  defect,  lacked  the  state  of  mind  re- 
quired as  an  element  of  the  offense  charged,  will 
be  published  subsequently.  Resolution  75  re- 
solved that  “the  AM  A continue  collaborative  ef- 
forts with  the  ABA  and  the  American  Psychiat- 
ric Association  to  achieve  a common  policy 
position  concerning  the  insanity  defense.” 

The  American  Bar  Association  (ABA)  and  the 
American  Psychiatric  Association  (APA)  ex- 
pressed opposition  to  BOT  Report  G,  which  con- 
cluded that  the  insanity  defense  “has  outlived  its 
principal  utility,  [that]  it  invited  continuing  ex- 
pansion and  corresponding  abuse,  it  requires  jur- 
ies to  decide  cases  on  the  basis  of  criteria  that 
defy  intelligent  resolution  in  the  adversary  forum 
of  the  courtroom,  and  it  impedes  efforts  to  pro- 
vide needed  treatment  to  mentally  ill  defenders.” 
The  report’s  recommendations  include  one  that 
would  replace  the  insanity  defense  with  statutes 
to  provide  for  acquittal  when  the  defendant’s 
mental  condition  precludes  the  state  of  mind  re- 


quired as  an  element  of  prosecution.  Instead  of 
taking  place  during  the  trial,  the  debate  over  in- 
sanity, if  the  defendant  is  convicted,  would  take 
place  during  the  sentencing  phase,  since  multiple 
contradictory  psychiatric  opinions  presented  dur- 
ing such  cases  confuse  jurors. 

The  American  Law  Institute  requires  that  for 
an  insanity  defense,  the  defendant  must  under- 
stand the  nature  of  his  action  and  its  wrongful- 
ness and  that  the  defendant  must  have  acted  on 
an  irresistible  impulse.  The  APA  and  ABA,  while 
agreeing  that  it  is  impossible  to  determine 
whether  a defendant  acted  on  an  irresistible  im- 
pulse or  an  impulse  not  resisted,  the  cognitive 
element,  that  the  defendant  must  understand  the 
nature  of  his  actions,  should  be  retained.  The 
AM  A House,  however,  agreed  with  the  Refer- 
ence Committee  that  the  report  of  the  Board  is 
rational  and  thorough  in  all  aspects,  will  de- 
crease the  time  and  cost  involved  in  criminal 
trials,  and  will  provide  greater  opportunity  for 
appropriate  treatment  of  the  mentally  ill. 

Though  the  report  ran  counter  to  both  the 
ABA’s  and  APA’s  position,  as  well  as  that  of  the 
Reagan  administration,  the  consensus  of  the 
House  was  that  it  is  fundamentally  wrong  for  a 
legal  judicial  system  to  permit  an  acknowledged 
criminal  to  go  free,  and  that  the  American  pub- 
lic, which  wants  and  deserves  protection,  seeks 
from  the  AMA  a position  on  the  question  sup- 
porting it. 

Report  Y of  the  Board  of  Trustees,  entitled 

“World  Medical  Association,”  summarizes  the 
history,  organizational  structure,  and  activities  of 
that  body,  particularly  as  they  relate  to  medical 
ethics,  continuing  medical  education,  and  inter- 
national health  programs.  I must  emphasize  that 
the  World  Medical  Association  is  an  independent 
body  that  has  no  relationship  at  all  with  the 
United  Nations,  and  so  must  be  distinguished 
from  the  World  Health  Organization,  which  is  the 
United  Nations’  health  arm.  The  World  Medical 
Association  is  a federation  of  national  medical 
associations,  among  them  the  AMA.  Individual 
members  of  those  national  associations  may  join 
the  World  Medical  Association  as  associate 
members.  It  deserves  the  support  of  every  one  of 
us,  as  it  is  striving  through  its  member  bodies  to 
elevate  the  health  care  delivery  system  in  their 
respective  nations.  In  recognition  of  this,  the 
House  adopted  SR  102,  which  resolves  that  “the 
American  Medical  Association  continue  to  sup- 
port the  activities  of  the  World  Medical  Associa- 
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tion  to  improve  health  care  in  developing  coun- 
tries, and  that  the  AMA  ask  the  WMA  to 
commend  those  countries  that  demonstrate  ex- 
emplary efforts  to  improve  health  care  delivery 
to  their  populations.”  Because  of  the  importance 
of  the  World  Medical  Association,  I will  publish 
BOT  Report  Y in  the  Journal. 

Finally,  in  adopting  SR  20,  entitled  “ ‘Opium’ 
Perfume,”  the  House  addressed  a symptom  of  our 
times.  Resolving  that  “the  AMA  oppose  the  ad- 
vertising practice  of  naming  products  for  con- 
trolled substances,  implying  that  their  use  is  ex- 
citing and  desirable,”  the  House  took  note  of  the 
epidemic  of  adolescent  drug  and  alcohol  use  and 
experimentation  in  this  country.  It  noted  that  such 
experimentation  is  associated  with  alarming 
teenage  chemical  dependency  and  the  increasing 
death  rate  among  our  young  people  in  the  face 
of  dropping  national  mortality  for  all  other  ages, 
the  three  leading  causes  of  death  in  this  age  group 
being  accidents,  suicides,  and  homicides,  many 
of  them  alcohol  and  drug-related.  It  saw  as  one 
of  the  reasons  for  this  epidemic  media  populari- 
zation of  drugs  as  exciting  and  acceptable,  a 
manifestation  of  this  being  the  promotion  of  col- 
ognes called  “Opium,”  “Stash,”  “Sinsemalla,” 
and  “Cocaine”  by  misleading  advertising  cam- 
paigns aimed  at  young  people.  Though  the  man- 
ufacturers maintain  steadfastly  that  their  inten- 
tion is  not  to  promote  drugs  at  all,  such 
assurances  have  a hollow  ring,  in  that  it  is  pat- 
ently impossible  to  dissociate  the  name  from  the 


substance  in  the  mind  of  the  impressionable 
young,  who  are  seeking  glamour  and  excitement. 
Whether  intended  or  not,  glamourization  of  the 
name  also  glamourizes  the  substance,  and  is  im- 
moral on  its  face.  Although  such  usage  in  adver- 
tising obviously  cannot  be  made  illegal,  it  should 
excite  intense  disapprobation  on  the  part  of  every 
thinking  citizen.  Since  the  AMA  obviously  can- 
not dictate  to  advertisers,  the  House  declined  to 
name  individual  products  or  their  manufacturers 
in  the  substitute  resolution,  as  the  original  reso- 
lution did,  but  confined  its  comments  to  a gener- 
ic product. 

The  lack  of  excitement  at  the  meeting  that  I 

commented  on  previously  should  not  be  inter- 
preted as  implying  lack  of  importance.  Some  of 
the  most  important  items  in  all  of  life  are  exceed- 
ingly dull  unless  individually  applied;  practically 
all  that  I have  touched  on,  and  much  more  as 
well,  vitally  affects  you  and  your  practice.  To 
itemize,  let  alone  discuss,  every  item  of  impor- 
tance would  result  in  a document  that  would  not 
only  be  unwieldy,  but  would  likely  go  unread,  and 
I fear  that  I have  already  exceeded  your  toler- 
ance. I will,  therefore,  close  by  assuring  you  that 
the  Association  is  not  only  attentive  to  your 
needs,  but  is  doing  its  level  best  in  the  face  of 
near  insurmountable  obstacles  to  ensure  that  as 
much  as  possible  the  practice  climate  and  its  out- 
come to  the  patient  may  be  if  not  ideal  at  least 
acceptable.  Whether  you  think  it  is  or  not,  it  is 
your  Association,  and  deserves  your  support. 
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Help  for  Impaired  Physicians 

Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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Interrelationship  of  Pregnancy  and 

Athletic  Performance 

ALBERT  W.  DIDDLE,  M.D. 


Introduction 

Patients  commonly  seek  advice  regarding  the 
type  and  degree  of  athletic  activity  that  is  prac- 
tical during  pregnancy.  In  my  clinical  experience 
requests  for  information  have  been  much  more 
common  in  the  decade  just  past  than  heretofore. 
Change  in  lifestyle,  whereby  exercise  and  weight 
programs  are  started,  has  sharply  increased.1 
Nichols2  recently  listed  61  different  sports  var- 
iously performed  by  nonpregnant  women.  Both 
contact  and  noncontact  activities  are  popular. 
Though  most  participants  are  adolescent,  many 
women  want  to  continue  their  athletic  activities 
during  pregnancy.  Questions  have  therefore  aris- 
en regarding  the  advisability  of  gravid  women 
doing  strenuous  exercise  from  the  standpoint  of 
the  well-being  of  both  themselves  and  their  un- 
born child.  “The  medical  profession  has  no  un- 
derstanding of  why  people  are  becoming  more  fit 
and  it  has  been  of  little  help  in  telling  them  how 
to  do  it.”  This  applies  to  gynecologic  specialists, 
too.3  For  these  reasons  I present  an  appraisal  of 
the  effect,  if  any,  of  athletic  activity  on  the  course 
of  pregnancy. 

History 

In  the  Book  of  Exodus,  chapter  2,  verses  1 to 
19,  it  is  implied  that  Hebrew  women  had  easier 
labors  than  Egyptian  women  did,  because  the 
former  were  accustomed  to  hard  manual  labor 
while  the  latter  were  not.  In  1895,  Palmer  cau- 
tioned gravid  women  against  indulgence  in  stren- 
uous sports,4  and  in  1916,  Williams5  advised  only 
exercises  that  involved  either  walking  or  riding 
“over  good  roads”  during  pregnancy.  Otherwise, 
sports,  except  for  sea  bathing,  were  to  be  discon- 
tinued. As  late  as  1947,  Delee  and  Greenhill6 
discouraged  pregnant  women  from  running, 
playing  golf  and  tennis,  swimming,  cycling,  skat- 
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ing,  and  riding  horseback  unless  they  were  pre- 
viously accustomed  to  the  sport.  It  was  believed 
until  the  middle  of  this  century  that  a ride,  a jolt, 
or  a fall  was  likely  to  cause  a premature  birth.7 
In  1944,  however,  it  was  learned  that  the  inci- 
dence of  early  delivery  was  unaffected  by  the 
usual  modes  of  travel  by  plane,  train,  or  auto- 
mobile.8 In  the  last  decade,  Jokl9  and  Wilmore10 
noted  that  labor  in  athletes  was  shorter  than  that 
in  non-athletes.  Sports  were  not  a deterrent  to 
pregnancy  or  childbirth;  in  fact,  exercisers  recu- 
perated more  quickly  postpartum  than  non-ex- 
ercisers. 

Anatomy  and  Physiology 

Pelvis:  The  inclination  of  a nonpregnant  wom- 
an’s pelvis  is  55°  or  thereabouts  while  she  is 
standing,11  whereas  as  the  abdomen  enlarges 
during  pregnancy,  the  pelvic  tilt  usually  increases 
and  the  center  of  weight  bearing  shifts  forward 
toward  the  symphysis.  Along  with  relaxation  of 
the  pelvic  ligaments  produced  by  hormonal 
changes,  a gravid  woman’s  agility  in  walking, 
turning,  lifting,  stooping,  throwing  and  gymnas- 
tic maneuvers  is  diminished.12  Backache  may  be 
a common  complaint  with  poor  muscle  tone. 

Fluids:  Even  though  the  average  woman  gains 
approximately  8.5  liters  of  water  during  pregnan- 
cy,13 this  extra  amount  of  fluid  does  not  shield 
her  from  dehydration  associated  with  physical 
activity  beyond  that  usual  for  the  nonpregnant 
woman.  As  long  as  enough  water  is  consumed  to 
replace  fluid  lost,  the  body  operates  efficiently 
barring  other  complications.14 

Gases : Expired  volumes  of  oxygen  and  carbon 
dioxide  were  greater  at  rest  for  gravid  women  at 
38  weeks  than  for  those  three  months  postpar- 
tum as  determined  before  and  after  50  w-bicycle 
exercises.15  Concomitantly,  the  veins  of  the  lower 
extremities  were  distended  by  larger  amounts  of 
blood  in  the  gravid  than  in  the  nongravid  wom- 
an.16 During  exercise,  muscular  contractions  in  the 
lower  extremities  forced  more  blood  through  the 
lungs,  altering  gaseous  exchange.15 
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Energy:  Expenditure  of  energy  differs  for  var- 
ious athletic  activities.16  For  instance,  a nonpreg- 
nant subject  weighing  68  kg  would  require  365 
kcal  to  swim  50  yards  a minute  during  a 30-min- 
ute exercise.  For  the  same  period,  figures  for 
tennis,  volleyball,  jogging  5.5  miles  per  hour 
(mph),  running  8 mph,  and  walking  3 mph,  re- 
spectively, would  be  265,  175,  500,  and  135  kcal.17 
It  is  theorized  that  gravid  women  would  use  as 
much  or  more  energy  than  the  nonpregnant  one 
to  support  the  same  efforts. 

Cardiorespiratory  State:  Cardiac  output  in- 
creases 30%  over  normal  within  the  first  two 
trimesters  of  pregnancy  and  remains  elevated  for 
the  rest  of  the  period  of  gestation.  Venous  pres- 
sures rise  10  to  30  cm  of  water  in  the  supine, 
sitting,  or  standing  position.18  The  increased  blood 
volume  goes  mainly  to  the  uterus,  kidneys,  and 
skin.15  With  exercise,  blood  is  shunted  to  the  ac- 
tive muscles  for  energy  and  to  the  skin  for  cool- 
ing. This  is  accompanied  by  a drop  in  renal  and 
splanchnic  flow.18  The  cardiac  rate  may  be  slower 
but  the  end  systolic  ventricular  volume  is  greater 
in  trained  exercisers  than  non-exercisers.19 

Experimentally,  fetal  oxygen  decreased  60%  in 
pregnant  sheep  worked  on  a treadmill  for  20  to 
45  minutes.20  Uterine  and  umbilical  blood  flow 
decreased  significantly,  but  oxygen  uptakes  in 
both  vascular  systems  remained  unchanged  in  se- 
verely exercised  ewes,  as  well.21  Still  others  ob- 
served no  appreciable  circulatory  change  in  se- 
verely exercised  gravid  sheep.22 

Clearance  rates  of  radiosodium  from  uterine 
and  thigh  muscles  have  been  determined  in  nor- 
mal gravid  and  preeclamptic  women  between  the 
32nd  week  in  pregnancy  and  term.  During  the 
exercise,  blood  flow  to  the  uterus  diminished  a 
quarter  of  the  normal  amount  for  normal  preg- 
nant women  compared  to  a fifth  of  normal  in 
preeclamptic  women.23  At  the  same  time,  blood 
flow  almost  doubled  in  the  thigh  muscles  in  both 
groups  during  exercise.  It  was  theorized  that  the 
life  or  growth  of  the  fetus  in  utero  in  the  pre- 
eclamptic woman  might  be  endangered.  When 
gravid  women  did  the  Master-Two-Step  test,  most 
of  their  babies  in  utero  responded  with  abnormal 
heart  tracings  with  peak  activity.24  These  re- 
sponses were  attributed  to  hypoxemia  due  to  shift 
of  blood  from  the  uterus  to  the  active  muscles. 
Contrariwise,  Bader  and  associates25  noted  no 
change  in  the  fetal  heart  rate  to  bicycle  ergome- 
ter  action  during  pregnancy.  Yet  Marsal  and 
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others26  found  a transient  but  marked  increase  in 
fetal  breathing  movements  at  the  end  of  a bed 
ergometer  performance.  They  believed  that  fetal 
breathing  movements  were  a more  sensitive 
means  than  the  fetal  heart  rate  to  monitor  dimi- 
nution in  the  oxygen  supply  to  the  fetus. 

Atmospheric  Pressures:  Experimentally,  ma- 
ternal chronic  hypoxia  has  been  noted  to  cause 
fetal  demise  in  utero,27  or  teratogenic28  effect. 
Excessive  atmospheric  pressure  induces  a de- 
crease in  umbilical  venous  blood  flow.29 

Reproductive  Capacity:  Uterine  blood  flow 
may  diminish  enough  to  stunt  intrauterine  fetal 
growth  in  severely  and  chronically  exercised  ani- 
mals.30 Temporary  anovulation  and  infertility  may 
accompany  athletic  programming  associated  with 
excessive  loss  of  weight  in  the  human,  yet  there 
is  no  evidence  that  this  is  irreversible.30"32 

Injuries 

Postural  changes  combined  with  major  gain  in 
weight  may  accentuate  the  possibility  for  sprains 
or  backache  during  pregnancy.2  Cramps  in  the 
lower  extremities  of  gravid  women  may  accom- 
pany shortening  of  the  calf  muscles.33 

Fractures  acquired  during  pregnancy  may  in- 
vite undesirable  complications.  Formation  of  a 
callus  on  the  inner  aspect  of  a pelvic  break  or  a 
distortion  of  the  birth  canal  may  complicate  the 
course  of  a vaginal  delivery.  Use  of  a cast  is 
bothersome  because  of  both  its  weight  and  the 
edema  that  may  develop. 

Coccydynia  is  more  of  a risk  in  pregnant  than 
nonpregnant  women  who  indulge  in  bicycling, 
climbing,  riding  horseback,  marathon  running, 
and  hiking.2 

Type  of  Sport 

Water  Sports:  Women  have  won  medals  for 
performance  in  swimming  during  the  first  trimes- 
ter of  pregnancy.9  Water  skiing,  however,  is  in- 
advisable during  a gestation.  There  is  always  the 
danger  for  any  woman  who  water  skis  to  fall  and 
be  subjected  to  a sudden  hydrostatic  douche  and 
genital  lacerations.34  35 

Diving  carries  risks.  Bolton36  analyzed  the  rec- 
ords of  136  women  during  a total  of  145  pregnan- 
cies. Nearly  40%  made  their  last  dive  during  the 
first  trimester,  slightly  over  40%  in  the  second, 
and  20%  in  the  third  trimester  of  pregnancy. 
Nearly  a half  of  the  women  made  more  than  five 
dives  in  the  first  trimester;  nearly  a half  of  these 
women  dove  more  than  66  ft  (20.1  m)  while  a 
fourth  descended  more  than  99  ft  (30.2  m). 
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Eighteen  of  the  last  group  of  women  had  normal 
babies  as  did  seven  others  that  underwent  de- 
compression. Another  two  mothers  descended  to 
120  ft  (36.5  m)  and  160  ft  (48.7  m),  respectively. 
One  had  a baby  with  multiple  hemivertebrae,  and 
the  other  gave  birth  to  a child  with  congenital 
absence  of  a hand.  Another  four  women,  who 
dove  to  depths  less  than  99  ft,  had  an  infant  with 
either  a hairy  birthmark,  coarctation  of  the  aor- 
ta, ventricular  septal  defect,  or  hypertrophic  py- 
loric stenosis.  All  the  remaining  babies  were  nor- 
mal, born  of  mothers  who  dove  less  than  99  ft. 
Bolton  pointed  out  that  although  the  study  was 
somewhat  biased  and  information  incomplete, 
nevertheless  it  was  believed  there  were  enough 
data  to  support  the  recommendation  that  gravid 
women  should  not  dive  beyond  a depth  of  60  ft. 
Even  at  this  depth,  water  pressure  increases 
nearly  two  atmospheres  (66  ft  or  20.1  m)  and 
raises  the  pressure  of  oxygen  accordingly.37*41 

Theoretically,  a nonpregnant  relatively  inac- 
tive person  can  remain  submerged  at  a depth  of 
60  ft  for  one  hour,  at  100  ft  (30.5  m)  25  minutes. 
If  exertion  is  performed  at  100  ft,  the  swimmer 
can  remain  only  eight  minutes  before  requiring 
decompression  prior  to  surfacing.  Figures  are  un- 
available for  gravid  women,  but  it  is  suspected 
that  they  could  be  as  vulnerable  to  bends  as  the 
nonpregnant.  Also,  obese  gravid  divers  would  be 
at  greater  risk  for  bends  because  nitrogen  is  five 
times  more  soluble  in  fat  than  nonfatty  tissues.39 

Experimentally,  gas  bubbles  were  found  in  the 
circulation  of  sheep  fetuses  using  standard  de- 
compression procedures  even  though  the  moth- 
ers were  unaffected  when  exposed  to  increased 
hydrostatic  pressures.42  Bolton36  cited  several  ref- 
erences to  experimental  and  clinical  observations 
that  intravascular  bubbles  may  appear  with  in- 
creased hydrostatic  pressure.  It  was  hypothecat- 
ed that  these  bubbles  could  obstruct  fetal  and 
placental  blood  flow,  with  detrimental  results. 

Bubble  formation  in  the  blood  stream  has  been 
identified  among  nongravid  sports  divers  who 
either  rode  in  unpressurized  or  pressurized  planes 
above  3,000  ft  (915  m)  less  than  12  hours  after 
the  exercise.  For  this  reason  the  military  service 
recommended  flying  be  delayed  12  or  more  hours 
after  diving  to  great  depths,43  since  nitrogen  re- 
quires an  extended  period  for  mobilization  and 
release  via  the  lungs.44-45 

Water  conducts  heat  and  cold  20  times  as 
readily  as  air.41-46  A hyperthermic  core  tempera- 
ture may  cause  cardiovascular,  hematologic,  or 
central  nervous  system  aberrations.  It  has  been 


theorized  that  a gravid  woman  with  a hyper- 
thermic core  may  place  her  unborn  baby  in  jeop- 
ardy,47-48 because  it  is  unable  to  dissipate  heat  un- 
der this  situation.  On  the  other  hand  limited 
prospective  studies  do  not  support  the  conten- 
tion.49-50 Deep  vaginal  temperatures  were  not  el- 
evated abnormally  among  users  of  hot  tubs. 
Saunas  appear  to  be  safe  as  long  as  the  maternal 
core  temperature  does  not  exceed  1.5°  C.49 

A gravid  woman  swimming  twice  a week  dur- 
ing the  32nd  and  39th  week  of  gestation  had  an 
80%  rise  in  the  maternal  cardiac  rate  with  aero- 
bic exercise,  but  no  concomitant  fetal  bradycar- 
dia or  tachycardia.51  Other  investigators  found 
that  oxygen  consumption  decreased  while  the  av- 
erage mean  amount  of  work  increased  for  gravid 
women  in  a swim  fitness  program.  In  contrast, 
oxygen  consumption  increased  while  work  capac- 
ity decreased  for  non-exercising  gravid  controls 
as  the  pregnancy  advanced.  Swimming  enabled 
the  exercisers  to  maintain  fitness,  whereas  that 
of  non-exercisers  deteriorated.52 

Running:  As  pregnancy  advances,  running  and 
jogging  are  usually  replaced  by  walking  because 
of  clumsiness  and  reduced  performance.  Still,  the 
exercise  done  in  moderation  is  beneficial.53 

In  the  case  of  a 32-year-old  gravid  woman 
running  6 mph  the  uptake  of  02  and  the  cardiac 
activity  increased  appreciably  as  the  pregnancy 
progressed.54  Others  have  noted  similar  physio- 
logic changes  in  gravid  runners.18  In  another  in- 
stance, a 36-year-old  pregnant  woman  jogged  four 
miles  a day  up  to  the  day  of  delivery.  During  the 
pregnancy,  the  maternal  weight  increased  23%. 
Aerobic  fitness  remained  stable.  The  duration  of 
labor  was  short  and  the  postpartum  course  nor- 
mal.55 In  another  protocol,  12  women  ran  an  av- 
erage of  18.7  miles  a week  before  pregnancy.56 
After  they  conceived,  they  gradually  lowered  the 
average  mileage  to  6.6  miles  a week  in  the  third 
trimester  of  pregnancy.  During  the  course  of 
pregnancy,  these  women  were  tested  on  a tread- 
mill. The  fetus  acquired  a transient  bradycardia 
with  the  peak  of  maternal  exercise.  Cause  of  the 
fetal  change  was  undetermined,  but  the  investi- 
gators were  of  the  opinion  that  pregnant  runners 
should  be  counseled  of  potential  cardiorespira- 
tory risks  for  the  unborn  baby. 

Elsewhere,  it  has  been  documented  that  a 
programmed  exercise  improves  the  working  ca- 
pacity of  pregnant  women57*59  without  producing 
abnormal  fetal  cardiac  rates  in  a normal  preg- 
nancy. On  the  other  hand,  Schaefer60  cautions 
gravid  marathon  runners  against  acquiring  a hy- 
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perthermic  core  temperature  for  the  same  theo- 
retical reason  given  above  under  swimming. 

Climbing:  The  human  fetus  in  utero  normally 
lives  in  an  environment  with  oxygen  levels  com- 
parable to  atmospheric  conditions  at  33,000  ft 
(10.05  km)  above  sea  level.  Contrariwise,  the 
adult  human  cannot  survive  above  a level  of 
28,000  ft  (8.53  km)  and  frequently  acquires  oxy- 
gen want  even  at  15,000  to  17,000  ft  (4.57  to  5.18 
km).61  Acute  pulmonary  edema  is  always  a pos- 
sibility for  the  unacclimated  person  at  12,000  ft 
(3.65  km)  elevation  or  above.62  Thus  gravid 
women  would  do  well  to  avoid  atmospheric  con- 
ditions at  12,000  ft  or  more. 

Other  Sports:  Skiing  is  different  from  all  other 
types  of  athletic  activities.  There  is  the  stress  of 
climatic  changes,  sharp  alterations  in  weather, 
rapid  variations  with  change  in  altitude  com- 
bined with  the  risk  of  an  accident  associated  with 
great  exertion,  continuous  performance  for  an 
extended  length  of  time,  and  supercooling  that 
may  lead  to  shock.63  Skiing  requires  a great  deal 
of  flexibility  and  agility64  that  is  usually  dimin- 
ished during  a pregnancy.  The  gravid  woman 
should  take  a conservative  approach  to  the  sport. 

Tennis  does  not  appear  to  present  unusual 
problems  for  the  pregnant  woman  other  than 
clumsiness.  For  instance,  Margaret  Court  suc- 
cessfully competed  in  the  world  tennis  matches 
up  to  the  eighth  month  of  pregnancy.2 

Competitors  in  the  relay  race,  shot  put,  or  dis- 
cus have  exercised  successfully  in  the  first  trimes- 
ter of  pregnancy.9 

Comment 

Precise  information  regarding  the  relationship 
of  pregnancy  on  most  athletic  performances  is  not 
well  documented.  Generally  all  sports  challenge 
the  body  to  21  demands  either  of  neuromuscular 
(13),  psychomotor  (5),  or  environmental  (3) 
type.2  Injuries  may  result  if  any  of  the  demands 
are  not  met.  A gravid  woman  should  elect  the 
exercise  with  the  least  risks.5565  Some  exercises 
may  be  associated  with  problems  peculiar  to  that 
activity.66  For  instance,  Korean  women,  who  work 
as  divers  for  a living,  continue  their  occupation 
up  to  the  time  of  the  delivery. 166  Although  these 
women  engage  in  breath-holding  diving,  not  scu- 
ba diving,  they  experience  premature  delivery 
more  often  than  nondivers.67  Exercise  enhances 
fibrinolytic  activity  of  the  serum,68  fortifies  the 
working  capacity  for  labor,69  70  and  maintains 
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aerobic  activity.58  There  are  no  data  to  substan- 
tiate fertility  as  diminished  later  in  life  because 
of  previous  athletic  activity.  This  has  been  docu- 
mented particularly  for  swimmers.71 

On  the  other  hand,  oxygen  deficits  may  ac- 
count for  decreased  fetal  weight  and  congenital 
abnormalities  in  babies  born  to  women  who 
practiced  deep  diving  early  in  pregnancy.72 
Sundell67  is  quoted  to  the  effect  that  nearly  all 
babies  who  have  hyaline  membrane  disease  pre- 
viously suffered  from  intrauterine  hypoxia. 

Time  profiles  and  depths  for  diving  that  are 
hazardous  to  pregnant  divers  are  unavailable.  The 
no-decompression  limits  currently  used  were  de- 
veloped for  nonpregnant  divers  and  therefore  may 
pose  a threat  of  either  hyperoxia,  hypoxia,  hy- 
percapnia, or  asphyxia  to  the  unborn  fetus.67  Even 
diving  only  to  a depth  of  30  ft  may  bring  a risk 
of  nitrogen  bubbling  and  venous  gas  emboli  that 
are  clinically  unrecognizable.73  Since  there  are 
medicolegal  unknowns  regarding  the  effects  of 
scuba  diving  on  gravid  patients  and  their  unborn 
infants,  a conservative  approach  to  this  sport  is 
suggested. 44,67 ,72,74'76- 

Jogging,  biking,  ballroom  dancing,  walking, 
tennis,  and  surface  swimming  appear  to  be  satis- 
factory athletic  activities  for  the  average  preg- 
nant woman  as  long  as  she  is  comfortable  in  the 
activity.  In  the  latter  part  of  pregnancy,  antici- 
pate that  running,  kicking,  throwing,  jumping, 
climbing,  lifting,  and  stance  may  produce  mus- 
cular strain  and  fatigue.  These  sports  may  injure 
the  pelvic  girdle,  coccyx,  or  muscles  of  the  back 
and  legs.  For  instance,  Hammond,77  who  ran 
during  the  third  trimester  in  two  pregnancies,  ex- 
perienced discomfort  in  the  anterolateral  areas  of 
the  legs  with  a weight  gain  of  less  than  30  lb.  The 
discomfort  was  attributed  to  swelling  of  the  fas- 
cial compartments  of  the  muscles. 

Those  gravid  women  who  are  not  athletically 
fit  at  the  onset  of  pregnancy  may  develop  an  ex- 
ercise program  by  following  a few  criteria.52  Avoid 
activities  that  require  sudden  moves  and  balance, 
begin  gently  a program  of  vigorous  endurance 
exercise  that  increases  the  cardiac  rate  of  150 
beats  per  minute,  supply  an  appropriate  number 
of  calories,  adequate  fluids  and  rest,  and  avoid 
hypoventilation,  overheating,  and  chilling.  12,78 
Wear  comfortable  garments  and  shoes,53  includ- 
ing a proper  fitting  bra.12 

Most  women  “take  up  a sport  to  get  into  shape 
when,  in  fact,  they  should  be  in  shape  to  take  up 
a sport.”78  One  way  to  determine  fitness  and 
monitor  limits  of  activity  is  to  count  the  pulse 
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five  minutes  after  the  exercise.  If  the  count  ex- 
ceeds 120  beats  per  minute,  that  activity  was  too 
vigorous.  Ten  minutes  after  the  exercise  the  pulse 
normally  should  drop  below  100. 52  r S 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 

Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
1407  Union  Avenue,  Suite  407 
Memphis,  TN  38104 
(901)  521-2855 


270 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


AMA  1983  Interim  Meeting  Report 


Joint  Commission  on  Accreditation  of  Hospitals 


Report  W of  the  Board  of  Trustees  (A-82)  was  filed 
with  the  request  that  a status  report  on  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  (JCAH)  be  made 
to  the  House  of  Delegates  at  least  annually.  It  outlined 
actions  taken  by  the  AMA  since  the  adoption  of  Re- 
port MM  of  the  Board  of  Trustees  (A-80),  which  rec- 
ommended that  the  JCAH  rewrite  its  accreditation 
standards.  The  process  of  revising  the  standards  has 
been  ongoing. 

At  the  1983  Annual  Meeting,  the  House  of  Dele- 
gates filed  Report  M of  the  Board  of  Trustees,  which 
provided  an  update  of  JCAH  activities  since  the  1982 
Annual  Meeting,  particularly  as  they  related  to  pro- 
posed revisions  in  the  medical  staff  chapter  of  the  Ac- 
creditation Manual  for  Hospitals. 

Also  at  the  1983  Annual  Meeting,  the  House  of 
Delegates  adopted  Substitute  Resolution  116.  The  res- 
olution outlined  six  principles  as  the  basis  for  any  re- 
vision of  the  medical  staff  chapter  of  the  JCAH 
Accreditation  Manual  for  Hospitals.  It  also  directed  the 
AMA  commissioners  to  the  JCAH  to  request  a delay 
in  final  approval  of  any  revisions  in  the  medical  staff 
standards  until  after  soliciting  and  considering  com- 
ments from  the  AMA  House  of  Delegates,  medical 
societies,  hospital  medical  staffs,  hospitals,  and  medi- 
cal specialty  organizations. 

The  principles  adopted  by  the  House  of  Delegates  in 

Substitute  Resolution  116  (A-83)  were: 

1.  Continue  the  use  of  the  term  “medical  staff”  in 
the  title  of  the  chapter  and  throughout  the  Manual; 

2.  Delete  any  specific  references  to  limited  licensed 
practitioners  now  contained  in  the  medical  staff  chap- 
ter of  the  1983  Accreditation  Manual  for  Hospitals.  This 
does  not  preclude  such  practitioners  from  having  hos- 
pital privileges  consonant  with  their  training,  experi- 
ence, and  current  competence,  if  approved  by  the  nor- 
mal credentialing  process; 

3.  Provide  consideration  of  qualified  limited  li- 
censed practitioners  in  accordance  with  state  law  and 
when  approved  by  the  executive  committee  of  the 
medical  staff  and  by  the  governing  board  and  when 
their  services  are  appropriate  to  the  goals  and  missions 
of  that  hospital,  taking  into  account  the  training,  ex- 
perience and  current  clinical  competence  of  the  prac- 
titioners; 

4.  Provide  that  the  executive  committee  of  the 
medical  staff  is  composed  of  members  selected  by  the 
medical  staff,  or  appointed  in  accordance  with  the 
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hospital  bylaws.  All  members  of  the  active  medical 
staff,  as  defined  in  the  Medical  Staff  Bylaws,  are  eli- 
gible for  membership  on  the  executive  committee,  and 
a majority  of  the  executive  committee  members  must 
be  fully  licensed  physician  members  (Doctors  of  Med- 
icine or  Doctors  of  Osteopathy)  of  the  active  medical 
staff  in  the  hospital; 

5.  Assure  that  the  medical  care  of  all  patients  re- 
mains under  the  supervision  and  direction  of  qualified, 
fully  licensed  physicians  (Doctors  of  Medicine  or  Doc- 
tors of  Osteopathy);  and 

6.  Assure  that  the  continued  high  quality  of  care, 
credentialing  of  physicians  and  other  licensed  practi- 
tioners, and  effective  quality  assurance  programs  re- 
main under  the  supervision  and  direction  of  fully  li- 
censed physicians. 

There  has  been  a considerable  amount  of  activity 
surrounding  the  medical  staff  standards  since  the  1983 
Annual  Meeting,  and  the  Board  of  Trustees  believes 
that  a progress  report  to  the  House  is  in  order  at  this 
time. 

At  its  July  meeting,  the  JCAH  Standards-Survey 
Procedures  Committee  reviewed  a draft  of  the  medical 
staff  standards.  The  draft  represented  a consensus 
reached  on  key  issues  that  had  been  identified  during 
previous  reviews.  The  provisions  were  in  substantial 
agreement  with  the  six  AMA  principles.  The  AMA 
commissioners  on  the  committee,  in  compliance  with 
the  House  of  Delegates’  action,  requested  that  final 
action  on  the  standards  be  delayed  until  another  field 
review  was  conducted. 

However,  the  committee  voted  to  recommend  to  the 
JCAH  Board  of  Commissioners  that  it  approve  the 
chapter  on  medical  staff  as  amended  for  inclusion  in 
the  Accreditation  Manual  for  Hospitals,  provided  that 
the  board  made  no  substantive  changes  in  the  draft. 
The  committee  further  recommended  that  a field  re- 
view of  the  chapter  be  conducted  only  if  substantive 
changes  were  made  by  the  Board  of  Commissioners  in 
the  proposed  draft.  Only  the  AMA  commissioners  op- 
posed these  recommendations. 

The  Standards-Survey  Procedures  Committee  rec- 
ommendations were  considered  by  the  Board  of  Com- 
missioners at  its  August  meeting.  The  Board  made  no 
substantive  changes  in  the  proposed  language.  The 
AMA  commissioners  again,  in  compliance  with  Sub- 
stitute Resolution  116  (A-83),  made  a motion  to  con- 
duct a field  review  before  final  approval  of  the  lan- 
guage. The  AMA  motion  was  approved  and  the  draft 
medical  staff  language  was  mailed  during  the  last  week 
of  August  to  a field  of  more  than  3,000  individuals  and 
organizations  for  review  and  comment. 

The  Board  of  Commissioners  action  had  the  effect 
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of  delaying  publication  of  a new  medical  staff  chapter. 
The  1984  Accreditation  Manual  for  Hospitals  will  con- 
tain the  current  (1983)  language.  The  Standards-Sur- 
vey  Procedures  Committee  was  scheduled  to  review 
comments  resulting  from  the  field  review  at  its  No- 
vember meeting  and  to  make  a recommendation  to  the 
Board  of  Commissioners.  The  Board  of  Commission- 
ers will  vote  on  the  committee’s  recommendation  at  its 
next  meeting,  which  follows  the  1983  Interim  Meeting 
of  the  AMA  House  of  Delegates  in  December.  The 
effective  date  for  new  medical  staff  standards,  if  ap- 
proved by  the  Board  of  Commissioners  in  December, 
has  not  been  established. 

Throughout  the  discussions  of  the  Standards-Survey 

Procedures  Committee  and  the  Board  of  Commission- 
ers, the  AMA  commissioners  sought  to  have  language 
included  in  the  medical  staff  chapter  that  would  meet 
the  six  principles  adopted  by  the  AMA  House  of  Del- 
egates. The  draft  that  was  mailed  for  review  in  August 
substantially  complied  with  the  actions  of  the  House. 

• All  references  in  the  title  of  the  chapter  and 
throughout  the  manual  would  be  to  the  “medical  staff.” 

• Specific  references  to  limited  licensed  practition- 
ers contained  in  the  current  manual  would  be  deleted 
in  most  instances.  The  definition  of  the  medical  staff 
in  the  provisions  in  Standard  I of  the  draft  contains  no 
specific  references  to  any  limited  licensed  practition- 
ers. The  only  remaining  references  are  contained  in 
Standard  IV  (delineation  of  clinical  privileges),  which 
deals  with  limitations  placed  on  privileges  granted  to 
nonphysician  licensed  practitioners  to  perform  histo- 
ries and  physical  examinations. 

• In  accordance  with  the  second  AMA  principle, 
other  provisions  in  Standard  IV  would  permit  limited 
licensed  practitioners  to  have  hospital  privileges  con- 
sonant with  their  training,  experience,  and  current 
competence,  if  approved  by  the  normal  credentialing 
process. 

• Provisions  in  the  draft  would  provide  considera- 
tion of  qualified  limited  licensed  practitioners  in  ac- 
cordance with  state  law  and  when  approved  by  the  ex- 
ecutive committee  of  the  medical  staff  and  by  the 
governing  board  and  when  their  services  are  appropri- 
ate to  the  goals  and  missions  of  that  hospital,  taking 
into  account  their  training,  experience,  and  current 
competence.  Standard  I in  the  draft  describes  the  def- 
inition, organization,  and  appointment  mechanisms  for 
the  medical  staff.  It  states  that  the  medical  staff  “in- 
cludes fully  licensed  physicians  and  may  include  other 
licensed  individuals  permitted  by  law  and  by  the  hos- 
pital to  provide  patient  care  services  independently  in 
the  hospital.” 

• Clarification  of  the  term  “individuals  permitted 
to  provide  patient  care  services  independently,”  is  pro- 
vided by  a glossary  definition.  It  reads,  “Any  individ- 


ual who  is  permitted  by  law  and  who  is  also  permitted 
by  the  hospital  to  provide  patient  care  services  without 
direction  or  supervision,  within  the  scope  of  his  license 
and  in  accordance  with  individually  granted  clinical 
privileges.  Clinical  privileges  are  based  upon  criteria 
established  by  the  hospital.” 

• The  draft  would  provide  that  a majority  of  the 
members  of  the  medical  staff  executive  committee  must 
be  fully  licensed  physician  members  of  the  medical 
staff.  The  provision,  found  in  Standard  III,  reads,  “All 
members  of  the  medical  staff  are  eligible  for  member- 
ship on  the  executive  committee,  but  a majority  of  the 
executive  committee  members  are  fully  licensed  phy- 
sician members  of  the  medical  staff  actively  practicing 
in  the  hospital.” 

• The  draft  standards  would  assure  that  the  medi- 
cal care  of  all  patients  remains  under  the  supervision 
and  direction  of  qualified,  fully  licensed  physicians 
(M.D.s  and  D.O.s).  A provision  in  Standard  IV  states, 
“Each  patient’s  general  medical  condition  is  the  re- 
sponsibility of  a qualified  physician  member  of  the 
medical  staff.” 

• A “qualified  physician”  is  defined  as  “a  doctor 
of  medicine  or  doctor  of  osteopathy  who,  by  virtue  of 
privileges  granted  by  the  hospital,  is  permitted  to  per- 
form a specific  diagnostic  or  therapeutic  procedure.” 
Other  requirements  in  Standard  IV  provide  for  a 
prompt  medical  evaluation  by  a qualified  physican  for 
patients  admitted  by  nonphysician  members  of  the 
medical  staff  who  have  admission  privileges,  and  for 
the  performance  and/or  confirmation  of  a history  and 
physical  examination  by  a physician  on  such  patients. 

• Several  standards  in  the  draft  language  address 
the  concern  expressed  in  Substitute  Resolution  116  (A- 
83)  that  the  continued  high  quality  of  care,  credential- 
ing of  physicians  and  other  licensed  practitioners,  and 
effective  quality  assurance  programs  remain  under  the 
supervision  and  direction  of  fully  licensed  physicians. 
Standards  IV,  V,  and  VI  would  assign  to  the  medical 
staff  the  implementation  of  the  process  for  the  delin- 
eation of  clinical  privileges,  the  implementation  of  the 
process  for  reappointment  and  reappraisal  of  clinical 
privileges,  and  involvement  in  the  hospital’s  quality 
assurance  program.  These  provisions,  in  combination 
with  the  required  majority  of  physician  membership 
on  the  medical  staff’s  executive  committee,  appear  to 
comply  with  the  provisions  set  forth  in  the  sixth  prin- 
ciple. 

In  other  areas,  the  JCAH  Board  of  Commissioners 
approved  standard  language  relating  to  psychiatric/ 
substance  abuse  services  for  inclusion  in  the  Accredi- 
tation Manual  for  Hospitals;  approved  a Hospice 
Standards  Manual,  with  an  appendix  to  be  used  in  the 
accreditation  of  hospital-based  hospice  programs;  and 
approved  the  initiation  of  an  organizational  study  of 
the  JCAH. 
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Participation  in  the  Political  Process  Through 
Support  of  AMPAC 


The  American  Medical  Political  Action  Committee 
(AMPAC)  was  formed  in  November  1961  following  a 
recommendation  from  the  Board  of  Trustees  to  the 
House  of  Delegates. 

The  purposes  of  AMPAC  are  stated  in  the  Standing 
Rules: 

• “to  promote  and  strive  for  the  improvement  of 
government  by  encouraging  and  stimulating  physicians 
and  others  to  take  a more  active  and  effective  part  in 
governmental  affairs. 

• “to  encourage  physicians  and  others  to  know  and 
understand  the  nature  and  actions  of  their  govern- 
ment, the  important  political  issues,  and  the  records 
of  office  holders  and  candidates. 

• “to  assist  physicians  and  others  in  organizing 
themselves  for  more  effective  political  action  and  in 
carrying  out  their  civic  responsibility. 

• “to  do  any  and  all  things  necessary  or  desirable 
for  the  attainment  of  the  purposes  stated  above.” 

On  several  occasions  since  1961,  the  House  of  Del- 
egates has  reaffirmed  its  support  of  AMPAC  and  urged 
members  of  the  federation  to  support  state  political 
action  committees  (PACs).  The  AMA  has  been  un- 
ceasing in  its  support  of  and  work  with  state  associa- 
tions and  their  PACs  in  order  to  involve  physicians  and 
their  families  in  the  political  process. 

Today  the  record  speaks  for  itself.  There  are  effec- 
tive medical  political  action  committees  in  virtually 
every  state,  and  they  are  most  effective  when  backed 
by  strong  local  medical  society  leadership.  These  state 
PACs  and  the  work  of  AMPAC  have  helped  create  a 
deserved  national  reputation  for  political  effectiveness 
for  organized  medicine.  This  political  effectiveness 
draws  fire  from  those  who  might  have  a different  na- 
tional agenda,  such  as  Common  Cause  and  other  anti- 
AMA  groups.  These  attacks  must  not  be  allowed  to 
cloud  the  outstanding  record  of  medicine’s  political  and 
government  participation. 

Now  is  the  time  to  recall  some  of  the  significant 
achievements  in  a record  unparalleled  in  the  American 
political  process.  For  22  years  AMPAC  has  made  nu- 
merous contributions  to  this  process.  AMPAC  was  the 
first  to  develop  and  use  survey  research  for  political 
campaigns.  This  technique  is  now  used  by  both  politi- 
cal parties  and  by  almost  every  candidate  for  major 
office.  AMPAC  was  the  first  to  develop  a system  to 
prioritize  precincts,  which  has  also  become  basic  in 
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every  major  campaign. 

Since  AMPAC  was  formed,  over  3,500  PACs  have 
started.  AMPAC  has  played  a major  role  in  helping 
many  of  them  by  providing  assistance  in  the  areas  of 
membership  development,  organization,  and  adminis- 
tration of  a PAC. 

AMPAC  has  long  conducted  activities  and  pro- 
grams with  the  goal  of  increasing  the  involvement  of 
physicians  and  their  families  in  political  and  govern- 
ment affairs.  This  has  encouraged  physicians  and  their 
families  to  participate  in  candidate-support  commit- 
tees at  the  local  level,  to  help  manage  campaigns,  and 
to  be  candidates  for  local,  state  and  national  office. 
This  grassroots  participation  has  also  been  the  goal  of 
many  other  interests  including  organized  labor,  the 
business  community,  and  agriculture. 

AMPAC  was  the  first  to  develop  a campaign  man- 
agement course,  working  with  both  political  parties  and 
other  early  leaders  in  this  activity,  including  the  U.S. 
Chamber  of  Commerce.  This  year  AMPAC  has  spon- 
sored the  development  of  a new  campaign  manager’s 
training  course  and  manual. 

AMPAC  is  a leader  in  the  use  of  legal  and  innova- 
tive candidate-support  techniques,  such  as  survey  re- 
search and  campaign  television  and  radio  ads.  AMPAC 
also  has  a long  history  of  working  with  consultants  from 
both  major  political  parties. 

AMPAC  has  continued  to  develop  studies  of  the 
various  aspects  of  campaign  techniques  and  voter  be- 
havior. Recently  AMPAC  pioneered  in  studies  on  the 
impact  of  negative  campaign  ads  on  the  voting  public 
and  how  a candidate  should  respond  to  such  an  attack. 
AMPAC  also  studied  the  voter  who  switched  his/her 
candidate  preference  before  election  day,  and  through 
this  study  developed  a model  of  what  makes  a voter 
switch  candidate  preference. 

Over  the  period  that  AMPAC  has  been  in  exis- 
tence, it  has  provided  a means  for  hundreds  of  thou- 
sands of  physicians  and  auxiliary  members  to  be  in- 
volved in  the  political  process.  AMPAC  has  raised  and 
spent  over  $12,000,000  in  support  of  candidates  willing 
to  listen  to  medicine’s  views  on  health  care  issues. 

In  a recent  survey  conducted  by  the  American 
Medical  Association,  over  65%  of  responding  physi- 
cians indicated  that  political  action  was  their  profes- 
sional responsibility.  AMPAC  and  the  state  medical 
political  action  committees  are  the  vehicle  for  physi- 
cian participation  in  the  political  process. 

During  the  1983-84  election  cycle  the  AMA  and 
state  medical  associations  are  conducting  30  grassroots 
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seminars  for  physicians  and  their  families  to  stimulate 
volunteer  political  action.  The  AMPAC  Board  will 
continue  to  explore  innovative  candidate-support  pro- 
grams and  continue  to  use  independent  expenditures 
in  a positive  and  supportive  way  which  brings  credit  to 
the  medical  profession. 

The  Board  of  Trustees  is  aware  of  the  attacks  made 
on  the  voluntary  contribution  system  and  believes  these 
attacks  to  be  without  merit.  The  PAC  system  is  a legal 
and  constitutional  way  for  individuals  to  combine  their 
resources  and  talent  in  support  of  common  objectives. 

In  1981  AMPAC  commissioned  Alfred  Balitzer, 
Ph.D.,  of  Claremont  Men’s  College,  to  study  the  his- 
tory of  Americans  joining  together  for  political  pur- 
poses to  create  a better  nation  and  community.  Out  of 
this  study  A Nation  of  Associations  was  published. 
Over  15,000  copies  have  been  distributed  to  universi- 
ties and  colleges,  members  of  Congress,  and  the  pub- 
lic. With  the  Federalist  Papers  as  the  cornerstone  of  an 
American’s  freedom  to  associate,  Dr.  Balitzer  traced 
the  traditional  American  habit  of  joining  one’s  friends, 
neighbors  and  co-workers  to  defend  a position,  cham- 


pion a cause  or  correct  a social  ill.  He  pointed  to  po- 
litical action  committees  as  a natural  part  of  this 
American  tradition  but  stressed  the  need  for  those  who 
would  involve  themselves  in  PACs  to  go  beyond  the 
donation  of  money  and  to  commit  time  and  energy  to 
the  causes  they  support. 

The  Board  of  Trustees  commends  members  of  the 
AMPAC  Board  of  Directors,  past  and  present,  for  their 
leadership  in  the  political  action  committee  movement 
in  general  and  for  AMPAC  in  particular. 

Further,  the  Board  of  Trustees  reaffirms  its  strong 
support  for  physician/family  leadership  in  the  cam- 
paign process  and  encourages  AMA  members  to  par- 
ticipate on  a personal  level  in  the  campaign  of  their 
choice. 

The  Board  urges  members  of  the  House  of  Dele- 
gates to  reaffirm  their  commitment  and  dedicate 
themselves  to  the  growth  of  the  American  Medical  Po- 
litical Action  Committee  and  the  state  medical  PACs. 

The  Board  believes  that  better  informed  and  more 
active  citizens  will  result  in  better  legislators,  better 
government,  and  better  health  care.  r ^ 
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AM  A 1983  Interim  Meeting  Report 


Competition  in  Medicine:  Update  II 


Introduction 

At  the  1982  Interim  Meeting,  the  House  adopted 
two  reports  dealing  with  competition  in  medicine: 
Council  on  Medical  Service  Report  E (1-82)  and  Board 
of  Trustees  Report  E (1-82).  CMS  Report  E [/  Tenn 
Med  Assoc  76:588-592,  1983]  described  the  general  ef- 
fects of  competition  on  the  practice  of  medicine  in- 
cluding: that  the  economic  impact  of  competition  will 
differ  among  physicians;  that  more  aggressive  efforts 
will  be  made  by  physicians  and  providers  to  attract  pa- 
tients; and  that  the  nature  of  medical  practice  oppor- 
tunities will  change.  CMS  Report  E also  discussed  in 
detail  the  following  four  aspects  of  medical  practice 
where  there  is  evidence  of  adjustments  to  increasing 
competition:  changes  in  practice  arrangements,  rela- 
tions between  physicians  and  hospitals,  reimbursement 
policies  of  third-party  payors,  and  professional  rela- 
tions among  physicians. 

Board  Report  E (1-82)  emphasized  the  following 
point:  that  the  market  produces  incentives  for  a better 
medical  care  system  than  the  alternative,  regulation, 
and  that  to  be  successful  in  a more  competitive  envi- 
ronment, physicians  will  have  to  make  deliberate  ef- 
forts to  match  their  practice  patterns  to  changing  pa- 
tient needs  and  socioeconomic  conditions.  In  addition, 
the  Board  described  an  AMA  action  plan  designed  to 
assist  physicians  in  staying  competitive  in  today’s  en- 
vironment. The  action  plan  indicated  three  broad  areas 
in  which  additional  information  will  be  of  assistance  to 
physicians:  availability  of  practice  opportunities;  orga- 
nization of  practice  resources;  and  sources  of  medical 
practice  finance.  Within  each  of  these  three  areas,  the 
Board  outlined  specific  products  and  services  to  be  de- 
veloped or  expanded. 

At  the  1983  Annual  Meeting,  the  House  adopted 
Board  of  Trustees  Report  Z (A-83),  which  provided 
updated  information  on  environmental  conditions  and 
on  activities  implementing  the  competition  action  plan. 

This  present  report  provides  a further  update  of  the 
activities  undertaken  pursuant  to  the  Board’s  directive 
in  Board  Report  E (1-82). 

Update  on  AMA  Action  Plan 

Physician  Practice  Opportunities 

Several  important  steps  have  been  taken  to  provide 
data  and  information  to  meet  the  needs  of  physicians 
seeking  an  initial  practice  opportunity,  relocating  or 
expanding  an  existing  practice,  or  changing  specialty. 

• Practice  Profiles:  Data  on  average  earnings  and 
expenses,  and  volume  and  composition  of  patient  vis- 
its for  various  specialties  is  now  available  to  physicians 
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through  a new  annual  publication  titled  Socioeconomic 
Characteristics  of  Medical  Practice  and  commonly  re- 
ferred to  as  the  “Gray  Book.”  Developed  through  the 
AMA  Center  for  Health  Policy  Research,  the  Gray 
Book  contains  detailed  tabulations  of  trends  and  vari- 
ations across  a range  of  physician  practice  character- 
istics, based  on  data  collected  through  the  AMA  So- 
cioeconomic Monitoring  System.  The  detailed  and 
timely  socioeconomic  data  contained  in  the  Gray  Book 
will  be  an  important  resource  tool  to  assist  physicians 
with  practice  decisions  in  the  changing  practice  envi- 
ronment. When  used  by  physicians,  it  will  provide 
critical  information  on  a regional  basis  to  assist  in 
choosing  an  initial  practice  opportunity,  changing  spe- 
cialty or  locale,  or  expanding  a medical  practice. 

• Reports  on  Legal  Considerations  in  Establishing 
a Medical  Practice:  To  assist  physicians  in  understand- 
ing and  responding  to  the  myriad  legal  issues  associ- 
ated with  establishing  and  maintaining  a medical  prac- 
tice, the  AMA  Office  of  General  Counsel  is  preparing 
a series  of  publications.  The  first,  titled  Forms  of  Med- 
ical Practice , introduces  physicians  to  the  various  forms 
of  medical  practice,  including  sole  proprietorship, 
partnership,  professional  corporation,  and  “S  corpo- 
ration,” and  explains  the  advantages  and  disadvan- 
tages of  each.  In  addition,  the  report  examines  the  most 
significant  state  and  federal  laws  impacting  on  the  or- 
ganization of  a medical  practice.  While  not  intended 
to  substitute  for  the  specific  services  of  legal  counsel, 
the  guide  will  provide  physicians  with  the  necessary 
background  information  to  make  informed  decisions 
as  to  the  best  form  of  practice  for  them.  The  publica- 
tion will  assist  physicians  in  being  able  to  ask  the  right 
questions  and  identify  the  issues  involved  in  making 
such  decisions.  This  publication  will  be  made  widely 
available  and  will  be  followed  by  additional  publica- 
tions on  topics  such  as:  Pension  Plans — A general  dis- 
cussion of  the  types  of  plans,  the  limitations  on  contri- 
butions and  profits,  and  the  various  legal  requirements 
and  factors  affecting  the  choice  of  plan;  Organizing  and 
Operating  a Professional  Corporation — An  analysis  of 
the  technical  procedures  involved  in  establishing  and 
maintaining  a professional  corporation;  Legal  Aspects 
of  Group  Practice — An  examination  of  the  legal  duties 
of  partners  to  each  other  and  of  corporate  sharehold- 
ers to  each  other  and  to  the  corporation;  Establishing 
a Medical  Partnership — A discussion  of  partnership  law 
and  the  factors  to  be  considered  in  preparing  a part- 
nership agreement. 

• Market  Area  Profiles:  Considerable  efforts  are 
being  directed  to  developing  a system  to  provide  cur- 
rent, accurate  demographic,  physician  and  hospital  data 
to  physicians.  Data  on  a county-by-county  basis  cur- 
rently exists,  but  is  not  readily  available  to  physicians. 
Utilizing  the  AMA  Physician  Masterfile  and  the  fed- 
eral government’s  Area  Resource  File  it  is  possible  to 
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assemble  a data  base  that  will  permit  a physician  to 
learn  the  key  demographic,  physician  and  hospital 
characteristics  of  a county.  Prior  to  programming  such 
a data  base,  two  courses  of  action  are  being  pursued: 
(1)  Research  is  being  conducted  to  determine  what  de- 
mographic, physician  and  hospital  data  is  desired  by 
physicians  and  whether  providing  such  information  on 
a countywide  basis  is  useful;  and  (2)  The  possibility  of 
developing  a system  that  would  permit  a physician  to 
receive  key  data  and  projections  on  any  size  area  at  a 
smaller  than  county  basis  anywhere  in  the  country,  the 
boundaries  of  which  would  be  determined  by  the  phy- 
sician, is  being  vigorously  pursued  with  outside  com- 
puter software  vendors. 

Organization  of  Practice  Resources 

To  assist  physicians  in  acquiring  additional  mana- 
gerial skills  and  becoming  effective  organizers  of  re- 
sources, the  following  activities  have  been  pursued: 

• The  Department  of  Practice  Management  has  ex- 
panded its  programs  to  lend  assistance  to  the  practic- 
ing physician.  In  1983,  the  department  will  conduct:  51 
“Starting  Your  Practice”  workshops;  26  “Computers 
in  Private  Practice”  courses;  78  “Marketing  Strategies 
for  Private  Practice”  seminars;  and  22  “Group  and 
Partnership  Practice”  workshops.  These  sessions  are 
sponsored  by  AMA  and  conducted  at  the  Chicago  of- 
fices and  in  locations  throughout  the  country  in  coop- 
eration with  state,  county  and  medical  specialty  socie- 
ties. The  staff  is  also  providing  training  programs  for 
medical  office  assistants  in  the  areas  of  office  manage- 
ment and  patient  relations.  Such  programs  involve  in- 
struction in  public  relations,  accounts  receivable  man- 
agement, personnel  supervision,  and  appointment 
scheduling.  On  a daily  basis,  staff  handles  requests  by 
physicians  for  marketing  and  other  information. 

Recently  developed  products  include:  a videotape 
titled  “Developing  a Marketing  Plan  for  Your  Medical 
Practice”  and  a workbook;  a patient  survey  question- 
naire; and  guidelines  on  preparing  a patient  informa- 
tion handbook.  This  brings  to  ten  the  number  of  pub- 
lications in  the  area  of  practice  management. 

• A series  of  articles  have  been  published  in  AM 
News  relating  to  the  issues  of  marketing,  use  of  com- 
puters in  physicians’  offices,  and  competition,  to  keep 
readers  informed  of  the  latest  developments  affecting 
medical  practice. 

Through  a series  titled  “Money  Matters”  readers 
have  been  provided  information  on  marketing  and  on 
medical  practice  finance  topics,  such  as  tax  shelters. 
Through  a monthly  series  on  “Computers  in  Medi- 
cine,” AM  News  has  provided  additional  information 
that  can  help  physicians  remain  competitive  in  today’s 
practice  climate.  In  the  articles,  the  reader  is  shown 
the  numerous  potential  practical  uses  for  computers  in 
medicine.  In  addition,  AM  News  has  covered  closely 
the  current  developments  on  the  national,  state  and 
local  level  which  involve  competition  and  its  practical 
impact  on  the  physician.  AM  News  will  continue  to 
print  articles  on  these  and  other  subjects  in  an  attempt 
to  keep  physicians  abreast  of  current  “competition-re- 
lated” developments. 

• The  AMA  Office  of  General  Counsel  has  pre- 
pared a publication  on  physician  contracts  which  de- 
scribes the  various  types  of  contracts  and  areas  of  par- 
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ticular  relevance  to  the  physician.  The  report  is  divided 
into  two  sections:  the  first  examines  various  situations 
in  which  physicians  may  be  contracting  to  deliver  serv- 
ices, while  the  second  sets  out  sample  contracts.  The 
guide  will  provide  invaluable  assistance  to  medical  stu- 
dents, residents,  and  practicing  physicians  who  are,  or 
may  be,  confronted  with  varied  contracts  in  the  course 
of  their  professional  careers. 

• The  AMA  is  continuing  to  research,  monitor, 
analyze,  and  report  on  significant  developments  con- 
cerning preferred  provider  organizations  (PPOs).  The 
AMA  Department  of  Health  Care  Financing  and  Or- 
ganization conducted  a survey  earlier  this  year  of  the 
federation  to  identify  PPOs  in  various  organizational 
stages,  and  is  now  finalizing  a publication  on  PPOs 
titled  A Physician’s  Guide  to  PPOs.  The  guide  is  ori- 
ented toward  physicians  who  desire  additional  back- 
ground information  to  enable  them  to  evaluate  and 
make  informed  decisions  regarding  PPOs.  It  is  vital 
that  physicians  gain  a solid  understanding  of  the  na- 
ture and  ramifications  of  PPOs.  This  publication  is  a 
first  step  in  assisting  physicians  in  this  area.  The  AMA, 
through  its  various  activities,  will  continue  to  take  steps 
to  provide  physicians  with  current,  accurate  informa- 
tion on  PPOs. 

Medical  Practice  Finance 

A growing  problem  faced  by  many  young  physi- 
cians concerns  obtaining  medical  practice  finance  for  a 
new  practice.  In  recent  years  it  has  become  more  and 
more  financially  burdensome  to  set  up  a medical  prac- 
tice. The  ability  to  compete  effectively  in  the  new 
health  care  marketplace  requires  knowledge  of  the 
sources  of  capital,  and  the  advantages  and  disadvan- 
tages of  various  alternative  financial  arrangements.  A 
new  publication  is  being  prepared  to  help  meet  this 
need.  The  guide  will  introduce  the  reader  to  the  topic 
of  medical  practice  finance,  will  explain  the  variety  of 
funding  sources  available,  and  will  examine  the  rela- 
tive advantages  and  disadvantages  of  each.  Together 
with  the  videotape  on  “Borrowing  Money:  What  a 
Doctor  Needs  to  Know,”  developed  by  the  Depart- 
ment of  Practice  Management,  the  practicing  physi- 
cian will  have  available  to  him  essential  resources  to 
gain  knowledge  and  insight  into  the  financial  side  of  a 
medical  practice. 

Summary 

The  activities  set  out  above  represent  a significant 
step  toward  providing  physicians  with  the  information 
and  services  needed  to  compete  effectively  in  the  health 
care  marketplace.  However,  they  are  merely  a first  step; 
and  for  every  step  there  are  many  others  still  required. 
The  market  will,  in  all  likelihood,  get  more  competi- 
tive, and  the  level  of  sophistication  needed  to  compete 
effectively  will  increase.  By  continuing  to  emphasize 
the  current  activities  designed  to  assist  physicians  and 
by  promoting  new  ones,  the  AMA  can  help  ensure 
that  physicians  are  prepared  to  meet  the  challenges  of 
the  marketplace. 

The  Board  of  Trustees,  along  with  the  Council  on 
Medical  Service,  will  continue  to  study  emerging  is- 
sues relating  to  competition,  and  activities  will  contin- 
ue to  be  developed,  expanded,  and  refined  to  help 
physicians  compete  effectively.  r ^ 
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Effects  of  Competition  in  Medicine  II 


Over  the  past  three  years  the  Council  on  Medical 
Service  has  devoted  special  study  to  the  subject  of 
competition  in  medicine.  The  Council’s  study  of  this 
topic  has  been  the  subject  of  two  previous  reports  to 
the  House  of  Delegates:  CMS  Report  N (1-81),  which 
provided  a working  definition  of  competition  appro- 
priate to  the  medical  care  sector,  and  CMS  Report  E 
(1-82)  [/  Tenn  Med  Assoc  76:588-592,  1983],  which  ex- 
amined the  general  effects  of  competition  and  several 
specific  aspects  of  medical  practice  in  which  important 
changes  are  occurring  in  response  to  competition  in- 
cluding changes  in  practice  arrangements,  relations  be- 
tween physicians  and  hospitals,  policies  of  third-party 
payors,  and  professional  relations  among  physicians. 

These  reports  have  noted  several  trends  contribut- 
ing to  an  increasingly  competitive  environment  in 
medicine  which  have  motivated  the  Council’s  attention 
to  this  subject.  First,  the  supply  of  physicians  has  been 
growing  rapidly.  Between  1970  and  1980,  the  number 
of  physicians  in  the  United  States  grew  by  36%  com- 
pared with  growth  of  only  8%  in  the  total  population. 
This  has  been  accompanied  by  an  increased  price-con- 
sciousness among  patients  and  other  payors  resulting 
from  the  rising  cost  of  health  services.  This  is  reflected 
by  the  increase  in  the  share  of  the  gross  national  prod- 
uct accounted  for  by  health  care  services  from  7.5%  in 
1970  to  10.5%  in  1982.  Finally,  practice  costs  have 
continued  to  escalate.  While  in  1970  the  share  of  prac- 
tice revenues  devoted  to  meeting  expenses  was  36%, 
this  share  had  risen  to  44%  by  1982. 

The  present  report  is  a continuation  of  the  Coun- 
cil’s study  of  the  effects  of  competition.  In  particular, 
this  report  further  discusses  the  general  changes  re- 
sulting from  increased  competition,  and  examines  as- 
pects of  the  increasingly  competitive  environment  in 
medicine  relating  specifically  to  the  expanding  num- 
bers and  roles  of  allied  health  practitioners,  and  the 
increasing  involvement  of  entrepreneurial  entities  in  the 
health  care  sector.  Examination  of  these  topics  was 
promised  in  CMS  Report  E (1-82). 

General  Effects  of  Competition 

The  working  definition  of  competition  adopted  in 
CMS  Report  N (1-81)  asserted  American  Medical  As- 
sociation support  for  a medical  care  market  with  ele- 
ments of  competition  that  allow  the  number  of  physi- 
cians to  be  determined  insofar  as  possible  by  market 
forces,  but  oppose  practice  by  unqualified  practition- 
ers; increase  price-consciousness  among  consumers; 
promote  cost-consciousness  among  physicians;  and  im- 
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prove  the  accessibility  of  information  for  both  physi- 
cians and  consumers.  In  addition,  AMA  policy  sup- 
ports fair  market  competition  and  neutrality  of  public 
policy  among  alternative  health  care  delivery  systems. 
In  supporting  these  elements  of  competition  in  medi- 
cine, the  Council  has  emphasized  that  while  competi- 
tion is  important  in  promoting  cost-effectiveness  in  the 
delivery  of  care,  it  must  be  carefully  balanced  with 
professionally  developed  safeguards  to  ensure  that 
quality  of  and  access  to  care  are  maintained. 

CMS  Report  E (1-82)  examined  data  collected 
through  AMA’s  Socioeconomic  Monitoring  System 
(SMS)  bearing  on  issues  surrounding  the  general  ef- 
fects of  competition  in  medicine  and  on  specific  as- 
pects of  medical  practice  currently  undergoing  change. 
The  report  found  that  the  general  effects  of  competi- 
tion in  medical  practice  are  likely  to  be  similar  to  the 
effects  of  competition  on  other  sectors  of  the  econo- 
my: Increased  efforts  will  be  made  by  physicians  and 
providers  to  attract  and  retain  patients;  The  impact  of 
competition  will  differ  among  physicians,  with  nega- 
tive impacts  expected  to  be  less  for  those  who  provide 
quality  care  in  the  most  cost-effective  manner  and  ad- 
just their  services  to  meet  changing  patient  needs;  and 
The  nature  of  medical  practice  opportunities  will 
change  with  respect  to  organization,  location,  and  spe- 
cialty. Recent  results  from  SMS  provide  evidence  of 
changes  in  medicine  occurring  already  that  are  consist- 
ent with  these  predicted  effects  of  competition. 

Increased  efforts  by  physicians  to  attract  and  retain 
patients  are  reflected  in  the  extent  to  which  physicians 
are  employing  marketing  strategies.  Although  these 
activities  have  been  less  commonly  employed  in  the 
medical  sector  than  in  other  sectors  of  the  economy, 
40%  of  physicians  in  a recent  SMS  survey  indicated 
that  they  have  employed  some  marketing  strategy  or 
technique  in  the  last  five  years. 

The  most  common  activity  has  been  studies  of  com- 
munity demographics  to  assess  patient  needs.  Of  phy- 
sicians responding  to  the  SMS  survey,  27%  had  used 
such  studies  in  the  last  five  years.  In  addition,  13%  of 
physicians  have  used  surveys  to  learn  about  patient 
satisfaction  with  various  aspects  of  their  practices,  11% 
have  opened  satellite  clinics  and  9%  have  advertised 
their  practice  in  the  media.  Smaller  percentages  of 
physicians  have  adopted  other  approaches — initiating 
a patient  newsletter,  hiring  a marketing  consultant,  de- 
veloping a written  marketing  plan  for  their  practice  and 
locating  their  practice  in  a nontraditional  setting,  such 
as  a storefront  or  shopping  center.  Overall,  these  find- 
ings suggest  that  physicians  are  making  a significant 
effort  to  adjust  to  a more  competitive  environment. 

Variations  in  the  impact  of  competition  among  phy- 
sicians appear  to  be  reflected  by  the  extent  to  which 
physicians  with  different  characteristics  are  employing 
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marketing  approaches  and  making  other  changes  in 
their  practices.  For  example,  since  physicians  with  more 
years  of  practice  generally  have  better  developed  prac- 
tices, they  may  be  expected  to  experience  less  of  an 
impact  from  competitive  pressures  than  younger  phy- 
sicians. This  expectation  is  confirmed  by  the  larger 
percentage  of  physicians  with  ten  or  fewer  years  of 
practice  who  are  employing  marketing  strategies  and 
techniques  compared  with  those  with  more  practice 
years— 46%  compared  to  38%.  In  addition,  in  re- 
sponse to  increasing  competition,  there  has  been  a re- 
surgence of  activities  by  young  physicians  which  were 
once  the  norm:  they  are  more  likely  than  older  physi- 
cians to  be  making  more  housecalls  and  are  scheduling 
more  weekend  and  evening  office  hours  than  two  years 
ago. 

The  changing  nature  of  practice  opportunities  is  re- 
flected by  the  emergence  of  a range  of  new  types  of 
practice  organizations  and  payment  arrangements. 
Preferred  provider  organizations  and  primary  care 
network  programs  have  received  particularly  wide  at- 
tention in  the  last  year  as  alternatives  to  more  conven- 
tional payment  arrangements.  Although  these  types  of 
plans  are  still  not  very  widespread,  approximately  20% 
of  physicians  have  become  involved  with  these  types 
of  programs  in  areas  where  they  exist.  In  addition,  41% 
of  physicians  in  areas  with  preferred  provider  organi- 
zations and  27%  of  physicians  in  areas  with  primary 
care  network  programs  feel  that  the  existence  of  these 
programs  is  creating  greater  competition  for  patients 
among  physicians. 

Another  aspect  of  changing  practice  opportunities 
is  reflected  in  the  greater  degree  to  which  hospitals  are 
providing  ambulatory  care  services.  In  a recent  SMS 
survey,  25%  of  physicians  reported  that  the  hospital  at 
which  they  provide  most  of  their  patient  care  operates 
a freestanding  ambulatory  care  center.  Nearly  half  of 
these  physicians  indicated  that  this  facility  is  a source 
of  competition  for  patients. 

These  findings  are  indications  of  the  rapidly  chang- 
ing environment  of  medical  practice  being  caused  by 
increasing  competition  in  the  health  care  sector.  The 
Council  has  recognized  that  the  changes  being  caused 
by  competition  will  necessitate  adjustments  by  physi- 
cians to  a changing  practice  environment.  The  Asso- 
ciation has  implemented  an  action  plan,  described  in 
Board  of  Trustees  Report  E (1-82),  to  assist  physicians 
to  remain  competitive. 

As  noted  earlier,  CMS  Report  E (1-82)  also  dis- 
cussed the  specific  impacts  of  competition  on  practice 
arrangements,  physician-hospital  relations,  policies  of 
third-party  payors  and  professional  relations  among 
physicians.  The  balance  of  this  report  discusses  two 
additional  specific  aspects  of  the  medical  practice  en- 
vironment in  which  changes  are  occurring  reflecting 
significant  response  to  competition. 

Expanding  Numbers  and  Roles  of  Allied 
Health  Practitioners 

Advances  in  medical  science  and  technology  have 
increased  the  need  for  a higher  degree  of  technical 
specialization  in  the  delivery  of  medical  care.  In  addi- 
tion, concern  about  the  adverse  impact  of  local  physi- 
cian shortages  on  access  to  care,  particularly  in  rural 
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and  medically  underserved  urban  areas  in  the  1970s, 
prompted  increased  examination  of  the  use  of  allied 
health  practitioners  in  providing  some  primary  care 
services  and  federal  funding  for  their  training.  These 
developments  have  resulted  in  increased  professional 
opportunities  for  nonphysicians  to  function  in  service 
roles  which  are  more  limited  in  scope  and  require  less 
training  than  the  physician. 

Attention  is  now  being  directed  toward  the  extent 
to  which  the  expanding  numbers  of  nonphysician  prac- 
titioners may  complement  or  duplicate  the  services 
provided  by  physicians,  and  their  implications  for  pa- 
tient care.  Such  attention  has  been  sharpened  by  the 
increasing  supply  of  physicians  and  concern  over  the 
potential  impact  for  the  quality  of  care  of  initiatives  to 
further  expand  the  roles  of  nonphysician  practitioners, 
such  as  reflected  in  a recent  District  of  Columbia  leg- 
islative proposal  to  extend  hospital  privileges  to  a range 
of  nonphysician  practitioners.1 

The  impact  of  the  growth  of  nonphysician  health 
practitioners  varies  with  their  function,  size  and  trends. 
Based  on  functional  and  legal  requirements,  the 
professional  opportunities  available  to  nonphysician 
practitioners  can  usefully  be  divided  into  the  following 
three  distinct  categories: 

• professions  providing  only  specified  types  of  pa- 
tient care  whose  members  are  limited  licensed 
practitioners  and  deliver  some  types  of  care  in- 
dependent of  any  requirement  to  consult  with  a 
physician,  e.g.,  podiatrists,  optometrists  and  psy- 
chologists; 

• professions  providing  technical  support  services 
under  the  direction  of  a physician,  e.g.,  EEG 
technologists,  radiologic  technologists,  EMT- 
paramedics  and  perfusionists;  and 

• professions  providing  some  services  that  are  often 
also  directly  provided  by  physicians,  whose  mem- 
bers may  have  limited  licenses  or  certificates  but 
who,  at  least  under  some  circumstances,  must 
function  under  the  supervision  of  a physician  or 
have  a physician  available  for  consultation,  e.g., 
nurse  practitioners,  nurse  midwives,  nurse  anes- 
thetists and  physician’s  assistants. 

Information  on  growth  trends  among  nonphysician 
practitioners  indicates  an  overall  increase  in  their 
numbers,  although  the  degree  of  increase  varies  by 
category  and  individual  profession.  With  regard  to 
trends  for  the  first  category  of  professions  above, 
Stambler2  reported  that  the  number  of  active  podiatr- 
ists increased  by  24%  between  1960  and  1980,  result- 
ing in  no  change  in  the  ratio  of  podiatrists  to  the  pop- 
ulation. During  the  same  period,  the  number  of  active 
optometrists  increased  by  10%  resulting  in  an  increase 
from  8.9  to  9.9  in  optometrists  per  100,000  population. 
Dorken  and  Webb3  estimated  that  there  were  25,510 
licensed  psychologists  in  1976  and  35,100  in  1980 — a 
36%  increase  in  five  years. 

Individuals  in  the  second  and  third  categories  are 
often  collectively  referred  to  as  allied  health  practi- 
tioners (AHPs),  although  some  prefer  not  to  be  in- 
cluded under  this  general  term.  However,  as  a matter 
of  convenience  for  purposes  of  this  report  they  are 
identified  together  as  AHPs.  The  recent  expansion  in 
the  numbers  of  AHPs  employed  in  medical  practices 
is  reflected  in  information  provided  by  SMS.  Between 
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1975  and  1981,  the  number  of  AHPs  employed  by 
physicians  in  office-based  practices  (excluding  nurses) 
increased  by  58%,  from  31  to  49  per  100  physicians. 
A breakdown  of  the  SMS  data  for  1981  (comparable 
breakdowns  for  1975  are  not  available)  indicate  that 
every  100  patient-care  office-based  physicians  account- 
ed for  the  employment  of  20  laboratory  technicians. 
16  medical  assistants,  seven  physician's  assistants,  four 
nurse  practitioners,  two  x-ray  technicians,  and  one  each 
of  respiratory  therapists,  physical  therapists,  radiation 
therapists,  and  EEG  technologists. 

Although  there  is  general  agreement  that  there  has 
been  an  overall  increase  in  the  numbers  and  types  of 
AHPs  providing  services  under  the  supervision  of  phy- 
sicians. complete  information  on  AHPs  employed  out- 
side of  medical  practice  settings  is  not  available.  In 
addition,  that  information  which  is  available  must  be 
interpreted  cautiously  because  of  different  sources  and 
definitions.  While  the  first  physician's  assistant  (PA) 
and  nurse  practitioner  (NP)  training  programs  began 
in  1965,  Scheffleti  reported  that  5.800  nurse  practi- 
tioners and  4.600  graduates  of  physician's  assistants  had 
graduated  from  programs  funded  by  DHEW  by  1976. 
According  to  the  GNCENAC  study.5  by  1980  the  esti- 
mated number  of  PAs  had  increased  to  11.000.  The 
American  Nurses'  Association  reported  that  as  of  Sep- 
tember 1977,  there  were  9.058  registered  nurses  ac- 
tively licensed  and  working  holding  the  title  nurse 
practitioner.6  By  1981.  18.151  NPs  had  graduated  from 
certificate  and  masters  programs.  The  American  Nurs- 
es' Association  also  reported  that  as  of  1977.  there  were 
13.046  registered  nurses  actively  licensed  and  working 
holding  the  title  nurse  anesthetist  and  576  currently 
employed  with  the  title  nurse-midwife.  The  National 
Center  for  Health  Statistics  estimated  that  in  1977  there 
were  2,000  nurse-midwives,  not  all  of  whom  were  in 
active  practice.7 

It  is  clear  that  the  professions  which  provide  tech- 
nical support,  those  in  the  second  category  above, 
complement  the  physician  in  the  provision  of  cost- 
effective  and  high-quality  medical  care.  The  degree  to 
which  professions  in  the  remaining  categories  comple- 
ment or  duplicate  physicians'  services  is  less  clear. 

Since  some  of  the  sendees  provided  by  individuals 
in  these  professions  may  also  sometimes  be  delivered 
by  physicians,  continuing  growth  in  their  numbers  may 
add  to  the  competitive  pressures  created  by  the  in- 
creasing supply  of  physicians.  In  addition,  increased 
price-consciousness  by  patients  and  other  payors  and 
increased  cost-consciousness  by  physicians  and  other 
providers  may  further  change  and  expand  the  roles  and 
growth  of  these  professions  in  the  future.  These 
changes  will  be  determined  by  market  forces,  and  reg- 
ulator}- and  legislative  actions. 

The  influences  of  market  forces  on  these  factors  may 
be  partly  exerted  through  changes  in  training  require- 
ments and  third-party  payment  policies  relating  to  these 
professions.  The  potential  impact  of  regulator}-  and 
legislative  action  is  suggested  by  the  District  of  Co- 
lumbia proposal,  mentioned  above,  which  would  man- 
date extension  of  hospital  privileges  to  a range  of  AHP 
and  other  nonphysician  health  practitioners,  including 
some  practitioners  in  unlicensed  categories. 

It  has  been  hypothesized  that  employment  of  AHPs 
in  medical  practices  may  assist  physicians  in  responding 


to  competition  in  nvo  different  ways.  First,  physicians 
may  improve  practice  productivity  and  reduce  the  costs 
of  services  delivered  by  substituting  AHP  time  for  their 
own  time  for  aspects  of  care  for  which  AHPs  are  prop- 
erly trained.  Second,  the  employment  of  AHPs  may 
make  it  possible  for  physicians  to  extend  the  range  of 
services  provided  in  their  offices  in  an  effort  to  attract 
more  patients.  The  same  considerations  may  also  stim- 
ulate hospitals  and  other  providers  to  employ  increas- 
ing numbers  of  AHPs  in  response  to  greater  competi- 
tion. 

The  accuracy  of  these  hypotheses  remains  undem- 
onstrated. A potential  advantage  of  physician  employ- 
ment of  .AHPs  may  be  suggested  by  differences  in 
number  of  visits  between  practices  employing  and  not 
employing  AHPs.  A comparison  between  physicians 
who  employed  NPs  or  PAs  in  1981  with  those  who  did 
not  indicates  that  those  who  did  provided  103  patient 
visits  per  week  and  those  who  did  not  provided  86  vis- 
its per  week.  However,  this  comparison  must  be  inter- 
preted cautiously  since  factors  other  than  the  employ- 
ment of  NPs  or  PAs  may  contribute  to  these  differences 
in  visits  per  week.  Furthermore,  there  may  be  differ- 
ences in  the  overall  use  of  resources,  including  the  AHP 
complements,  and  in  qualitative  aspects  of  visits  be- 
tween practices  employing  and  not  employing  PAs  or 
NPs  that  must  be  completely  assessed  before  any  de- 
finitive statement  about  the  cost-effectiveness  of  these 
individuals  is  possible. 

While  the  employment  of  .AHPs  in  medical  prac- 
tices may  be  able  to  improve  the  physician's  ability  to 
compete.  .AHPs  practicing  independently  and  in  hos- 
pitals or  other  settings  are  likely  to  increase  the  sources 
of  competition  facing  physicians.  Some  medical  spe- 
cialties have  long  faced  competition  from  other  profes- 
sions in  the  provision  of  certain  types  of  services.  Oth- 
er specialties  that  have  not  experienced  this  type  of 
competition  in  the  past  may  increasingly  experience  it 
in  the  future. 

An  appropriate  role  for  AHPs  has  been  recognized 
by  the  medical  profession  for  many  years.  The  Council 
continues  to  support  the  principles  adopted  by  the 
House  in  Board  of  Trustees  Report  C (1-81)  relating 
to  allied  health  professionals  who  perform  patient  care 
functions  under  the  direction  and  supervision  of  a phy- 
sician. but  are  not  licensed  as  independent  health 
practitioners.  These  principles  state  that: 

• The  number  and  distribution  of  allied  health 
manpower  should  be  determined,  insofar  as  possible, 
by  processes  of  the  market.  The  number  of  training 
programs  should  be  determined  by  the  market  and  the 
ability  of  each  program  to  meet  acceptable  educational 
standards  applicable  in  the  United  States.  The  number 
of  students  enrolled  should  be  determined  by  the  fac- 
ulty and  administration  of  the  individual  training  insti- 
tution. In  addition,  information  about  career  prospects 
should  be  collected  and  widely  disseminated  by  inter- 
ested organizations,  including  the  AMA. 

• Both  physicians  and  allied  health  professionals 
have  legal  and  ethical  responsibilities  for  patient  care, 
even  though  ultimate  responsibility  for  the  individual 
patient's  medical  care  rests  with  the  physician.  To  as- 
sure quality  patient  care,  the  medical  profession  and 
allied  health  professionals  should  have  continuing  dia- 
logue at  state  and  local  levels  to  determine  the  extent 
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of  responsibility  and  scope  of  functions  of  allied  health 
professionals  that  is  conducive  to  the  best  care  of  pa- 
tients. 

In  stating  these  principles,  the  report  also  noted  the 
following  points: 

• “It  is  the  position  of  the  AM  A that  direct  physi- 
cian supervision  is  not  required  for  all  services  per- 
formed by  allied  health  personnel.  With  the  increased 
specialization  of  modern  health  care,  however,  it  is  ad- 
vantageous to  have  one  individual  with  overall  respon- 
sibility for  the  medical  care  of  the  patient.  The  physi- 
cian is  well  suited  by  professional  preparation  to  assume 
this  leadership  role.” 

• “Reliable  mechanisms  should  exist  to  ensure  that 
individuals  in  each  profession  possess  medical  skills 
commensurate  with  the  patient  care  functions  that  may 
be  delegated  to  them.  Quality  assurance  of  allied  health 
professions  should  be  met  through  accreditation  of  ed- 
ucational programs  and  voluntary  credentialing  mech- 
anisms.” 

The  AMA  also  recognizes  that  properly  trained  in- 
dividuals licensed  as  independent  practitioners  may  also 
provide  certain  types  of  patient  care  that  are  some- 
times provided  by  physicians.  Although  they  may  con- 
tribute to  a more  competitive  environment,  appropri- 
ate opportunities  for  such  independent  practitioners  to 
deliver  patient  care  services  may  result  in  greater 
overall  access  to  and  cost-effectiveness  of  the  health 
care  delivery  system  without  impairing  the  quality  of 
care.  The  Council  is  concerned,  however,  about  legis- 
lative proposals  that  would  ease  restrictions  on  the 
types  of  services  that  can  be  rendered  by  these  practi- 
tioners to  the  detriment  of  the  quality  of  patient  care. 
Such  proposals  should  continue  to  be  opposed. 

Increasing  Involvement  of  Entrepreneurial  Entities 

During  the  past  decade  there  has  been  a marked 
increase  in  the  rates  of  entry  and  expansion  of  entre- 
preneurial entities  in  the  area  of  medical  care  delivery. 
The  organizations  which  are  the  focal  point  of  atten- 
tion are  investor-owned  corportations  which  own  or 
manage  multiple  health  care  delivery  facilities.  Most 
of  the  growth  in  the  role  of  investor-owned  corpora- 
tions over  the  past  decade  has  taken  place  in  the  hos- 
pital sector.  There  is,  however,  increasing  activity  by 
these  corporations  in  the  areas  of  freestanding  ambu- 
latory care  and  long-term  care  facilities.8 

The  growing  role  of  investor-owned  corporations  in 
the  hospital  sector  is  indicated  in  the  data  from  the 
Federation  of  American  Hospitals.9  These  data  show 
that  between  1978  and  1982  hospitals  in  the  United 
States  owned  by  investor-owned  hospital  management 
companies  rose  in  numbers  from  438  to  668 — an  in- 
crease of  53%.  This  corresponds  to  a 45%  increase  in 
beds  owned  from  61,701  to  89,171.  During  the  same 
period,  there  was  a 48%  increase  (from  191  to  283)  in 
the  number  of  not-for-profit  hospitals  managed  by  these 
companies.  This  corresponds  to  a 57%  increase  in  beds 
managed  from  21,040  to  32,958.  Altogether  there  were 
41  investor-owned  companies  in  early  1983  that  owned 
or  managed  hospitals  in  49  states.  Most  of  the  hospi- 
tals affected,  however,  are  located  in  “sunbelt”  states 
such  as  California,  Florida  and  Texas. 

In  an  SMS  survey  conducted  earlier  this  year,  for 
the  first  time  a series  of  questions  was  asked  to  ascer- 
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tain  the  current  extent  of  physician  practice  in  associ- 
ation with  investor-owned  organizations.  The  results 
of  the  survey  are  as  follows: 

• About  14%  of  physicians  reported  that  the  or- 
ganization controlling  the  hospital  at  which  they  pro- 
vide most  of  their  inpatient  care  was  a for-profit  inves- 
tor-owned company.  About  5%  of  physicians  whose 
hospitals  were  not  owned  by  an  investor-owned  com- 
pany reported  that  their  hospital  was  managed  by  such 
a company. 

• Under  1%  (0.9%)  of  office-based  physicians  re- 
ported that  their  main  practice  was  in  an  organization 
owned  by  nonphysician  investors  and  having  the  legal 
form  of  a for-profit  corporation. 

• Approximately  1%  of  physicians  reported  pro- 
viding any  patient  services  at  a freestanding  primary 
care  or  “emergency”  center  operated  as  part  of  a chain 
of  centers  owned  by  nonphysician  investors. 

These  results  suggest  that,  in  spite  of  the  recent 
rapid  increase  in  activity  by  investor-owned  organiza- 
tions in  health  care  delivery,  the  extent  of  physician 
association  with  these  organizations  is  still  not  great. 
However,  future  SMS  surveys  will  monitor  changes  in 
physician  involvement  with  these  organizations. 

The  growing  presence  of  investor-owned  organiza- 
tions in  the  health  care  sector  is,  in  part,  the  result  of 
a perceived  need  for  access  to  greater  amounts  of  cap- 
ital to  finance  advanced  medical  technologies.  In  ad- 
dition, these  organizations  often  promise  managerial 
expertise  that  will  assist  in  achieving  economies  in  the 
delivery  of  care  and  in  coping  with  the  increased  ad- 
ministrative complexities  associated  with  medical  prac- 
tice. However,  the  primary  objective  of  investors  in 
entering  the  health  care  sector  is  to  maximize  the  fi- 
nancial return  on  the  investment.  This  involves  acting 
so  as  to  maximize  the  spread  between  gross  revenue 
and  total  expenses  over  time.  In  pursuing  this  objec- 
tive, investor-owned  organizations  may  be  expected  to 
compete  aggressively  with  physicians  and  providers  in 
seeking  economic  reward  for  their  investments;  apply 
new  forms  of  controls  and  restrictions  over  the  manner 
in  which  physicians  use  resources  in  delivering  medical 
care  in  order  to  ensure  that  resources  are  employed  as 
profitably  as  possible;  limit  activities,  such  as  residency 
training  programs,  which  may  not  be  deemed  profita- 
ble; and  seek  only  patients  with  adequate  means  of 
payment.  The  potential  adverse  consequences  of  these 
types  of  actions  for  the  quality  and  accessibility  of  care 
is  a shared  concern  of  physicians  and  the  public. 

Some  evidence  has  suggested  that  investor-owned 
hospitals  may  have  at  least  as  high,  if  not  higher,  unit 
costs  and/or  charges  as  comparable  voluntary  hospi- 
tals. Data  from  recent  studies  of  this  subject  are  sum- 
marized in  Table  1.  Lewin,  Derzon  and  Margulies,10 
studying  matched  samples  of  investor-owned  and  non- 
profit community  hospitals  in  California,  Florida  and 
Texas,  found  that  while  there  were  no  significant  dif- 
ferences in  inpatient  costs  per  admission,  total  oper- 
ating costs  per  patient  day  adjusted  for  outpatient  vis- 
its were  about  8%  higher  for  the  investor-owned 
hospitals.  They  also  found  that  charges  per  admission 
for  patient  care  were  17%  higher,  and  that  these  charge 
differences  were  due  mainly  to  higher  revenues  from 
ancillary  services,  such  as  laboratory  tests,  radiologic 
procedures  and  supplies,  in  the  investor-owned  insti- 
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TABLE  1 


COMPARISON  OF  OPERATING  EXPENSE  FOR  NONPROFIT  AND  INVESTOR-OWNED  NATIONAL  CHAIN  HOSPITALS 


Expense  Per  Patient  Day Expense  Per  Admission 


Nonprofit 

Investor-Owned 

% Difference 

Nonprofit 

Investor-Owned 

% Difference 

Pattison  & Katz12 
Data:  1 980,  California 

$386 

$407 

5.7% 

$2,326 

$2,374 

2.0% 

Sloan  & Vraciu11 
Data:  1980,  Florida 

$262* 

$255* 

-2.7% 

$1,914* 

$1 ,830* 

-4.4% 

Lewin  et  al10 
Data:  1978,  California, 
Florida  and  Texas 

$200* 

$216* 

8.0% 

$1,370* 

$1 ,424* 

3.9%** 

Brown  et  al13 
Data:  1 978,  National*** 

$194* 

$202* 

4.1% 

NA 

NA 

NA 

’Adjusted  for  outpatient  activity. 

"Difference  is  not  statistically  significant. 

"'Comparison  is  between  all  community-systems  hospitals  and  investor-owned  hospitals:  the  latter  is  a subset  of  the  former  in  this  study. 


tutions.  Contrasting  data  with  regard  to  cost  were  re- 
ported by  Sloan  and  Vraciu,11  who  found  that  operat- 
ing expenses  per  adjusted  patient  day  in  a sample  of 
Florida  hospitals  were  2.7%  lower  for  the  investor- 
owned  than  for  the  nonprofit  hospitals,  while  operat- 
ing expenses  per  adjusted  admission  were  4.4%  lower. 
However,  Pattison  and  Katz,12  reporting  on  a study  of 
California  hospitals,  found  that  total  operating  ex- 
penses per  patient  day  were  6.0%  higher  for  investor- 
owned  chain  hospitals  than  for  comparable  voluntary 
hospitals  and  that  expenses  per  admission  were  2.0% 
higher.  Their  study  also  showed  that  administrative  and 
fiscal  service  costs  were  37%  higher  per  patient  day 
and  32%  higher  per  admission  in  investor-owned  chain 
hospitals.  This  finding  fails  to  support  claims  that  for- 
profit  hospitals  are  more  efficient  or  have  economies 
of  scale  in  administrative  and  fiscal  services.  In  addi- 
tion, Brown  et  al13  also  compiled  national  data  indicat- 
ing that,  for  every  bed-size  category,  investor-owned 
hospitals  had  a higher  cost  per  adjusted  patient  day 
than  the  overall  average  for  all  community  hospitals. 

Differences  in  case  mix,  admission  rates  and  length 
of  stay  may  influence  these  findings  among  other  fac- 
tors. Nonetheless,  the  above  data,  while  not  conclu- 
sive, are  the  source  of  some  concern  as  to  the  actual 
cost-effectiveness  of  care  provided  by  investor-owned 
hospitals,  and  have  led  at  least  one  observer  to  con- 
clude that,  “As  businesses,  the  investor-owned  chain 
hospitals  may  have  been  more  successful  at  generating 
net  income  (before  taxes)  for  their  owners,  but  only 
by  virtue  of  charging  more  per  admission,  not  by  op- 
erating less  expensively.  Judged  not  as  businesses  but 
as  hospitals,  which  are  supposed  to  serve  the  public 
interest,  they  have  been  less  cost-effective  than  their 
not-for-profit  counterparts.”14 

AM  A policy  is  clear  on  the  point  that  financial  re- 
turns from  the  physician’s  provision  of  medical  care 
should  always  be  secondary  to  the  medical  needs  of  the 
patient.  The  primary  objective  of  the  investor-owned 
corporation,  however,  requires  that  physicians  provid- 
ing care  in  association  with  it  make  decisions  which 
result  in  the  most  profitable  use  of  the  corporation’s 


resources.  It,  therefore,  has  a potential  incentive  to 
attempt  to  affect  the  affiliated  physicians’  practice  be- 
havior in  ways  that  might  conflict  with  the  individual 
physician’s  medical  judgment  concerning  individual 
patients.  Theoretically,  this  incentive  may  partly  be 
counterbalanced  by  the  desire  of  the  corporation  to 
avoid  a reputation  for  providing  lower  quality  care, 
since  such  a reputation  could  be  expected  to  reduce 
the  demand  for  its  services  and  thereby  its  gross  reve- 
nue. Nevertheless,  the  potential  incentive  does  exist. 
Further,  the  Council  believes  it  to  be  different  from 
the  traditional  incentives  for  individual  physicians  or 
groups  of  physicians  to  realize  a financial  return  when 
they  practice  in  a community,  because  such  economic 
incentives  for  local  physicians  are  accompanied  by  a 
simultaneous  incentive  to  maintain  personal  and 
professional  reputation.  This  combination  of  incen- 
tives has  served  the  public  interest  well,  because  un- 
favorable public  perceptions  about  quality  of  care  re- 
flect adversely  on  the  local  physicians  in  a way  that 
puts  more  than  income  at  risk.  The  investor-owned 
corporation  does  not  have  this  same  unique  combina- 
tion of  incentives,  in  the  Council’s  view,  and  can  re- 
spond to  adverse  opinion  about  the  quality  of  care 
simply  by  withdrawing  investment  capital  and  redirect- 
ing it  to  other  locations  or  markets. 

Efforts  to  attract  sufficient  capital  from  investor- 
owned  organizations  to  finance  increasingly  capital-in- 
tensive medical  technologies  and  obtain  managerial 
assistance,  however,  is  likely  to  be  a continuing  phe- 
nomenon in  the  health  care  sector.  Investors  will  only 
be  willing  to  offer  their  capital  to  meet  the  needs  of 
medicine  if  they  have  the  expectation  of  achieving  a 
return  at  least  as  great  as  in  alternative  investment  op- 
portunities. The  profit  motive  underlying  this  condi- 
tion can  serve  an  important  function  in  our  society  by 
ensuring  that  capital  is  allocated  to  its  most  highly  val- 
ued uses  within  the  framework  of  a decentralized  mar- 
ket economy. 

Although  recognizing  the  potential  benefits  in  ac- 
cess to  state-of-the  art  medical  technologies  and  man- 
agerial expertise  that  may  accrue  from  application  of 
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the  profit  motive  in  the  health  sector,  the  medical 
profession  must  remain  concerned  first  and  foremost 
that  the  profit  motive  not  be  allowed  to  impact  nega- 
tively on  the  quality  and  accessibility  of  care,  or  divert 
physicians  from  their  primary  professional  responsibil- 
ity for  the  well-being  of  their  patients.  Historically, 
physicians  have  always  resolved  conflicts  between  re- 
sponsibilities to  their  patients  and  economic  interests 
in  favor  of  their  patients.  In  adopting  Board  of  Trust- 
ees Report  GG  (A-83)  at  its  last  meeting,  the  House 
of  Delegates  reaffirmed  this  long-standing  principle  and 
reiterated  its  belief  that  the  quality  of  patient  care 
should  not  be  sacrified  to  the  pursuit  of  economic  gain. 

Conclusion 

This  report  has  discussed  the  recent  findings  and 
concerns  reflected  in  the  Council’s  ongoing  study  of 
issues  relating  to  increasing  competition  in  medicine. 
Two  focuses  of  this  report  have  been  the  expanding 
numbers  and  roles  of  allied  health  practitioners  and 
the  increased  involvement  of  entrepreneurial  organi- 
zations in  the  health  care  sector.  Both  of  these  changes 
in  the  medical  practice  environment  have  prompted 
concerns  about  the  maintenance  of  a proper  balancing 
of  cost  concerns  with  concerns  over  the  quality  of  and 
access  to  care. 

In  particular,  the  increased  involvement  of  for-prof- 
it entities  in  delivery  aspects  of  health  care  will  require 
continued  careful  study  with  respect  to  their  impact  on 
medical  practice  and  on  the  quality,  accessibility  and 


costs  of  health  care.  The  Council  will  conduct  such 
study  and  report  further  to  the  House  of  Delegates  on 
this  and  other  important  aspects  of  increased  compe- 
tition. r 
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Geriatric  Medicine 


Polypharmacy 

CHARLES  L.  CLARKE,  M.D. 


We  have  all  encountered  patients,  most  often 
elderly  ones,  who  regularly  take  a number  of  dif- 
ferent drugs.  It  is  not  uncommon  to  see  an  elder- 
ly person  taking  ten  or  more  different  drugs  at 
regular,  and  often  frequent,  intervals.  Too  often, 
it  seems,  we  may  fail  to  recognize  that  part,  if 
not  all,  of  the  patient’s  problem  may  be  related 
to  this  drug  taking.  Some  observers  have  said  that 
of  all  the  elderly  with  cognitive  problems,  such 
as  confusional  states,  memory  problems,  and  even 
Alzheimer’s  pattern  of  mental  disorder,  25%  are 
drug-related.  In  most  such  patients  the  confu- 
sional state  or  cognitive  dysfunction  will  clear 
when  the  drugs  are  stopped  or  properly  adjust- 
ed. 

The  problem  of  the  elderly  patient  who  takes 
regularly  a number  of  different  drugs  is  com- 
pounded by  the  altered  physiology  that  comes 
with  aging.  Liver  function  is  disminished,  so  that 
drugs  metabolized  there  are  handled  much  more 
slowly.  The  kidney’s  excretory  function  is  dimin- 
ished and  drugs  that  are  ordinarily  eliminated 
there  are  eliminated  much  more  slowly.  There  is 
also  less  albumin  and  other  protein  in  the  plasma 
to  bind  the  drugs.  Such  altered  physiology  can  be 
expected  to  result  in  higher  blood  levels  than  we 
would  normally  see  in  younger  patients.  If  then 
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the  patient  is  taking  several  drugs,  the  problem 
may  be  considerably  amplified,  particularly  in  the 
case  of  the  psychoactive  drugs. 

Very  often,  in  my  experience,  this  problem  of 
polypharmacy  is  produced  by  the  prescribing  of 
capable  physicians.  We  all  know  that  our  patients 
are  prone  to  consult  various  specialists  for  differ- 
ent problems.  Too  often,  it  seems,  a patient  will 
fail  to  tell  the  physician  what  has  been  prescribed 
by  the  other  doctors  they  are  seeing,  and  in  the 
rush  of  trying  to  get  all  our  patients  seen  we  phy- 
sicians fail  to  inquire  sufficiently  into  just  what 
the  patient  is  already  taking.  Consequently,  ca- 
pable physicians  end  up  with  overdrugged  pa- 
tients. This  happens  more  often  than  we  like  to 
think. 

It  is  certainly  desirable  to  treat  the  elderly  pa- 
tient with  as  few  drugs  and  as  small  a dose  as  will 
get  the  desired  effect.  Before  starting  a new  drug, 
we  should  consider  stopping  some  other  drug  or 
drugs  at  the  same  time  if  we  can.  Above  all,  let’s 
review  each  drug  being  taken  frequently,  and 
consider  the  need  for  its  continued  dosage.  We 
have  to  always  consider  the  possible  effect  of 
drugs  in  every  diagnostic  study  we  undertake,  and 
this  is  especially  so  in  the  elderly. 

One  prominent  geriatrician  has  said,  “I  have 
helped  more  patients  by  stopping  drugs  than  I 
ever  did  by  starting  them.”  This  is  a fact  to  be 
remembered  when  considering  a plan  of  treat- 
ment for  an  elderly  patient.  r 7* 
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EKG  of  the  Month 


Artifacts 

W.  BARTON  CAMPBELL,  M.D. 


A 78-year-old  man  with  chronic  bronchitis  was  admitted  to  the  St.  Thomas 
Hospital  emergency  room  in  acute  respiratory  distress.  Severe  coughing  had  frac- 
tured ribs  and  he  was  being  treated  with  transcutaneous  electrical  nerve  stimula- 
tion (TENS)  for  control  of  pain.  An  electrocardiogram  was  obtained  in  the  emer- 
gency room  (Fig.  1). 


Figure  1 


Discussion 

This  tracing  shows  a spike  at  a regular  rate  of 
250  per  minute.  His  physicians  were  initially  con- 
cerned about  an  arrhythmia,  but  these  depolari- 
zations are  clearly  of  brief  amplitude  and  are  not 
followed  by  T waves.  These  sharp  depolariza- 
tions resemble  pacemaker  spikes  and  are  caused 
by  the  TENS  unit.  In  addition  to  these  spikes, 
QRS  complexes  with  frequent  premature  atrial 
beats  are  discerned. 

These  small  battery  operated  units  usually  have 
adjustable  amperage  varying  from  0 to  112  mamp. 
The  pulse  rate  is  similarly  adjustable  on  most 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 
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models  and  may  be  varied  from  2 to  110  pulses 
per  second.  Depending  on  the  electrode  loca- 
tion, milliamperage,  and  skin  resistance  these 
depolarizations  may  readily  be  picked  up  with  an 
electrocardiographic  recording.  In  addition,  they 
may  inhibit  some  pacemaker  activity. 

When  the  patient’s  TENS  unit  was  temporar- 
ily turned  off  and  his  tracing  repeated  (Fig.  2), 
the  tracing  clearly  displayed  the  sinus  tachycar- 
dia at  a rate  of  110  per  minute  with  intermittent 
PACs  and  PVCs.  The  irregularities  in  the  base- 
line of  this  tracing  are  due  to  skeletal  muscle  de- 
polarization and  there  are  minor  nonspecific  ST 
changes. 

IMPRESSION:  Multiple  spike  artifacts  caused  by 
a TENS  unit. 
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A 67-year-old  man  was  seen  for  routine  evaluation  following  coronary  arterial 
bypass  grafting.  An  electrocardiogram  was  obtained  (Fig.  3). 
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Figure  3 


Discussion 

This  tracing  shows  regular  rhythmic  baseline 
depolarizations  occurring  at  a rate  of  4 per  sec- 
ond. The  “saw-tooth”  appearance  of  these  de- 
polarizations resembles  atrial  flutter  but  they  are 
strikingly  absent  in  standard  lead  III  where  P 
waves  are  seen.  The  QRS  complexes  are  unrelat- 
ed to  the  baseline  depolarizations. 


This  patient  had  a resting  tremor  of  the  right 
hand  and  arm.  The  electrocardiographic  depolar- 
izations are  caused  by  this  tremor  and  are  absent 
in  lead  III  which  is  a left  arm-left  leg  lead.  The 
patient  has  been  treated  with  Sinemet  25/250 
three  times  daily  with  mild  improvement. 
IMPRESSION:  Artifact  due  to  Parkinson  tremor 
of  right  hand.  E — S 
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Loss  Prevention  Case  of  the  Month 


System  Failure 

J.  KELLEY  AVERY,  M.D. 


In  an  effort  to  help  our  readers  identify  poten- 
tial malpractice  situations  before  they  occur,  this 
column  will  be  devoted  to  a different  case  each 
month  with  comments  on  how  you  can  avoid  sim- 
ilar pitfalls. — Ed 


Case  Report 

During  Mr.  Jones’  first  visit  to  a physician  in 
approximately  ten  years,  he  gave  a history  of 
having  been  a two-pack  per  day  smoker  for  “sev- 
eral” years,  and  he  did  have  a little  “smoker’s” 
cough.  Three  days  prior  to  this  visit  he  had  no- 
ticed a small  amount  of  blood  in  his  sputum.  Dr. 
Smith,  a board  certified  family  physician,  told  Mr. 
Jones  he  felt  hospitalization  was  indicated  for  a 
thorough  work-up  of  his  complaints.  Jones,  very 
hesitant  about  hospitalization,  agreed  to  a “short” 
stay  in  the  hospital  for  the  tests. 

During  the  course  of  the  work-up,  his  chest  x- 
ray  showed  some  enlarged  hilar  lymph  nodes  and 
was  suggestive  of  a “little  pneumonia.”  When 
further  radiological  examination  showed  what  was 
believed  to  be  granulomatous  disease,  several 
sputum  specimens  were  obtained  for  AFB  and 
cytologic  examinations.  The  patient  was  dis- 
charged from  the  hospital  before  all  reports  were 
returned  to  the  chart,  so  he  was  told  to  return  to 
Dr.  Smith’s  office  in  two  weeks  for  follow-up. 

Shortly  after  the  patient’s  discharge,  copies  of 
his  x-ray  and  sputum  cytology  reports  were  deliv- 
ered to  Dr.  Smith’s  office.  One  of  the  cytology 
reports  indicated  “clusters  of  cells  suspicious  for 
squamous  cell  carcinoma.”  Dr.  Smith  briefly  ex- 
amined the  report  and  made  a “mental  note”  to 
follow  up  on  this  finding  when  the  patient  re- 


Dr.  Avery  is  the  medical  director  of  State  Volunteer  Mutual 
Insurance  Company. 

286 


turned.  The  patient  did  not,  however,  keep  his 
follow-up  appointment. 

Mr.  Jones  did  return  to  Dr.  Smith  about  six 
months  later  with  fever,  aching,  and  persistent 
cough.  Influenza  was  diagnosed  and  appropriate 
treatment  recommended  for  the  flu.  Dr.  Smith 
did  not  notice  the  suspicious  sputum  cytology  re- 
port. The  patient  never  returned. 

Dr.  Smith  later  discovered  the  patient  had 
subsequently  died  of  carcinoma  of  the  lung  after 
seeking  treatment  from  another  physician,  who 
diagnosed  lung  carcinoma  with  metastasis  to  the 
brain. 

Loss  Prevention  Comments 

At  least  40%  of  medical  malpractice  losses 
represent  “system”  failure.  We  set  up  some  sys- 
tem to  follow  up  on  laboratory  reports  of  this 
kind,  and  the  system  fails;  a critical  report  is  lost 
in  the  shuffle,  and  the  treating  physician  finds 
himself  in  an  almost  indefensible  legal  position. 
This  patient’s  care  was  excellent.  His  physician 
ordered  appropriate  tests  and  obviously  was  right 
on  the  mark  as  far  as  his  work-up  was  con- 
cerned. 

How  can  we  avoid  this  type  of  system  failure? 
First,  there  must  be  a procedure  for  handling  all 
reports  coming  into  the  office  from  outside 
sources — i.e.,  hospitals,  reference  laboratories, 
pathologists,  and  consultants  of  all  kinds.  This 
system  should  recognize  that  the  report  of  the 
laboratory  work  to  the  patient  is  a must.  This  can 
usually  be  handled  by  a phone  call  documented 
in  the  patient’s  records.  However,  when  phone 
contact  cannot  be  made,  a registered  letter,  re- 
turn receipt  requested,  should  be  sent  to  the  last 
address  of  the  patient. 

In  this  case,  an  appointment  was  given  when 
the  patient  left  the  hospital,  but  the  patient  did 
not  keep  the  appointment.  Neither  this  appoint- 
(Continued  on  page  288) 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Patient  Assessment 


Patient  Assessment  as  a Tool  for  Use 
In  Long-Term  Care 

CARL  E.  ADAMS,  M.D.  and  JUDY  W.  POWELL,  R.N.,  M.A. 


A common  criticism  has  been  that  40%  of 
those  in  nursing  homes  do  not  need  to  be  there. 
This  type  of  criticism,  especially  when  voiced  by 
responsible  governmental  or  regulatory  agencies, 
is  of  critical  importance.  The  purpose  of  patient 
assessment  is  to  (1)  establish  that  care  is  needed, 
(2)  determine  that  the  indicated  care  is  being  giv- 
en, and  (3)  assure  that  the  care  being  given  is  the 
most  appropriate  as  regards  cost  and  quality. 

To  establish  this,  certain  questions  need  to  be 
asked.  The  important  consideration  is  that  in- 
stead of  poorly  defined  subjective  criteria,  there 
be  established  well-defined,  objective  criteria  in- 
dicating the  need  for  nursing  home  care.  These 
questions  are:  (1)  Are  patients/residents  being 
improperly  placed?  That  is,  could  a substantial 
number  of  those  admitted  to  nursing  homes  be 
adequately  cared  for  in  a less  expensive,  more 
comfortable  environment?  (2)  Are  patients/resi- 
dents remaining  in  nursing  homes  longer  than 
necessary? 

These  questions  do  not  have  easy  answers.  In 
the  past,  the  nursing  home  was  frequently  the 
only  available  source  of  care  for  a fair  proportion 
of  the  population.  In  reaching  a decision,  the 
reimbursement  available,  e.g.,  Medicaid,  was 
important.  The  availability  of  the  care  needed  was 
a valid  consideration  in  placing  the  patient.  The 
economics  of  a potential  care-giver  giving  up  a 
wage  earning,  family  supporting  job  to  stay  at 
home  with  someone  needing  care  too  often  has 
resulted  in  a no-win  impasse. 

The  urgency  to  discharge  patients  from  the 
acute  care  facility  one  or  two  days  early,  or  from 


From  the  TMA  Long-Term  Health  Care  Committee,  Dr.  Carl  E. 
Adams,  chairman.  Mrs.  Powell  is  patient  care  coordinator  and  direc- 
tor of  the  Patient  Assessment  Program  for  National  Health  Corpora- 
tion, Murfreesboro. 


the  nursing  home  one  or  two  weeks  earlier  for 
financial  reasons,  has  too  often  resulted  in  early 
readmission,  prolonged  illness,  or  disaster.  The 
economics  of  such  decisions  can  be  short  sighted, 
ill  advised,  and  expensive. 

The  advent  of  alternative  forms  of  care,  such 
as  home  health  services,  with  liberalization  of  the 
criteria,  has  been  of  help  in  more  properly  plac- 
ing patients. 

Quality  of  life  is  a constant  consideration;  the 
most  important  factor  from  the  patient/resident’s 
point  of  view  is  probably  loneliness;  from  the 
family’s  perspective  it  is  guilt.  These  pose  a con- 
stant challenge  to  all  of  us,  and  frequently  there 
are  no  easy  answers. 

Comprehensive  patient  assessment  assists  in 
the  rendering  of  adequate  patient  care  and  better 
management,  and  information  is  available  for  a 
resource  data  base. 

Patient  Care 

Placement:  By  using  comprehensive  patient 
assessment,  and  with  a well-defined  set  of  objec- 
tive criteria,  admissions  can  be  easily  and  uni- 
formly controlled  through  proper  placement.  The 
exceptions  can  be  readily  recognized  and  quickly 
dealt  with. 

Level  of  Care:  Level  of  care  determinations 
have  resulted  in  a great  deal  of  frustration  to 
practically  everyone.  The  extent  of  participation 
in  the  skilled  program,  and  the  decisions  as  to 
the  need  for  skilled  or  intermediate  care,  have 
too  frequently  represented  an  effort  to  control 
cost  instead  of  being  a response  to  the  patient’s 
needs. 

A set  of  algorithms  are  available  for  the  deter- 
mination of  need  for  skilled  care.  Although  it  is 
possible  to  change  or  modify  these  to  satisfy  most 
situations,  once  agreed  upon  they  should  not  be 
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tampered  with  to  meet  the  pressures  of  cost.  It 
would  be  far  better  to  restrict  the  admission  cri- 
teria. 

Patient  Care  Planning,  Utilization  Review, 
Drug  Review,  and  Discharge  Planning:  These 
functions  are  all  facilitated  and  more  readily  ac- 
complished through  an  assessment  process  by 
identifying  and  flagging  those  conditions  that  are 
at  variance  with  the  generally  accepted  inci- 
dence. Profiles  and  summaries  may  be  done, 
which  over  a period  of  time  will  afford  a good 
perspective  of  what  is  happening  to  the  long-term 
care  patient. 

Management 

Matching  of  Needs  and  Services:  Patient  as- 
sessment provides  to  various  levels  of  manage- 
ment factual  information  about  problems  and  pa- 
tient care  needs  in  the  facility.  Resource  material 
is  available  about  past  performance;  present  pol- 
icies can  be  evaluated,  and  new  ones  developed 
as  necessary,  as  can  changes  in  services  and  staff- 
ing, and  modifications  in  space  and  equipment. 

Staffing:  By  determining  the  various  types  of 
nursing  care  given  or  that  need  to  be  given  to 
patients  with  any  of  several  types  of  disabilities 
and  impairments  it  is  possible  to  determine  the 
amount  and  type  of  nursing  time  required  per  24 
hours.  The  total  time  indicated  for  a nursing  sta- 
tion can  then  be  calculated,  and  the  staffing  ar- 
ranged accordingly. 


Loss  Prevention  Case  of  the  Month  . . . 

( Continued  from  page  286) 

ment  nor  the  missed  office  visit  were  document- 
ed in  the  patient’s  office  record.  No  real  proof  of 
the  appointment  existed,  so  the  discharge  order 
to  return  to  the  office  on  a certain  date  was  the 
only  evidence  that  this  appointment  was  made. 

The  consequences  of  a suspected  positive  cy- 
tology on  the  sputum  specimen  are  so  significant 
that  courts  have  held  that  the  treating  physician 
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Resource  Data  Base 

The  resource  data  base  makes  available  a 
comprehensive  compilation  of  statistics  on  a cur- 
rent basis  in  a standardized,  uniform  manner.  This 
information  can  be  used  in  many  ways:  in  the 
study  of  special  problems,  statistical  analyses,  and 
the  determination  of  quality  assurance. 

Requirements : Any  system  of  patient  assess- 
ment, in  order  to  be  readily  usable  and  afford 
maximum  retrievable  information,  should  have  an 
abstract  (form)  of  limited  length.  It  should  use 
uniform,  objective,  concise  definitions  and  terms. 
The  system  should  be  adaptable  to  change  and  it 
should  be  capable  of  being  computerized. 

There  should  be  a comprehensive  data  set, 
which  should  include  data  needed  for  patient  care 
and  facility  management,  as  well  as  that  required 
by  the  various  governmental  agencies,  interme- 
diaries, and  others.  It  should  be  a complete  sys- 
tem, usable  for  patient  care,  management,  regu- 
lation, reimbursement,  and  policymaking. 

The  assessment  system  should  be  reasonable 
in  cost  as  to  time  and  expense  of  materials  and 
equipment.  Extraneous  information  should  be 
omitted.  The  lowest  common  denominators  for 
identifying  and  measuring  should  be  used.  The 
information  should  be  collected,  analyzed,  ar- 
ranged in  a standardized  format,  and  made  avail- 
able to  all  groups  and  individuals  wishing  to  use 
it.  CUP 

P.O.  Box  1398 
Murfreesboro,  TN  37130 


must  use  all  reasonable  means  to  notify  the  pa- 
tient. Check  the  system  you  have  for  handling 
incoming  laboratory  reports,  documenting  ap- 
pointments given  on  discharge  from  hospital,  and 
documenting  missed  appointments  on  the  pa- 
tient’s record.  In  this  case  a lot  of  grief,  time, 
and  money  could  have  been  saved  with  attention 
to  this  kind  of  detail.  L ^ 
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Health  and  Environment  Report 


Immunization  Levels  and  Disease  Incidence 

HARRY  B.  WOODWARD 


During  the  fall  of  1983  the  Tennessee  Depart- 
ment of  Health  and  Environment  conducted  self- 
surveys to  determine  the  immunization  status  of 
children  attending  kindergarten  and  first  grade  in 
public  and  non-public  schools,  and  children  en- 
rolled in  day  care  and  Head  Start  programs.  Re- 
sults from  these  four  surveys  are  included  in  Ta- 
ble 1 and  reflect  the  considerable  continuing 
effort  made  by  vaccine  providers,  educators,  and 
child  care  personnel  to  assure  the  adequate  im- 
munization of  children  attending  these  facilities 
in  Tennessee. 

The  continuing  reduction  of  reported  cases  of 
mumps  and  pertussis  and  the  current  absence  of 
indigenous  measles  and  rubella  in  Tennessee  are 
proof  that  the  efforts  made  to  immunize  children 
attending  these  various  facilities  is  achieving  the 
goal  of  preventing  these  diseases.  Table  2 reflects 
this  success  in  disease  prevention. 


If  we  are  to  continue  the  low  incidence  of 
mumps  and  pertussis  and  the  elimination  of  in- 
digenous measles  and  rubella  in  Tennessee,  we 
must  not  only  maintain  the  high  levels  of  immu- 
nizations reflected  in  Table  1,  but  also  we  must 
improve  the  immunization  status  of  children  un- 
der 2 years  of  age.  During  1983,  we  conducted  a 
survey  to  determine  the  immunization  status  of 
1,504  children  who  were  born  in  April,  1981  (24 
months  of  age).  Immunization  recommendations 
of  the  American  Academy  of  Pediatrics  and  the 
U.S.  Public  Health  Service  were  used  as  criteria 
for  determination  of  complete  or  incomplete  im- 
munization. Table  3 shows  that  less  than  60%  of 
these  children  were  completely  immunized  for 
their  age.  Overall,  there  was  no  difference  in  the 
immunization  status  of  children  who  received 
their  immunizations  from  a private  provider  and 
those  who  received  immunizations  from  a public 


TABLE  1 

RESULTS  OF  IMMUNIZATION  STATUS  SURVEYS,  BY  ANTIGEN, 
TENNESSEE,  1983-1984  SCHOOL  YEAR 


Percent  Adequately  Immunized 


Type  of  Survey 

Number  Children 

All* 

Diphtheria 

Polio 

Measles 

Rubella 

Public  School 

124,364 

97.3 

97.7 

97.6 

98.9 

98.9 

Non-Public  School 

7,947 

96.4 

96.9 

96.7 

97.1 

97.0 

Day  Care 

47,774 

97.6 

98.5 

98.4 

98.1 

98.1 

Head  Start 

7,864 

98.1 

98.4 

98.5 

98.4 

99.1 

TOTAL 

187,949 

97.4 

97.9 

97.8 

98.6 

98.6 

'School  = 4 DTP;  4 polio;  1 measles;  1 rubella. 
Day  Care,  Head  Start = immunized  for  age. 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville.  Mr.  Woodward  is  director  of  the  Immunization  Program. 
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TABLE  2 

COMPARISON  OF  NUMBERS  OF  CERTAIN 
VACCINE  PREVENTABLE  DISEASES, 

BY  YEAR,  1978,  1980,  AND  1983,  TENNESSEE 


Disease 

1978 

1980 

1983 

Measles 

952 

169 

0 

Rubella 

215 

41 

0 

Mumps 

471 

33 

30 

Pertussis 

60 

37 

8 

TABLE  3 

PERCENT  OF  24-MONTH-OLD  CHILDREN  COMPLETELY 
IMMUNIZED,*  BY  AREA,  TENNESSEE,  1983 


First  Tennessee  Region 

67.5 

East  Tennessee  Region 

55.1 

Southeast  Region 

67.7 

Upper  Cumberland  Region 

61.2 

Mid-Cumberland  Region 

61.2 

South  Central  Region 

55.3 

Northwest  Region 

66.0 

Southwest  Region 

61.9 

Davidson  County 

58.3 

Hamilton  County 

41.4 

Knox  County 

62.5 

Shelby  County 

40.0 

State 

57.0 

'Completely  Immunized  = 4 DTP;  3 or  4 polio;  1 measles;  1 mumps; 
and  1 rubella. 


provider. 

Immunizations  on  a timely  basis  are  easier  to 
deliver  than  most  other  services  because  others 
are  more  complex  and  require  more  compliance 
from  the  family.  Up-to-date  immunizations 
measures  only  the  opportunity  for  the  provid- 
er (s)  to  serve  the  whole  child.  Absence  of  up-to- 
date  immunizations  indicates  little  opportunity  to 
serve  the  whole  child.  Therefore,  this  fairly  low 
level  of  up-to-date  immunizations  in  the  24  month 
olds  surveyed  may  indicate  a need  for  further  at- 
tention to  this  age-group’s  health  care  needs.  The 
Department’s  efforts  in  the  Governor’s  “Healthy 
Children  Initiative”  is  being  directed  toward 
working  with  private  and  public  child  health  care 
providers  to  enhance  the  health  services  these 
young  children  in  Tennessee  receive.  r S 
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BRIEF  SUMMARY 

PROCARDIA’ (nifedipine)  CAPSULES  For  Oral g. 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  s indicated  lorf 

management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) ciass.cai  pane 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  hi 
voked  by  ergonovme  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those pdft 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  ncompat 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARff 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  componeafc 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertwi' 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vas 
spasm . or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  biocxers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated k 
the  management  of  chronic  stable  angina  (etiort-associated  angina)  without  evidence  of 
in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  organic  n.trati 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  n controle 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exerose  toierano 
but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  m those  patients  a> 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  an 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  mlo 
mation  is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment  especially 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  Whenr 
troducmg  such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  cioseiy  smr 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients  the  hypotensive  effect  i 
PROCARDIA  is  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poortyf# 
erated  hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the^H 
subsequent  upward  dosage  adiustment.  and  may  be  more  likely  in  patients  on  concomitant  to 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  >n  pattern, 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypas 
surgery  using  high  dose  fentanyl  anesthesia  The  interaction  with  high  dose  fentany : appears  tot 
due  to  the  combination  of  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  wit 
PROCARDIA  alone  with  low  doses  of  fentanyl  in  other  surgical  procedures  or  with  other  nar:r 
analgesics  cannot  be  ruled  out-  In  PROCARDIA  treated  patients  where  surgery  using  fi  gh  dos 
fentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  an; 
if  the  patient's  condition  permits  sufficient  time  (at  least  36  hours)  should  be  a owed:: 
PROCARDIA  to  be  washed  out  of  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  di 
ration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  necr 
amsm  of  this  response  is  not  established  but  could  result  from  decreased  coronary  perlusto 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  deman 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a witt 
drawal  syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catecho 
amines  Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expect' 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  importar 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  begwmn 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker  have  developed  hea 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  nskfc 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  penphera  .ascu; 

resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titratio 
of  PROCARDIA  is  suggested  Close  observation  is  especially  recommended  for  patients  alrea: 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arter  ai  vast 
dilation  and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  wit 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuret 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be taxe 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  i Expenenc 
m over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administrate 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasion 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  hea 
failure,  severe  hypotension  or  exacerbation  of  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admmistered  with  nitrates  but  there  nav 
been  no  controlled  studies  to  evaluate  the  antiangmal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  with  digoxin  increased  digoxm  levels  in  nine  of  tweft 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  found  no  increase  in d 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  of  oven* 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  rea 
ured,  digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  wit 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating  adits' 
mg.  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating  nifi 
dipme  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  it 
man  dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity i 
rats,  embryotoxicity  in  rats,  mice  and  rabbits  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-heaoednes: 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  about  10°o  of  pe 
tients.  transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  (^ 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antur 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps  nervousnes: 
dyspnea,  nasal  and  chest  congestion,  diarrhea  constipation  inflammation  oint  stiffness  shak 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis  pruritus  urticaria  ft 
ver,  sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PROCARDIA  therapy  wa 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the na 
ural  history  of  the  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many1 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conge 
tive  heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  d'Sturl 
ances  each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline pho- 
phatase.  CPK,  LDH.  SGOT.  and  SGPT  have  been  noted,  and  a single  incident  of  significantly ek 
vated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladd 
disease  after  about  eleven  months  of  nifedipine  therapy  The  relationship  to  PROCARDIA  therapy 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptom' 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  m the  extensive  wo 
literature 

HOW  SUPPLIED:  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  nitedffljk 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NDC  0069-2600-661  300  iNDC  006E 
2600-72).  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  protected troi 
light  and  moisture  and  stored  at  controlled  room  temperature  59  to  77°F  (15c  to  25  0 ntnema 
ufacturer  s original  container 

More  detailed  professional  information  available  on  request  £ 1982  Pfizer  ir* 
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Challenge  1984 

I thank  you  for  allowing  me  to  assume  the  presidency  of  the  Tennessee 
Medical  Association  for  the  year  1984-85.  I pledge  to  work  diligently  in 
performing  the  duties  of  the  President,  and  to  be  responsive  to  the  constit- 
uency which  I serve.  I follow  a long  line  of  outstanding  leaders  in  the  med- 
ical profession,  and  will  do  my  best  to  meet  the  challenge  which  you  have 
afforded  me. 

We  are  in  changing  times  in  the  medical  profession,  as  well  as  in  the 
socioeconomic  field.  There  are  many  problems  and  issues  which  we  have  to 
face  and  attempt  to  solve  in  1984. 

One  of  the  pressing  issues  with  which  we  are  faced  began  in  1983,  that  of 
Diagnosis  Related  Groups  (DRGs).  DRGs  coupled  with  Prospective  Pricing 
System  (PPS)  will  present  challenges  such  as  we  have  never  had  before.  DRGs  are  468  diagnosis 
groups  in  which  the  hospital  admission  of  all  patients  covered  by  Medicare  will  be  categorized.  PPS  is 
the  dollar  amount  per  DRG  which  each  individual  hospital  will  be  paid  for  Medicare  patients.  PPS 
will  be  figured  from  a relative  value  of  resources  required  for  each  DRG  with  regional  weighting. 
There  will  be  a distinction  between  rural  and  urban  hospitals,  with  the  rural  hospital  receiving  ap- 
proximately 40%  less  than  the  urban  hospital  for  each  DRG.  As  you  can  easily  see,  it  will  be  neces- 
sary for  the  medical  profession  to  work  closely  with  the  administrations  of  hospitals  in  order  that  the 
patients  receive  quality  medical  care  within  the  reimbursement  allowed  for  each  DRG.  DRGs  and 
PPS  will  be  phased  in  over  a four-year  period.  You  will  remember  that  there  were  Regional  Medical 
Programs,  then  Health  Systems  Agencies,  Professional  Standards  Review  Organizations,  and  now  the 
government  is  going  to  try  a Prospective  Pricing  System.  The  final  consequence  will  be  for  the  DRGs 
to  eventually  wind  up  in  your  office  with  all  third  party  payments  for  outpatient  visits  being  made  to 
physicians  based  on  the  DRG  concept.  In  December  1983,  a bill  requiring  mandatory  acceptance  of 
assignment  of  Medicare  payments  by  physicians  was  introduced  into  the  Congress.  Coupled  with  the 
assignment  provision  was  the  requirement  that  hospital  privileges  for  each  staff  member  be  dependent 
upon  100%  assignment  for  Medicare  patients.  The  hospital  would  not  be  paid  under  Medicare  unless 
the  physician  accepted  the  assignment  for  all  Medicare  inpatient  services.  The  bill  did  not  pass,  but 
you  may  expect  it  to  reappear  in  1984.  Please  be  observant  of  the  Kennedy-Gephardt  Bill  that  was 
introduced  into  Congress  during  February  of  this  year. 

Another  challenge  will  be  the  issuance  of  the  Section  on  Medical  Staff  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  which  takes  effect  on  July  1,  1984.  The  Joint  Commission  proposed  chang- 
ing their  Medical  Staff  Section  to  an  Organized  Staff  Section  in  response  to  a Federal  Trade  Commis- 
sion investigation  that  threatened  judicial  action.  This  would  have  placed  each  section  of  the  hospital 
staff  under  its  own  jurisdiction,  e.g.,  medical  staff,  dental  staff,  limited  licensed  practitioners,  and 
others.  At  its  interim  meeting  in  December  1983,  the  American  Medical  Association  responded  with 
a challenge  to  the  Commissioners,  asking  them  to  change  back  to  a medical  staff.  It  was  the  feeling 
of  the  AMA  House  of  Delegates  that  the  quality  of  medical  care  within  each  hospital  is  a direct 
responsibility  of  the  medical  staff.  The  Joint  Commission  then  changed  its  draft  back  to  a medical 
staff.  However,  there  will  be  the  opportunity  for  limited  licensed  practitioners  to  admit  patients  to 
hospitals  with  prompt  evaluation  by  a licensed  physician.  This  is  something  which  each  individual 
hospital  staff  will  have  to  deal  with  in  its  own  way. 

The  malpractice  situation  will  continue  to  be  with  us.  In  1975,  we  saw  the  advent  of  the  State 
Volunteer  Mutual  Insurance  Company,  in  response  to  carriers  of  malpractice  insurance  removing 
themselves  from  the  market  in  Tennessee.  We  can  be  justifiably  proud  of  the  strides  that  SVMIC  has 
made  in  its  short  history.  Statistics  for  1983  revealed  an  increase  of  participants  in  this  company  of 
more  than  200  physicians,  making  a total  of  more  than  5,200  Tennessee  physicians  enrolled  in  our 
company. 

Yes,  we  will  be  faced  with  many  issues  and  challenges  in  1984.  May  we  rise  to  these  issues  and 
challenges  as  we  have  done  in  the  past,  and  through  cooperation  provide  quality  medical  care  to  our 
patients. 

The  decade  of  the  1980s  will  witness  a definite  change  in  the  practice  of  medicine  compared  to  past 
decades.  We  can  meet  this  challenge!  r 


Thomas  K.  Ballard 


journal  of  the 

tenne//ee 

medical  a/zoctotion 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 
ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 
JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932. 


Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication. 


Address  papers,  discussions  and  scientific  matter  to: 

John  B.  Thomison,  M.D.,  Editor,  P.O.  Box  70, 
Nashville,  TN  37202 

Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M.  McCALLUM,  M.D.,  Chairman,  Henderson 
SIDNEY  L.  BICKNELL,  M.D.,  Jackson 
WINSTON  P.  CAINE,  M.D.,  Chattanooga 
CLAUDE  H.  CROCKETT,  JR.,  M.D.,  Bristol 
FRANCIS  W.  GLUCK,  JR.,  M.D.,  Nashville 
JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


MAY,  1984 


editorial/ 


Perspective 

Monument  Valley  in  northern  Arizona  is  one 
of  the  most  spectacular  of  all  God’s  handi- 
works— or  Nature’s  craft,  as  you  prefer.  When 
viewed  from  the  valley  floor  the  monumental  rock 
formations  are  stupendous.  Nonetheless,  from  the 
window  of  a Boeing  727  flying  at  30,000  feet  those 
craggy  projections  of  the  earth’s  crust  appear  as 
insignificant  blots  on  the  flat  red-brown  palette 
below. 

Keeping  one’s  perspective  about  such  things  is 
not  too  difficult,  since  it  is  really  of  little  impor- 
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tance;  thinking  about  them  is  a pleasant  diver- 
sion when  there  is  little  else  to  do.  When  we  be- 
gin to  be  threatened,  though,  even  little  things 
assume  mammoth  proportions,  and  our  perspec- 
tive goes  flying  out  the  window;  the  closer  the 
threat  comes  to  our  pocketbook  the  more  likely 
we  are  to  become  frightened — nay,  hysterical. 

In  a more  or  less  offhand  way,  in  addressing 
health  care  costs  the  government  revealed  that 
the  fiscal  1985  budget  as  proposed  by  the  Presi- 
dent would  authorize  expenditures  by  the  De- 
partment of  Health  and  Human  Services  (DHHS) 
of  $324.8  billion,  which  works  out  to  $36.3  mil- 
lion an  hour  in  benefits  to  more  than  60  million 
Americans.  I submit  that  this  figure  was  pre- 
sented in  such  a way  as  to  stagger  the  imagina- 
tion and  destroy  perspective — an  old  ploy  of  gov- 
ernment. Its  clear  message  is  that  we  have  got  to 
reduce  health  care  spending.  Well,  let’s  dissect 
that  statement  and  its  message,  and  make  some 
observations  and  comparisons  so  as  to  collect  our 
wits. 

In  the  first  place,  when  broken  down,  that  fig- 
ure works  out  to  about  $14  a day  for  each  of 
those  60  million  individuals,  or  $5,000  a year — 
scarcely  a staggering  sum.  In  the  second  place, 
although  the  government  would  like  the  public 
to  think  so,  by  no  means  all  of  the  HHS  budget 
is  health-related,  except  insofar  as  everything  we 
do  is  in  some  measure  related  to  our  health. 
Speaking  at  the  recent  AMA  Leadership  Confer- 
ence, Assistant  Secretary  of  HHS  for  Health  Ed- 
ward N.  Brandt,  Jr.,  M.D.,  commented  that  we 
need  to  have  a clearer  definition  of  what  is  ac- 
tually health-related;  for  example,  acid  rain  has 
been  called  our  number  one  public  health  prob- 
lem, when  in  fact  no  health  hazard  at  all  has  been 
traceable  to  acid  rain.  In  its  all-out  drive  to  con- 
trol medicine,  the  government  has  misled  the 
public  into  ascribing  a much  greater  cost  to  health 
care  than  actually  exists. 

Another  bureaucratic  misconstruction  is  the 
statement  by  the  OMB  that  “11%  of  the  popu- 
lation consumes  30%  of  the  health  care  dollars.” 
While  it  is  true  that  the  segment  of  the  popula- 
tion over  65  accounts  for  this  30%,  those  health 
care  dollars  have  not  disappeared  into  thin  air. 
They  go  to  pay  the  salaries  of  the  individuals  who 
look  after  those  sick  folks  and  who  make  and  sell 
the  necessary  supplies.  Most  of  that  money  is 
spent  locally,  and  much  of  the  rest  goes  for  taxes 
to  help  pay  the  salaries  of  the  individuals  who 
look  after  those  sick  folks  and.  ...  To  say  they 
“consume”  health  care  is  therefore  a distortion 
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of  the  facts,  one  that  appears  deliberate.  In  the 
same  vein,  labor  and  industry,  which  profit  from 
the  expenditure,  are  said  to  “contribute”  to  pay- 
ing the  costs  of  care. 

Outrage  had  been  expressed  that  10.5%  of  the 
GNP  is  consumed  by  health  care,  although  17% 
is  spent  on  (not,  please  note,  consumed  by)  rec- 
reation. I have  not  heard  anyone  call  for  regula- 
tion of  the  enormous  salaries  commanded  by 
professional  athletes.  One  of  the  commentators 
at  the  Winter  Olympics,  in  addressing  this  issue, 
opined  that  such  individuals,  unlike  those  with 
such  pedestrian  skills  as  are  exercised  by,  say, 
doctors  (in  fairness,  he  did  not  specify  any  par- 
ticular calling)  are  one-of-a-kind  phenomena,  and 
deserve  their  rewards.  Nevertheless,  a guitar 
picker  shows  up  on  the  streets  of  Nashville  with 
his  guitar  as  his  sole  investment,  and  a high  school 
education  (maybe),  paid  for  by  you  and  me;  he 
is  “discovered,”  and  in  a few  years  is  collecting 
$50,000  for  an  evening’s  appearance.  An  athlete 
attends  college  on  a grant-in-aid,  at  no  cost  to 
himself,  and  goes  on  to  a contract  for  several 
million  dollars  over  the  next  few  years,  with  in- 
come tax  averaging  to  help  him  out. 

I do  not  begrudge  any  of  those  people  their 
income.  In  the  first  place,  I would  not  change 
places  with  them  for  all  their  wealth.  Though  I 
think  them  overpaid  for  what  they  do,  since  their 
public  is  willing  to  subsidize  them  by  paying  ex- 
orbitant prices  for  tickets  to  watch  or  listen  to 
them,  buy  their  records,  view  their  films,  and  so 
on,  then  I presume  they  are  entitled  to  whatever 
they  can  rip  from  the  public  purse. 

About  a decade  ago  (more  like  12  years,  to  be 
precise),  Senator  Teddy  Kennedy  started  the  de- 
cline in  medical  care  with  the  remark  that  “health 
is  an  inalienable  right,  along  with  life,  liberty,  and 
the  pursuit  of  happiness.”  Although  he  over- 
stretched himself,  what  he  really  meant — health 
care — has  come  to  be  so  viewed  by  the  majority 
of  Americans.  It  should,  ergo,  be  guaranteed  by 
their  Uncle  Sam,  and  those  purveyors  of  it  should 
consider  themselves  so  blessed  to  be  a party  to 
such  a noble  calling  that  they  should  be  willing — 
nay,  should  clamor — to  do  it  with  little  or  no 
compensation. 

It  is  clear  that  a public  spending  17%  of  the 
GNP  for  recreation,  20%  for  transportation,  and 
from  25%  to  50%  in  taxes  is  going  to  find  itself 
pinched  by  outlays  for  much  of  anything  else. 
Hence  the  message  that  has  come  through  loud 
and  clear  to  the  Congress — from  the  individual 
taxpayer,  from  industry,  and  from  labor — is  that 


health  care  costs  too  much.  Being  largely  hedon- 
istic, our  entire  society  has  completely  lost  its 
perspective. 

What  the  rest  of  society  seems  to  forget  in  its 
cupidity  is  that  the  portion  of  the  medical  profes- 
sion under  the  age  of  40  or  45  is  a part  of  that 
same  society,  and  has  become  accustomed  to  the 
same  perquisites  that  are  claimed  by  labor  and 
management.  Our  colleagues  watch  those  in  the 
legal  profession  steal  from  those  they  assist  in 
gouging  hard  earned  dollars  from  their  adversar- 
ies or  insurance  companies,  and  have  noted  the 
legislative  resistance  to  doing  away  with  the  con- 
tingency system,  the  legal  profession’s  license  to 
steal.  This  in  itself  is  one  of  the  most  significant 
factors  in  increasing  medical  costs  as  they  pertain 
to  doctors’  fees.  As  they  watch,  more  and  more 
of  our  colleagues  determine  to  get  theirs  too. 

Regulation  such  as  is  now  being  considered  will 
only  subvert  the  system,  and  medical  care  must 
ultimately  deteriorate.  Medicine  will  become  a 
nine-to-five  occupation  instead  of  a profession. 
Until  recently  it  was  unheard  of  that  policemen, 
teachers,  firemen,  and  so  on,  let  alone  doctors, 
would  ever  strike.  Now  all  do.  Such  regulation 
will  ensure  that  more  doctors  will  join  in.  With 
hospital  emergency  rooms  feeling  the  economic 
pinch  of  DRGs,  God  help  those  who  find  them- 
selves ill  in  the  middle  of  the  night  out  of  earshot 
of  their  “regular”  doctor. 

Grasping  the  curtains  on  his  bedpost,  Scrooge 
implored  the  ghost  of  Christmas  future  to  say 
what  he  had  seen  wouldn’t  be  so.  The  spirit’s  im- 
plied answer  was  that  only  a change  of  heart 
would  alter  the  picture.  Not  being  prescient,  I 
claim  no  insights  that  do  not  come  from  reading 
the  signs  of  the  times.  When  society  loses  its  per- 
spective, most  of  its  elements  lose  their  sense  of 
humor,  as  well.  This  is  indeed  a bad  sign — the 
proverbial  ill  wind  that  blows  nobody  good.  I can 
feel  it  in  my  bones. 

J.B.T. 

P.S.— 

A shopkeeper  explaining  to  his  son  about  eth- 
ics used  as  an  example  the  case  of  a man  who 
had  given  him  a $20  bill  for  an  item  that  cost 
$3.50.  Mistaking  it  for  a five,  the  shopkeeper  had 
given  $1.50  in  change  to  the  customer,  who  had 
accepted  it,  and  was  walking  out  of  the  shop  when 
the  shopkeeper  discovered  his  error.  “Now  about 
ethics,”  he  said  to  his  son,  to  which  the  youth 
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replied,  “I  get  it.  Ethics  is  whether  you  call  him 
back  or  not  and  give  him  his  correct  change.” 
“No,”  said  his  father,  “you  don’t  understand. 
Ethics  is  do  I tell  my  partner  or  don’t  I?” 

A day  or  so  after  the  preceding  editorial  was 
set  in  type  a letter  addressed  to  the  AMA  ar- 
rived in  the  office  of  the  Nashville  Academy  of 
Medicine,  its  author  the  disgruntled  patient  of  a 
local  allergist.  She  enclosed  a form  letter  she  had 
received  from  him  having  the  salutation,  “Dear 
Allergy  Patient.”  The  letter  went  on  to  explain 
that  effective  April  1 he  was  instituting  a semi- 
annual surcharge  of  $60,  for  which  she  would  re- 
ceive a quarterly  statement  of  $30.  It  invited  her 
to  feel  free  to  contact  his  office  should  she  have 
any  questions.  She  complained  that  in  addition 
to  the  surcharge,  her  shots  had  just  gone  up  from 
$10  to  $14.  She  knew  the  other  patients  were  up- 
set, too,  she  said,  but  they  hesitated  to  make  a 
formal  complaint  because  the  pain  and  expense 
of  repeating  all  the  tests  under  another  physician 
more  or  less  forced  them  to  continue  under  his 
care.  In  fact,  the  Academy  had  been  receiving 
calls  for  some  time  from  others  of  his  patients 
inquiring  about  the  ethics  of  the  surcharge,  but 
fearing  retribution  they  had  declined  to  send  a 
copy  of  the  letter  or  even  name  the  doctor,  let 
alone  take  the  case  to  the  Grievance  Committee. 

By  no  means  everything  that  is  immoral  is  il- 
legal, and  there  is,  of  course,  nothing  illegal  about 
what  the  allergist  is  doing;  furthermore,  to  for- 
mally call  his  ethics  into  questions  would  bring 
the  Federal  Trade  Commission  (FTC)  down  on 
our  backs  with  the  charge  of  price  fixing,  and 
consequently  restraining  trade.  As  far  as  the  FTC 
is  concerned,  you  see,  we  are  a trade  and  not  a 
profession.  As  far  as  the  allergist  is  concerned, 
you  see,  we  are  a trade  and  not  a profession.  It 
is  as  simple  as  that.  He  and  others  like  him  go 
far  toward  proving  the  FTC  correct.  It  does  not 
require  that  the  whole  medical  profession  behave 
unethically — only  a few. 

The  AMA  has  sought  to  dissuade  the  Con- 
gress from  enacting  legislation  regulating  doc- 
tors’ fees  by  a promise  that  the  profession  will 
regulate  itself  with  a fee  freeze.  In  her  letter,  the 
lady  opined  that  she  was  opposed  to  regulating 
fees  on  several  grounds,  but  that  she  could  in  the 
end  see  no  help  for  it  when  doctors  behave  in 
such  a manner.  I must  confess  that  as  a citizen  of 
the  United  States  neither  can  I.  The  letter,  which 
arrived  on  the  day  of  the  monthly  meeting  of  our 
Academy  Board,  moved  one  Board  member  to 
comment  that  it  made  him  want  to  quit  practic- 
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ing  medicine. 

It  has  always  been  that  the  unconscionable  acts 
of  the  few  bring  dire  consequences  onto  the  many 
who  are  trying  to  act  responsibly,  ethically,  and 
morally.  The  sad  fact  is  that  the  number  of  the 
few  is  growing,  and  as  the  fence  sitters  watch, 
they  tend  to  slide  off  on  the  money  side.  There 
is  little  the  rest  of  us  can  do  about  it,  now  that 
our  code  of  ethics  has  been  rendered  edentulous 
by  the  FTC. 

When  the  final  axe  falls,  and  medicine  be- 
comes a regulated  public  utility,  it  will  give  me 
no  satisfaction,  but  only  pain,  to  say,  “I  told  you 
so.”  How  far  hath  the  once  proud  profession 
turned  merchant,  mechanic,  plumber,  and  pur- 
veyor of  snake-oil  fallen. 

J.B.T. 

In  this  Place 

From  the  time  I was  old  enough  to  compre- 
hend pictures  I was  enthralled  by  the  National 
Geographic  Magazine , to  which  my  father  began 
subscribing  in  1914,  possibly  accounting  for  my 
love  of  nature  and  my  itchy  feet.  Some  of  my 
most  vivid  memories  are  voyeuristic  identifica- 
tion with  travelers  to,  among  other  places,  the 
Valley  of  the  Ten  Thousand  Smokes,  Yosemite, 
and  the  land  of  the  big  trees.  I learned  it  took 
half  a dozen  men  or  more  with  outstretched  arms 
to  encircle  some  of  those  giant  Sequoias,  and  in 
one  issue  a photograph  appeared  of  an  automo- 
bile, with  Teddy  Roosevelt  as  a passenger,  being 
driven  through  a hole  in  the  trunk  of  one  of  them. 

Most  of  those  forest  giants  have  gone  the  way 
of  TR  and  his  companions.  Though  awed  by  the 
huge  trees,  lumberjacks  nonetheless  chopped 
them  down  and  cut  them  up  by  the  thousands, 
as  if  by  so  doing  they  somehow  exaulted  them- 
selves. Indeed,  there  were  photographs  showing 
dozens  of  men  astride  some  of  the  gigantic  logs. 
Despite  disclaimers  from  the  lumber  industry,  re- 
forestation will  not  replace  such  trees,  which  were 
already  mature  when  Charlemagne  was  crowned 
King  of  the  Holy  Roman  Empire.  Only  a few  are 
still  preserved,  most  in  the  national  and  state 
parks  of  our  Pacific  Coast.  One  of  these  parks  is 
the  Muir  Woods,  in  Marin  County,  just  north  of 
San  Francisco. 

Sleeping  in  an  ancient  field  with  a stone  for  a 
pillow,  Jacob  dreamed  of  a stairway  that  ascend- 
ed into  heaven,  with  angels  ascending  and  de- 
scending upon  it.  His  words  on  awakening  were, 
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“Surely  the  Lord  is  in  this  place.”  The  seers  who 
succeeded  Jacob  expanded  our  view  of  God  to 
an  assurance  that  God  is  not  limited,  but  is 
everywhere  present.  Nevertheless,  walking  early 
of  a morning  through  the  dripping  woods,  where 
faint  wisps  of  fog  caress  the  topmost  fronds  of 
towering  redwood  pillars,  awed  by  a stillness 
broken  only  by  the  occasional  call  of  a bird  and 
the  inconstant  babble  of  the  brook  that  runs 
through  the  wood,  one  is  apt  to  murmur  with  Ja- 
cob, “Surely  the  Lord  is  in  this  place.”  So  strong- 
ly did  some  of  the  early  wanderers  through  that 
forest  feel  His  presence  that  walking  through  one 
grove  between  massive  columns  so  like  those  of 
some  great  gothic  basilica,  they  named  it  Cathe- 
dral Grove. 

There  are  a lot  of  jokes,  not  entirely  unjusti- 
fied, about  the  Jehovah  complex  of  doctors.  Few 
(I  hesitate  to  say  none)  of  us  aspire  to  Godhood, 
yet  we  do  sometimes  so  impress  our  patients. 
Since  the  healing  they  need  is  seldom  physical 
only,  our  patients  sometimes  need  to  feel  that 
“surely  the  Lord  is  in  this  place”;  they  some- 
times also  need  to  know  that  “so  is  my  doctor.” 
When  they  do,  jesting  aside,  they  often  want 
more  than  just  our  physical  ministrations. 

J.B.T. 


Carter  Hal  Henard,  age  75.  Died  March  15,  1984. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Greene  County  Medical  Society. 

William  Dozier  Jones,  age  62.  Died  February  27,  1984. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Lincoln  County  Medical  Society. 

Lester  Howard  Shields,  age  75.  Died  December  1,  1983. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  McMinn  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CARTER  COUNTY  MEDICAL  SOCIETY 

Harold  W.  Burnette,  M.D.,  Johnson  City 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Steven  H.  Dowlen,  M.D.,  Chattanooga 
Mark  S.  Grimsley,  M.D.,  Chattanooga 
Michael  E.  Hildebrand,  M.D.,  Chattanooga 
Wayne  V.  Kim,  M.D.,  Chattanooga 
James  P.  Richmond,  M.D.,  Chattanooga 

LAKEWAY  MEDICAL  SOCIETY 

John  P.  Stamer,  Jr.,  M.D.,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

Moa  Taz  Toban,  M.D.,  Columbia 

NASHVILLE  ACADEMY  OF  MEDICINE 

Lori  Adels  on,  M.D.,  Nashville 
Vinita  Anand,  M.D.,  Nashville 
Frank  E.  Carroll,  M.D.,  Nashville 
William  H.  Edwards,  Jr.,  M.D.,  Nashville 
Burton  F.  Elrod,  M.D.,  Nashville 
Sheldon  M.  Epstein,  M.D.,  Nashville 
Robert  C.  Jamieson,  M.D.,  Nashville 
Jennifer  L.  Kay,  M.D.,  Nashville 
John  C.  Koomen,  M.D.,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Joseph  D.  Connell,  M.D.,  Dyersburg 
Mary  S.  David,  M.D.,  Dyersburg 
Steven  R.  Kinney,  M.D.,  Ripley 

RUTHERFORD  COUNTY  MEDICAL  SOCIETY 

Richard  A.  Rogers,  M.D.,  Murfreesboro 
William  W.  Sutton,  M.D.,  Murfreesboro 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Gary  Q.  Casey,  M.D.,  Bristol 

SUMNER  COUNTY  MEDICAL  SOCIETY 

H.  Wayne  Hooper,  Jr.,  M.D.,  Gallatin 

WASHINGTON-UNICOI  COUNTY 
MEDICAL  SOCIETY 

John  L.  Anderson,  M.D.,  Johnson  City 
Robert  L.  Carbone,  M.D.,  Johnson  City 


pei/onal  new/ 


Pickens  Gantt,  M.D.,  Bristol,  has  been  certified  in  re- 
productive endocrinology  and  infertility  by  the  Amer- 
ican College  of  Obstetrics  and  Gynecology. 

Ronald  L.  Pack,  M.D.,  has  been  elected  chief  of  staff 
at  Park  West  Hospital  in  Knoxville.  Other  new  officers 
include  Kyle  O.  Rutherford,  M.D.,  vice  chief  of  staff; 
and/.  Samuel  Marcy,  M.D.,  secretary-treasurer. 
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TMA  Members  Receive  AMA  Physician’s  Recognition  Award 


Thirty-three  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  February 
1984. 

To  qualify  for  the  PRA,  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over 
a three-year  period;  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


May  soon  S.  Ali,  M.D.,  Waverly 
Subhi  D.  S.  Ali,  M.D.,  Waverly 
Leland  L.  Atkins,  M.D.,  Memphis 
Venkata  R.  R.  Bareddy,  M.D.,  Chattanooga 
Robert  O.  Begtrup,  M.D.,  Clarksville 
Joel  R.  Bender,  M.D.,  Chattanooga 
Sung  J.  Chung,  M.D.,  Morristown 
Samuel  H.  Dillard,  Jr.,  M.D.,  Nashville 
Jayanta  K.  Dirghangi,  M.D.,  Memphis 
Thomas  C.  Farrar,  M.D.,  Nashville 
Charles  T.  Faulkner,  M.D.,  Nashville 
J.  Vance  Fentress,  M.D.,  Pulaski 
James  D.  Green,  M.D.,  Nashville 
James  A.  Greene,  M.D.,  Knoxville 
Clifton  E.  Greer,  Jr.,  M.D.,  Nashville 
Harvey  H.  Grime,  M.D.,  Lebanon 
Charles  W.  Hawkins,  M.D.,  Chattanooga 


Felix  A.  Hughes,  Jr.,  M.D.,  Memphis 
Samuel  J.  Kuykendall,  M.D.,  Columbia 
Michael  E.  Kuzur,  M.D.,  Nashville 
Daniel  P.  Labrador,  Jr.,  M.D.,  Chattanooga 
John  W.  Laramore,  M.D.,  Chattanooga 
Granville  A.  Lawrence,  Jr.,  M.D.,  Nashville 
Vichien  Lorch,  M.D.,  Knoxville 
Albert  L.  Maduska,  M.D.,  Memphis 
Thomas  P.  McGee,  Jr.,  M.D.,  Johnson  City 
Dewey  G.  Nemec,  M.D.,  Nashville 
Reinaldo  A.  Olaechea,  M.D.,  Crossville 
Richard  A.  Orland,  M.D.,  Nashville 
Ronald  E.  Overfield,  M.D.,  Nashville 
Arthur  K.  Patterson,  M.D.,  Nashville 
Daniel  R.  Ramey,  III,  M.D.,  Memphis 
Guy  Zimmerman,  Jr.,  M.D.,  Cookeville 


announcement/ 

June  12-14 
June  14-16 

CALENDAR  OF  MEETINGS 

June  14-16 

NATIONAL 

June  16-22 

June  1-3 

Mid-Central  States  Orthopaedic  Society — 
Lodge  of  the  Four  Seasons,  Lake  Ozark,  Mo. 

June  23-24 

June  2-8 

Pan  American  Medical  Association — Mar- 
riott Hotel,  New  Orleans 

June  28-30 

June  3-7 

American  Association  of  Immunologists — St. 
Louis 

June  4-6 

American  Society  for  Laser  Medicine  and 

Surgery — Hotel  Utah,  Salt  Lake  City 

June  14-15 

June  6-9 

International  Symposium  on  Nasal  Physiol- 
ogy and  Surgery  (sponsored  by  Amer.  Rhin- 

ologic  Society) — Hyatt  Regency  Chicago, 
Chicago 

June  20-22 

American  Diabetes  Association — MGM 
Grand  Hotel,  Las  Vegas 
American  College  of  Cryosurgery — New 
York  Sheraton  Hotel,  New  York 
International  Congress  for  Hair  Replace- 
ment Surgery  (sponsored  by  Amer.  Assoc, 
of  Cosmetic  Surgeons) — Plaza  Hotel,  New 
York 

Association  of  Medical  Illustrators — Hyatt 
Regency,  Atlanta 

American  Association  for  the  Study  of 
Headache — Hotel  Meridien,  San  Francisco 
Society  for  Pediatric  Dermatology — Cae- 
sar’s Tahoe,  Lake  Tahoe,  Stateline,  Nev. 


STATE 

Malpractice  Prophylaxis  (sponsored  by 
Southern  Medical  Assoc.) — Peabody  Hotel, 
Memphis 

Upper  Cumberland  Medical  Society — Fall 
Creek  Falls  Resort  Inn — Pikeville 
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Special  Communication 


One  Physician’s  View  of  the  Role  of  the  Hospice 
In  Patient  Care 

GEORGE  S.  HESTER,  M.D. 


There  can  be  no  question  that  a modem  hospital 
with  its  advanced  diagnostic  and  therapeutic  capabili- 
ties, and  with  well-trained  and  highly  skilled  person- 
nel, is  the  ideal  environment  for  management  of  many 
serious  acute,  as  well  as  potentially  curable  or  reme- 
diable chronic  disorders.  We  live  in  an  age  when  com- 
plete and  permanent  cure  of  cancer  is  an  everyday  oc- 
currence. We  all  have  friends,  neighbors,  or  family  who 
have  undergone  successful  coronary  artery  bypass  graft 
surgery.  Combinations  of  chemotherapy  and/or  radia- 
tion therapy  regularly  produce  complete  remission  in 
certain  lymph  node  malignancies.  Renal  transplant  is 
regarded  as  routine  and  enormous  progress  is  being 
made  in  the  field  of  liver  transplant  as  well  as  in  many 
other  areas.  But  having  said  all  of  this,  it  must  be  added 
(as  is  all  too  well  known)  that  modem  medical  science 
cannot  now,  and  will  never  be  able  to,  effect  a cure  in 
every  case. 

Physicians  who  practiced  in  the  past  seemed  less 
troubled  than  are  we  today  by  their  patients  for  whom 
they  could  offer  no  cure.  In  those  days,  relief  of  the 
pain  and  suffering  associated  with  the  disease  was  often 
viewed  as  the  physician’s  major  role.  Today,  medical 
practice  is  so  strongly  oriented  toward  cure  that  doc- 
tors may  find  themselves  uncomfortable  when  caring 
for  patients  whom  they  cannot  cure.  We  physicians  may 
sometimes  deal  with  our  own  discomfort  by  continuing 
to  apply  measures  appropriate  for  cure  long  after  it  is 
evident  to  all  concerned  that  cure  is  no  longer  possi- 
ble. 

The  sudden  deterioration  in  the  condition  of  a pa- 
tient with  terminal  illness  causes  a frightened  family 
member  to  do  that  which  our  modern  lifestyle  condi- 
tions us,  reflexly,  to  do — call  an  ambulancel  Upon  ar- 
rival of  the  ambulance  at  the  home,  highly  trained 
emergency  medical  technicians  apply  their  training  in 
assuring  the  adequacy  of  an  airway,  administering  in- 
travenous fluids,  and  monitoring  cardiac,  respiratory, 
and  neurologic  functions  while  promptly  transporting 
the  patient  to  the  hospital  emergency  room.  Here  a 
skillful,  well-trained  physician  (who  might  be  seeing 
the  patient  for  the  first  time),  assisted  by  competent 
nurses  and  other  support  personnel,  acts  quickly  to 


Dr.  Hester  is  medical  director  of  Hospice  of  Murfreesboro. 


further  stabilize  the  patient’s  vital  functions  until  he 
can  be  transferred  to  the  intensive  care  unit.  By  the 
time  the  patient’s  personal  physician  (who  is  well-aware 
of  the  prognosis)  arrives  at  the  intensive  care  unit,  the 
nurses  have  the  extrinsic  equipment  operating  smooth- 
ly to  support  vital  functions. 

This  hypothetical  situation  that  I have  described 
gives  rise  to  what  I will  refer  to  as  the  “vicious  trian- 
gle.” The  vicious  triangle  is  a figurative  concept  in 
which  the  patient’s  family  is  at  one  corner,  the  nurses 
at  another,  and  the  personal  physician  at  the  third.  The 
patient,  who  at  this  point  might  be  too  sick  to  interact 
in  this  dialogue,  is  not  connected  to,  but  is  surrounded 
by,  the  sides  of  the  triangle.  Each  party  of  the  vicious 
triangle  perceives  that  the  other  parties  consider  the 
only  acceptable  alternative  to  be  the  continuation  of 
life-support  technology  until  all  signs  of  life  disappear 
from  the  patient.  In  some  cases  this  clearly  gives  rise 
to  a situation  where  dying  is  painfully,  expensively,  and 
needlessly  prolonged.  In  truth,  the  patient  himself,  as 
well  as  all  parties  linked  by  the  vicious  triangle,  might 
have  preferred  that  a simpler  way  could  have  been 
found. 

The  vicious  triangle  can  develop  in  other  situations, 
such  as  the  decision  to  undergo  major  mutilative  sur- 
gery which  offers  only  small  hope  for  cure.  Likewise, 
under  certain  circumstances,  radical  courses  of  radia- 
tion therapy  or  chemotherapy  might  be  elected  due  to 
situations  similiar  to  those  created  by  the  vicious  tri- 
angle. In  spite  of  the  emotional  appeal  of  doing  every- 
thing possible,  the  simple  truth  remains  that  in  some 
cases  these  procedures  do  little  to  lengthen  life,  and 
even  less  to  improve  its  quality.  My  comments  should 
not  be  interpreted  in  any  sense  as  being  supportive  of 
euthanasia,  to  which  I am  opposed  on  both  moral  and 
practical  grounds.  I feel,  however,  that  a clear  distinc- 
tion can  and  must  be  made  between  the  concept  of 
preservation  of  life  and  the  concept  of  prolongation  of 
dying.  Preservation  of  life  constitutes  the  core  of  any 
viable  system  of  medical  (or  human)  ethics.  Prolon- 
gation of  dying  is  clearly  not  necessary  to  ethical  med- 
ical practice. 

The  hospice  concept  offers  a practical,  humane  so- 
lution to  the  problem  of  the  vicious  triangle  before  it 
ever  develops.  Before  a patient  can  be  accepted  for 
hospice  care,  the  issue  of  curative  vs.  palliative  care 
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has  to  be  resolved  in  favor  of  palliative  care  at  a time 
and  a place  when  and  where  the  issues  can  be  calmly 
discussed  and  considered  and  a rational  and  informed 
decision  made.  Once  an  informed  decision  is  made  and 
agreed  upon  by  the  patient,  the  family,  the  personal 
physician,  and  the  hospice,  the  issue  of  over-applica- 
tion of  medical  technology  need  never  arise.  The  cruel 
dilemma  of  the  vicious  triangle  need  not  become  a fac- 
tor in  the  patient’s  care.  Thereby  the  patient  is  al- 
lowed to  experience  the  terminal  phase  of  his  illness 
with  minimal  suffering;  the  family,  the  nurses  and  oth- 
er caregivers,  and  the  physician  are  spared  many  ago- 
nizing situations  in  which  they  superficially  feel — or  are 
made  to  feel — that  they  “must”  do  something,  when 
their  true,  deeper  feelings  are  that  something  less  or 
simpler  should  be  done. 

As  medical  technology  has  become  more  complex, 
more  sophisticated,  and  more  efficient,  it  becomes  in- 
creasingly difficult  for  us  to  look  upon  death  as  the 
acceptable  outcome  of  any  illness — especially  in  a pa- 
tient who  has  not  attained  what  we  consider  to  be  an 


extreme  old  age.  This  view,  in  my  opinion,  places  un- 
realistic demands  upon  the  medical  care  system  and 
creates  unnecessary  tension  when  death  does  occur. 
This  view  also  causes  us  to  avoid  realistic  considera- 
tion of  our  own  mortal  nature. 

It  is  well  known  that  modern  medical  science  has 
improved  the  length  and  quality  of  life  in  innumerable 
ways.  For  that  we  should  all  be  truly  grateful.  But  the 
fact  remains  that  there  are  finite  limits  to  the  capabil- 
ity of  medical  science  to  prevent  and  cure  disease.  By 
acceptance  of  this  ourselves,  and,  through  our  work 
with  the  hospice  program,  helping  our  patients,  our 
friends,  our  neighbors,  or  perhaps  members  of  our  own 
families  to  accept  these  limitations  of  medical  science, 
we  will  surely  grow  and  develop  as  human  beings,  en- 
rich our  own  lives,  and  come  to  accept  the  fact  of  our 
own  mortality  with  greater  equanimity.  r ^ 

Murfreesboro  Medical  Clinic 
1004  N.  Highland 
Murfreesboro,  TN  37130 


Dodson  leads  the  way  to  DIVIDENDS 


On  Workers’ 

Compensation 

Insurance 

A service  approved  by 
Tennessee  Medical  Association 

Dividends  have  averaged  24%  over  the  past 
five  years.  Now,  a 15%  advance  discount 
applies  when  your  policy  is  issued.  Yearly 
dividends  are  paid  as  earned. 

For  details,  write  or  call  our  toll-free  number 
800-821-3760. 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  Q,f  Dodson  Insurance  Group 

P.O.  Box  559 
Kansas  City,  MO  64141 


300 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


INDEX  TO  PROCEEDINGS 

House  of  Delegates — 149th  Annual  Meeting 


Call  to  Order 321 

Committee  on  Credentials 321 

Community  Service  Awards 333 

Committee  Reports  Received 340 

Distinguished  Service  Awards 334 

Election  of  Officers 322 

House  of  Delegates  Composition 341 

Invocation 321 

Minutes  Approved  1983 321 

Nominating  Committee  Appointments 322 


Outstanding  Physician  of  the  Year  Award 332 

Petition  for  Transfer  of  County  Society  Charter 322 

Reference  Committee  Appointments 321 

Reports  of  Officers 335 

Report  of  the  Board  of  Trustees 335 

Report  of  the  Executive  Director 339 

Report  of  the  Judicial  Council 339 

Report  of  the  President 335 

Report  of  the  Secretary-Treasurer 337 


AMENDMENTS  TO  THE  CONSTITUTION  AND  BY-LAWS 


LYING  ON  THE  TABLE 

Constitutional  Amendment  No.  1-83 — 

Editorial  Review  of  Constitution 323 

Constitutional  Amendment  No.  2-83 — 

Changes  in  Election  Procedures  and  Terms  of  Certain  Officers  of  TMA 324 

AMENDMENTS  TO  THE  CONSTITUTION  AND  BY-LAWS 

Constitutional  Amendment  No.  1-84 — 

Delegate  from  Department  of  Health  and  Environment 324 

By-Law  Amendment  No.  1-84 — 

Editorial  Review  of  By-Laws 324 

By-Law  Amendment  No.  2-84 — 

AMA  Delegates 325 

By-Law  Amendment  No.  3-84 — 

Student  Members 325 

By-Law  Amendment  No.  4-84 — 

Mediation/Peer  Review  Committee 325 

By-Law  Amendment  No.  5-84 — 

Non-Physician  Affiliate  Members 326 

By-Law  Amendment  No.  6-84 — 

Office  of  Vice-President 326 


RESOLUTIONS 

No.  1-84  Protective  Head  Gear  for  Horseback  Riders 326 

No.  2-84  Tennessee  Medical  Association  Auxiliary 326 

No.  3-84  Penalties  for  Hunting  While  Under  the  Influence  of  Alcohol  or  Drugs 327 

No.  4-84  Voluntary  Fee  Freeze 327 

No.  5-84  Voluntary  Fee  Freeze 327 

No.  6-84  Medicare  Fee  Freeze  and  Mandatory  Assignment 328 

No.  7-84  Dissemination  of  Economic  Information 328 

No.  8-84  Mandatory  Second  Surgical  Opinions 328 

No.  9-84  Opposition  to  Expanding  Use  of  Abbreviations 328 

No.  10-84  Physician  Supervision  of  Nurse  Practitioners 329 

No.  11-84  Insurance  Coverage 329 

No.  12-84  Positive  Personal  Lifestyles 329 

No.  13-84  Living  Will 330 

No.  14-84  Diagnosis  Related  Groups  (DRGs) 330 

No.  15-84  Cost  Control  of  Medical  Services 331 

No.  16-84  Natural  Death  Act  and  the  Living  Will 331 

No.  17-84  Prescription  Drug  Abuse 331 

No.  18-84  Malpractice  Insurance 331 

No.  19-84  (Withdrawn) 

No.  20-84  AMA  Dues  Freeze 332 


JUNE,  1984 


319 


What  makes  these  small  towns  big  in  medicine? 
Baptist  Memorial  Health  Care  System  is  there. 


The  ideal  combination. 

A fine  first-class 
medical  practice  with 
state-of-the-art  tech- 
nology and  a lifestyle 
with  down-home 
country  flavor. 

It  used  to  be  near 
impossible. Now  it  isn't. 

A unique 
opportunity 
for  you.  | 

Now  the  world's  largest  pri- 
vate  hospital  brings  metropolitan  advantages  to 
Mid-South  communities  with  all  the  strength  that 
a top  multi-hospital  system  can  give  you. 

We  provide  the  full  spectrum  of  advanced  and 
sophisticated  equipment  available  but  without 
big-city  complications.  A special  combination 
that’s  more  than  a promise. 

With  continuing  education. 

To  provide  the  best  possible  patient  care  in  future  years, 
you've  got  to  stay  abreast  with  new  advancements. 

You  want  it. 

We  provide  it. 


The  Baptist 
Health  Care 
System  makes 
sure  you  have 
access  to  excellent  con- 
tinuous medical  education 

■ programs,  free  of  charge. 

I We  re  pioneering  the  new  age 

I of  medicine  and  we  re  inviting  you  to  join  us. 

I And  solid  back-up. 

You're  not  alone.  As  a physician  in  our  system  you  re  able  to 
draw  upon  the  resources  of  a leader  in  world  medicine.  Both 
for  expert  advice  and  the  tertiary  care  hospital  when  needed. 

Now,  contact  us. 

We  re  ready  to  help  you  get  started  or  give  you  more  infor- 
mation to  help  you  decide. 

The  next  step  is  yours. 

And  it  can  be  the  most  rewarding  step  of  your  life. 

Call  Robert  Otwell 
collect  at  (901)  522-5312. 
Or  write  him  in  care  of 
Baptist  Memorial 
Health  Care  System,  Inc. 
Corporate  Services 
899  Madison  Ave. 
Memphis,  TN  38146 


Baptist  Memorial 

O 


Health  Care 
System,  Inc. 


A Leader  in  World  Medicine 


PENINSULA  HOSPITAL 

Louisville,  Tennessee 


Peninsula  Hospital  is  a 75-bed  private  psychiatric  hospi- 
tal, providing  treatment  for  acute  emotional  disturbances, 
drug  and  alcohol  abuse,  for  both  adolescents  and  adults. 

Peninsula  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  is  a member  of  the  Amer- 
ican Hospital  Association,  Tennessee  Hospital  Associa- 
tion, Federation  of  American  Hospitals  and  the  National 
Association  of  Private  Psychiatric  Hospitals. 

The  Professional  Staff  is  composed  of  psychiatrists,  li- 
censed clinical  psychologists,  psychiatric  social  workers, 
psychiatric  registered  nurses,  adjunctive  therapists,  and 
mental  health  workers.  This  experienced  team,  together 
with  ancillary  hospital  workers,  provides  a dynamic  treat- 
ment program  designed  for  each  individual  to  bring  about 
change  and  emotional  growth  in  the  patient. 

Peninsula  provides  a special  treatment  program  for  alco- 
holic and  drug  abuse  patients.  Another  program  is  de- 
signed specifically  for  adolescents.  The  adolescent  treat- 
ment program  includes  a fully  staffed  school  program.  An 


individual  education  plan  is  designed  for  each  adoles- 
cent. 

A variety  of  therapeutic  programs  are  scheduled  for  each 
patient’s  day.  These  include  intensive  individual  psy- 
chotherapy, group  psychotherapy,  community  meetings 
with  staff  and  many  collateral  activities. 

Patients  may  be  referred  to  Peninsula  by  their  own  phy- 
sician, former  patients,  or  may  be  self-referred.  Voluntary 
patients  as  well  as  those  who  are  directed  to  the  hospital 
by  a court  are  accepted  for  treatment.  It  is  desirable  for 
the  hospital  to  receive  information  from  physicians,  ther- 
apists, family  and  friends  who  know  the  patient.  Treat- 
ment is  individualized  based  upon  the  needs  of  the  pa- 
tient. 

Appointments  for  admission  can  be  made  by  calling  the 
hospital  directly.  The  phone  numbers  are: 

Knoxville  573-7913 

Maryville  983-8216 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Knoxville,  Tennessee — April  11-14,  1984 


Call  to  Order 

The  149th  annual  meeting  of  the  Tennessee  Medical  As- 
sociation was  conducted  in  Knoxville,  Tennessee,  April  11- 
14,  1984,  with  headquarters  in  the  Hyatt  Regency  Hotel.  The 
House  of  Delegates  met  initially  at  3:00  p.m.,  April  11,  1984, 
with  Charles  E.  Allen,  M.D.,  Johnson  City,  presiding  as 
speaker  of  the  House  and  Malcolm  R.  Lewis,  M.D.,  Nash- 
ville, as  vice  speaker. 


Invocation 

At  the  opening  session,  John  H.  Burkhart,  M.D.,  Knox- 
ville, gave  the  invocation:  “Let  us  pray.  Almighty  God,  our 
Father,  on  such  a glorious  spring  day  the  heavens  declare  the 
glory  of  God  and  the  firmament  displays  your  handiwork. 
With  all  that  there  is  to  be  grateful  for,  why  should  we  ask 
for  more?  Yet  we  do.  And  our  specific  prayer  today  is  that 
you  will  endow  this  House  of  Delegates  with  the  attributes  it 
must  have  to  truly  represent  a profession  we  believe  to  be 
nearer  to  the  heart  of  God.  Make  us  what  you  would  tell  us 
to  be  and  guide  us  as  you  would  have  us  to  go.  For  without 
your  power,  direction  and  influence,  we  are  nothing.  Amen.-’ 


Report  of  the  Committee  on  Credentials 

George  H.  Wood,  M.D.,  Knoxville,  chairman  of  the 
Committee  on  Credentials,  reported  there  was  a quorum 
present.  The  speaker  declared  the  House  was  in  session. 


1983  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of 
the  last  regular  session  of  the  House  of  Delegates  was  repro- 
duced in  the  June  1983  issue  of  the  Journal  of  the  Tennessee 
Medical  Association.  It  was  moved  and  seconded  that  the  ab- 
stracted minutes  of  the  1983  session  of  the  House  of  Dele- 
gates be  approved  as  published  in  the  June  1983  issue  of  the 
Journal.  The  motion  was  adopted. 


Reference  Committees 

The  speaker  announced  the  members  of  the  reference 
committees  to  consider  reports,  resolutions,  amendments,  and 
all  matters  requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
George  H.  Wood,  M.D..  Knoxville,  Chairman 
James  C.  Bradshaw,  Jr.,  M.D.,  Lebanon 
Dennis  A.  Higdon,  M.D.,  Memphis 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BY-LAWS 
John  H.  Burkhart,  M.D.,  Knoxville,  Chairman 
John  L.  Farringer,  Jr.,  M.D.,  Nashville 
F.  Hammond  Cole,  Jr.,  M.D..  Memphis 

REFERENCE  COMMITTEE  A 
Hays  Mitchell,  M.D.,  Cleveland,  Chairman 
Paul  R.  Stumb,  M.D.,  Nashville 
Fenwick  W.  Chappell,  M.D.,  Memphis 

REFERENCE  COMMITTEE  B 

Clarence  E.  Goulding,  M.D.,  Johnson  City,  Chairman 

Montie  E.  Smith.  M.D.,  Selmer 

John  W.  Lamb,  M.D..  Nashville 

REFERENCE  COMMITTEE  C 

Duane  C.  Budd,  M.D.,  Johnson  City,  Chairman 

Joseph  L.  Willoughby,  M.D.,  Franklin 

Phil  E.  Orpet,  M.D.,  Memphis 

REFERENCE  COMMITTEE  D 
Dee  J.  Canale,  M.D.,  Memphis,  Chairman 
Coleman  L.  Arnold,  M.D.,  Chattanooga 
Will  G.  Quarles,  Jr.,  M.D.,  Livingston 

COMMITTEE  ON  OUTSTANDING 
PHYSICIAN  OF  THE  YEAR  AWARD 
George  A.  Zirkle,  Jr.,  M.D.,  Knoxville,  Chairman 
Allen  S.  Edmonson,  M.D.,  Memphis 
George  W.  Holcomb,  Jr.,  M.D.,  Nashville 
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Nominating  Committee 

As  required  in  the  By-Laws,  the  Board  of  Trustees  ap- 
pointed a Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The  speaker 
announced  the  committee  members. 

EAST  TENNESSEE 
Jack  E.  Butterworth,  Jr.,  M.D.,  Bristol 
John  E.  Strickland,  Jr.,  M.D.,  Chattanooga 
George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 

MIDDLE  TENNESSEE 
Lloyd  T.  Brown,  M.D.,  Gallatin 
James  W.  Hays,  M.D.,  Nashville 
Charles  E.  Jordan,  III,  M.D.,  Cookeville 

WEST  TENNESSEE 

James  T.  Craig,  Jr.,  M.D.,  Jackson 

Phillip  A.  Pedigo,  M.D.,  Memphis 

Robert  E.  Clendenin,  Jr.,  M.D.,  Union  City 


ELECTION  BY 
HOUSE  OF  DELEGATES 
APRIL  14,  1984 


The  preliminary  report  of  the  Nominating  Committee  was 
presented  in  the  first  session  of  the  House  of  Delegates  on 
Wednesday,  April  11,  1984.  The  final  report  of  the  Nominat- 
ing Committee  was  presented  on  Saturday,  April  14,  1984  at 
the  closing  session  of  the  House.  Nominees  submitted  by  the 
committee  were  voted  upon  individually,  and  in  each  in- 
stance, the  speaker  called  for  additional  nominations  from 
the  floor.  The  following  were  elected: 


Newly  elected  President-Elect 
Clarence  R.  Sanders,  M.D.,  Gallatin 


President-Elect — Clarence  R.  Sanders,  M.D.,  Gallatin 
Speaker — Malcolm  R.  Lewis,  M.D.,  Nashville 
Vice  Speaker — F.  Hammond  Cole,  Jr.,  M.D..  Memphis 
Vice  President  (East  Tennessee) — 

Harold  L.  Neuenschwander,  M.D.,  Knoxville 
Vice  President  (Middle  Tennessee) — 

Howard  L.  Salyer,  M.D.,  Nashville 
Vice  President  (West  Tennessee) — 

T.  James  Humphreys,  M.D.,  Jackson 
AMA  Delegate  (East  Tennessee) — David  H.  Turner,  M.D., 
Chattanooga  (January  1,  1985-December  31,  1986) 

AMA  Alternate  Delegate  (East  Tennessee) — 

George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 
(January  1,  1985-December  31,  1986) 

AMA  Delegate  (East  Tennessee) — William  O.  Miller,  M.D., 
Knoxville  (January  1,  1985-December  31,  1986) 

AMA  Alternate  Delegate  (East  Tennessee) — 

Charles  E.  Allen,  M.D.,  Johnson  City 
(January  1,  1985-December  31,  1986) 

AMA  Delegate  (West  Tennessee) — Thomas  K.  Ballard,  M.D., 
Jackson  (January  1,  1985-December  31,  1986) 

AMA  Alternate  Delegate  (West  Tennessee) — 

Allen  S.  Edmonson,  M.D.,  Memphis 
(January  1,  1985-December  31,  1986) 

AMA  Delegate  (Middle  Tennessee) — John  S.  Derryberry, 
M.D.,  Shelbyville  (April  15,  1984-December  31,  1985) — 
filling  unexpired  term  of  Charles  B.  Thorne,  M.D., 
Nashville,  who  resigned. 

AMA  Alternate  Delegate  (Middle  Tennessee) — Thurman  L. 
Pedigo,  M.D.,  McMinnville  (April  15,  1984-December  31, 
1985) — filling  unexpired  term  of  John  S.  Derryberry,  M.D. 

TRUSTEES 
East  Tennessee: 

Jack  E.  Butterworth,  Jr.,  M.D.,  Bristol  (1987) 

Middle  Tennessee: 

Paul  R.  Stumb,  M.D.,  Nashville  (1987) 

West  Tennessee: 

Arden  J.  Butler,  Jr.,  M.D.,  Ripley  (1987) 

John  S.  Buchignani,  M.D.,  Memphis  (1987) 

COUNCILORS 

First  District — Charles  E.  Allen,  M.D.,  Johnson  City  (1986) 
Third  District — Robert  W.  Myers,  M.D.,  Chattanooga  (1986) 
Fifth  District — Sue  Johnson,  M.D.,  Shelbyville  (1986) 

Seventh  District — Virgil  H.  Crowder,  Jr.,  M.D., 

Lawrenceburg  (1986) 

Ninth  District — James  H.  Ragsdale,  M.D.,  Union  City  (1986) 

THE  ABOVE  WERE  ELECTED  BY  THE  HOUSE  OF 
DELEGATES 

Petition  for  Transfer  of  County  Society  Charter 

At  the  opening  session  of  the  House  of  Delegates,  the 
Judicial  Council  reported  that  Johnson  County  desired  to 
transfer  its  affiliation  from  Sullivan-Johnson  County  Medical 
Society  to  Washington-Unicoi  County  Medical  Association. 
The  Judicial  Council  endorsed  this  petition  as  did  Reference 
Committee  C. 

ACTION:  The  House  of  Delegates  approved  this  transfer 
pending  affirmative  action  of  the  Washington-Unicoi  County 
Medical  Association  relative  to  changing  its  name. 
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JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


AMENDMENTS  TO  THE 
CONSTITUTION  AND  BY-LAWS 


The  speaker  reported  that  there  were  two  amendments  to 
the  Constitiution  lying  on  the  table,  one  new  amendment  to 
the  Constitution,  and  six  new  amendments  to  the  By-Laws  to 
be  considered  at  this  session  by  the  House. 


The  proposed  amendments  to  the  Constitution  and  By- 
Laws  are  shown  below,  with  proposed  new  language 
shown  in  boldface  type  and  material  to  be  deleted 
shown  in  italics  and  enclosed  in  brackets. 


AMENDMENTS  TO  THE  CONSTITUTION 
LYING  ON  THE  TABLE 

CONSTITUTIONAL  AMENDMENT  NO.  1-83 
Editorial  Review  of  Constitution 

WHEREAS,  There  are  a number  of  instances  of  improp- 
er punctuation  and  capitalization,  awkward  sentence  struc- 
ture, and  archaic  terminology  in  the  Constitution  of  the  Ten- 
nessee Medical  Association.  Now  therefore  be  it 

RESOLVED,  That  the  following  changes,  primarily  edi- 
torial in  nature,  be  authorized  to  improve  clarity  and  reada- 
bility: 

ARTICLE  III 

Component  [5]  societies  shall  [consist  of]  be  those  local  [M] 
medical  [5]  societies  which  hold  charters  from  this  Associa- 
tion. 

ARTICLE  IV 

Section  1.  This  Association  shall  [ consist ] be  composed  of 
[A]  active,  [Members,  A]  associate,  [Members,  V]  veteran, 
[Members,  ] special,  [//]  honorary,  [Members,  /]  intern  and 
[R]  resident,  [Members, ] and  [5]  student  [M]  members. 

Section  2.  The  [A]  active  [M]  members  of  the  Association 
shall  be  active  members  of  the  [C]  component  [Medical  5] 
societies  who  have  been  certified  to  the  [5]  secretary  of  this 
Association  and  whose  dues  have  been  paid  for  the  current 
year. 

Section  3.  Associate  members  shall  be  commissioned  of- 
ficers in  active  service  of  the  U.S.  Armed  Forces,  and  Public 
Health  Service,  residing  in  the  [5]  state,  who  are  elected  to 
membership  by  a [C]  component  [5]  society  and  certified  to 
the  [5]  secretary  of  the  [State]  Association  as  [A]  associate 
[M]  members.  Such  physicians  may  be  eligible  for  active 
membership,  if  otherwise  qualified. 

Section  4.  Veteran  [M]  members  are  those  who,  because 
of  age  or  impaired  health,  have  been  elected  [V]  veteran  [M] 
members  of  their  [C]  component  [5]  societies  and  who  are  so 
certified  to  the  [State]  Association  annually  by  the  [C]  com- 
ponent [5]  societies.  Members  who  have  attained  age  70  in 


the  previous  calendar  year,  or  age  65  if  fully  retired,  may  be 
elected  [V]  veteran  [M]  members  for  the  current  and  subse- 
quent years.  Members  who  are  not  practicing  medicine  be- 
cause of  impaired  health  may  be  elected  [V]  veteran  [M] 
members  during  the  first  year  of  disability  and  thereafter  for 
as  long  as  the  disability  exists. 

Section  5 . . . Eligibility  for  special  membership  shah  be 
determined  year  to  year  by  the  Board  of  Trustees  upon  re- 
ceipt of  personal  application  of  the  physician  or  an  active 
member  representing  the  physician,  [by  the  Board  of  Trust- 
ees.] 

Section  7.  An  [/]  intern  or  [R]  resident  [M]  member  is 
any  doctor  of  medicine  appointed  and  serving  in  an  approved 
[/]  intern  or  [R]  resident  status,  [serving]  in  an  approved  hos- 
pital in  Tennessee,  and  [who  £]  certified  as  an  [I]  intern  or 
[R]  resident  [M]  member  of  his  component  [medical]  society. 

Section  8.  A [5]  student  [M]  member  is  any  student  reg- 
ularly and  duly  enrolled  in  a medical  school  in  Tennessee. 
[and  who  £]  a candidate  for  the  degree  of  Doctor  of  Medi- 
cine, and  [who  £]  certified  by  his  [C]  component  [Medical  5] 
society. 

ARTICLE  V 
House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative  and  busi- 
ness body  of  the  Association,  and  shah  [comrir]  be  composed 
of  (1)  [D]  delegates  elected  by  the  [C]  component  [5]  socie- 
ties; (2)  ex-officio  the  [O]  officers;  (3)  [R]  past-[R]  presidents 
of  the  Association  [, providing  they  are  members  in  good 
standing  of  the  Tennessee  Medical  Association ];  (4)  the  As- 
sociation's delegates  to  the  American  Medical  Association; 
(5)  the  general  officers  of  the  American  Medical  Association, 
members  of  councils  elected  by  the  AMA  House  of  Dele- 
gates, and  [R]  past-[R]  presidents  of  the  American  Medical 
Association  [,  provided  such  officials  are  members  in  good 
standing  of  the  Tennessee  Medical  Association]:  (6)  the  Com- 
missioner of  Public  Health  and  Commissioner  of  Mental 
Health  and  Mental  Retardation  for  the  [5]  state  of  Tennessee 
[, provided  such  officials  are  members  in  good  standing  of  the 
Tennessee  Medical  Association ];  (7)  the  editor  of  the  Journal 
of  the  Tennessee  Medical  Association.  All  members  of  the 
House  of  Delegates  must  be  members  in  good  standing  of  the 
Association. 

ARTICLE  VIII 
Officers 

Section  2.  The  Board  of  Trustees  shall  [consist]  be  com- 
posed of  the  [R]  president  of  the  Association,  the  [5]  speaker 
of  the  House  of  Delegates,  the  [V]  vice-[5]  speaker  of  the 
House  of  Delegates,  the  immediate  [R]  past-[R]  president,  the 
[R]  president- [£]  elect,  and  members  elected  by  the  House  of 
Delegates  as  hereinafter  provided. 

Section  4.  The  [R]  president-[£]  elect,  the  three  [V]  vice- 
[R]  presidents,  the  [5]  speaker  and  [V]  vice-[5]  speaker  of  the 
House  of  Delegates  shall  be  elected  annually  for  one  year. 
The  [5]  speaker  and  the  [V]  vice-[5]  speaker  [of  the  House] 
shall  hold  office  for  not  more  than  four  consecutive  years. 
The  [R]  president-[£]  elect  shall  assume  office  as  [R]  presi- 
dent at  the  expiration  of  the  term  of  the  [R]  president. 

Section  8.  Only  a member  [who  has  been  a member]  in 
good  standing  for  the  five  years  [next]  immediately  preceding 
the  election,  [and]  who  is  in  attendance  at  the  meeting,  shall 
be  eligible  for  election  as  [R]  president- [£]  elect. 

ARTICLE  IX 

The  Powers  and  Duties  of  the  Board  of  Trustees 
Section  3 . . . The  Board  of  Trustees  shall  render  at  the 
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[A]  annual  [Session]  meeting  a full  and  detailed  accounting  of 
all  receipts  and  disbursements. 

Section  5.  The  Board  of  Trustees  shall  [be  the  Executive 
Board  of  the  Association  to]  determine  the  policy  and  details 
of  management  between  sessions  of  the  House  of  Delegates. 

ARTICLE  X 
Fiscal  Year  and  Dues 

Section  2.  [The  annual  dues  of  Active  Members  shall  be  fixed 
in  the  By-Laws.  No  dues  shall  be  paid  by  Veteran,  Associate, 
Student,  or  Honorary  Members,  (Chap.  IX.)] 

Section  2.  The  annual  dues  of  members  shall  be  deter- 
mined by  the  House  of  Delegates.  No  dues  shall  be  paid  by 
veteran,  special,  associate,  student,  or  honorary  members. 

ARTICLE  XI 
Referendum 

[The  General  Meeting  of  the  Association  may,  by  a two- 
thirds  vote  of  the  members  present  and  voting,  order  a general 
referendum  upon  any  question  pending  before,  or  already  de- 
cided by  the  House  of  Delegates.  The  House  of  Delegates  may, 
by  a similar  vote  of  its  own  members,  or  after  a vote  of  the 
general  meetings,  submit  any  such  question  to  the  membership 
of  the  Association  for  a final  vote.  If  the  persons  voting  shall 
comprise  a majority  of  all  the  members  registered  at  that  An- 
nual Meeting,  a majority  of  such  vote  shall  determine  the  ques- 
tion and  be  binding  upon  the  House  of  Delegates.] 

The  House  of  Delegates  may  order  a referendum  of  the 
membership  on  any  question  pending  before  or  already  decid- 
ed by  the  House  of  Delegates.  A vote  of  two-thirds  of  the  del- 
egates present  and  voting  is  required  to  order  a referendum. 
The  Board  of  Trustees  will  conduct  a referendum  by  order  of 
a petition  of  twenty-five  percent  of  the  general  membership. 
A majority  vote  of  the  membership  shall  determine  the  ques- 
tion and  be  binding  upon  the  House  of  Delegates. 

ARTICLE  XIII 
Amendments 

The  House  of  Delegates  may  amend  any  article  of  this 
Constitution  by  a two-thirds  vote  of  the  [D]  delegates  regis- 
tered at  the  [A]  annual  [Session]  meeting,  provided  that  such 
amendment  shall  have  been  presented  in  open  meeting  at  the 
previous  [A]  annual  [Session]  meeting,  and  that  it  shall  have 
been  sent  officially  to  each  component  [5]  society  at  least  two 
months  before  the  [Session]  meeting  at  which  action  is  to  be 
taken.  However,  changes  in  the  Constitution  that  are  editorial 
in  nature,  as  determined  by  the  House  of  Delegates,  can  be 
made  at  the  meeting  at  which  they  are  proposed. 

ACTION:  ADOPTED 


CONSTITUTIONAL  AMENDMENT  NO.  2-83 

Changes  in  Election  Procedures  and  Terms 
of  Certain  Officers  of  TMA 

RESOLVED,  That  Article  VIII  of  the  Constitution  of  the 
Tennessee  Medical  Association  be  amended  as  follows: 

Section  2.  The  Board  of  Trustees  shall  consist  of  the  Pres- 
ident of  the  Association,  the  Speaker  of  the  House  of  Dele- 
gates, the  Vice  Speaker  of  the  House  of  Delegates,  the  Im- 
mediate Past-President,  the  President-Elect,  and  members 
elected  by  the  House  of  Delegates  as  hereinafter  provided. 

Nine  members  of  the  Board  of  Trustees  shall  be  elected 
by  the  House  of  Delegates,  three  from  each  grand  division  of 
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the  State,  and  no  more  than  two  from  any  one  component 
society. 

The  elected  Trustees  shall  serve  for  a period  of  three  years 
and  no  Trustee  shall  be  eligible  immediately  to  succeed  him- 
self, except  that  this  provision  shall  not  apply  to  a Trustee 
who  by  virtue  of  election  or  appointment  has  served  any  por- 
tion of  another’s  unexpired  term.  The  Board  of  Trustees  will 
organize  by  the  election  of  a Chairman,  and  a Secretary- 
Treasurer  from  the  nine  elected  as  Trustees.  No  member  shall 
serve  on  the  Board  of  Trustees  for  a period  of  more  than  ten 
consecutive  years. 

Section  4.  The  President-Elect,  the  three  Vice-Presidents, 
the  Speaker  and  Vice-Speaker  of  the  House  of  Delegates, 
shall  be  elected  annually  for  one  year.  The  Speaker  and  Vice- 
Speaker  of  the  House  shall  hold  office  for  not  more  than 
[four]  three  consecutive  years.  The  President-Elect  shall  as- 
sume office  as  President  at  the  expiration  of  the  term  of  the 
President. 

ACTION:  ADOPTED 


AMENDMENT  TO  THE  CONSTITUTION 

CONSTITUTIONAL  AMENDMENT  NO.  1-84 
Delegate  from  Department  of  Health  and  Environment 

WHEREAS,  The  Tennessee  Medical  Association  desires 
to  have  official  representation  from  the  Tennessee  Depart- 
ment of  Health  and  Environment  in  the  House  of  Delegates; 
and 

WHEREAS,  the  present  Commissioner  of  Health  and 
Environment  is  ineligible  to  be  a delegate  in  that  he  is  not  a 
doctor  of  medicine.  Now,  therefore  be  it 

RESOLVED,  That  Article  V.  (6)  be  amended  as  follows: 
The  Commissioner  of  [Public]  Health  and  Environment  and 
the  Commissioner  of  Mental  Health  and  Mental  Retardation 
for  the  State  of  Tennessee  or  the  chief  medical  officer  of  either 
of  these  departments  if  the  commissioner  is  ineligible  [, provid- 
ed such  officials  are  members  in  good  standing  of  the  Tennes- 
see Medical  Association];  and 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BY-LAWS — recommended 
adoption  of  Constitutional  Amendment  No.  1-84  as  amended. 

ACTION:  Lying  on  the  table  to  be  acted  upon  during  the  House 
of  Delegates  session  at  the  1985  annual  meeting. 


AMENDMENTS  TO  THE  BY-LAWS 

BY-LAW  AMENDMENT  NO.  1-84 
Editorial  Review  of  By-Laws 

The  House  of  Delegates  adopted  By-Law  Amendment  No. 
1-84  which  was  a voluminous  document  making  primarily  ed- 
itorial changes.  Upon  publication,  these  changes  will  be  for- 
warded to  each  component  society  and  are  available  from  the 
TMA  office  to  any  member  upon  request. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


BY-LAW  AMENDMENT  NO.  2-84 
AMA  Delegates 

WHEREAS,  The  Tennessee  Medical  Association  is  cur- 
rently authorized  to  elect  six  representatives  to  the  House  of 
Delegates  of  the  American  Medical  Association;  and 

WHEREAS,  Equitable  representation  from  the  three 
grand  divisions  of  the  state  should  be  assured.  Now,  therefore 
be  it 

RESOLVED,  That  Chapter  IV,  Section  5 of  the  By-Laws 
be  amended  as  follows: 

It  shall  elect  representatives  to  the  House  of  Delegates  of 
the  American  Medical  Association  in  accordance  with  the 
Constitution  and  By-Laws  of  that  body,  for  a period  of  two 
years  [,  no  two  residing  in  the  same  grand  division  of  the  state, 
except  when  more  than  three  delegates  are  authorized ].  When 
numerically  possible,  there  shall  be  an  equal  number  of  dele- 
gates and  alternate  delegates  from  each  grand  division  of  the 
state.  Whenever  such  is  not  possible,  no  grand  division  shall 
have  more  than  one  delegate  or  alternate  delegate  majority 
over  another  grand  division.  The  Association  shall  pay  the 
expenses  of  each  delegate  representing  the  Association  at  the 
American  Medical  Association  meetings,  and  the  extent  of 
payment  of  expenses  to  alternate  delegates  shall  be  deter- 
mined by  the  Board  of  Trustees. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BY-LAWS — recommended 
adoption  of  By-Law  Amendment  No.  2-84. 

ACTION:  ADOPTED 


BY-LAW  AMENDMENT  NO.  3-84 
Student  Members 

WHEREAS,  There  were  134  student  members  in  the 
Tennessee  Medical  Association  on  December  31,  1983;  and 

WHEREAS,  Participation  by  these  members  in  the  busi- 
ness affairs  of  the  Association  is  deemed  desirable  and  ap- 
propriate; and 

WHEREAS,  Resolution  No.  1-77  has  not  been  imple- 
mented completely  with  respect  to  student  member  eligibility 
to  vote  and  hold  office.  Now,  therefore  be  it 

RESOLVED,  That  Chapter  IV,  Section  2 of  the  By-Laws 
be  amended  as  follows: 

Section  2.  Each  component  society  shall  be  entitled  to  send 
to  the  House  of  Delegates  each  year  one  delegate  for  every 
fifty  active,  veteran,  and  intern  and  resident  members,  and 
one  for  every  fraction  thereof,  based  upon  the  number  of 
such  members  in  the  component  society  in  good  standing  as 
of  December  1 of  the  year  preceding  the  session  of  the  House. 
Each  component  society  shall  also  be  entitled  to  send  one  stu- 
dent delegate  from  its  membership  to  the  House  for  each  med- 
ical school  in  its  territorial  jurisdiction  . . . relating  to  general 
welfare  corporations;  and  be  it  further 

RESOLVED,  That  Chapter  XII,  Section  3 of  the  By-Laws 
be  amended  as  follows: 

Section  3.  Every  reputable  physician  who  is  legally  li- 
censed and  registered  in  Tennessee,  or  any  other  state  of  the 
United  States,  who  is  practicing  or  who  will  agree  to  practice 
non-sectarian  medicine,  shall  be  eligible  for  membership.  In- 


terns and  residents  serving  in  approved  hospitals  in  Tennes- 
see and  in  accordance  with  Tennessee  Code  Annotated  63- 
605  (a),  but  who  are  legally  licensed  and  registered  in  Ten- 
nessee, shall  also  be  eligible  for  membership.  Medical  stu- 
dents who  are  in  good  standing  in  approved  medical  schools 
in  Tennessee  shall  also  be  eligible  for  membership.  Veteran 
members  who  are  otherwise  qualified  but  whose  licenses  have 
been  revoked  solely  for  failure  to  register  shall  continue  to 
be  eligible  for  membership.  Each  component  society  shall 
judge  the  individual  qualifications  of  its  members.  Compo- 
nent societies  may  establish  an  affiliate  membership  category 
for  health  professionals  other  than  physicians  if  this  is  deemed 
appropriate  for  local  purposes,  but  only  physicians  who  are 
active,  veteran,  intern  or  resident  members  and  students  who 
are  members  in  good  standing  of  the  Tennessee  Medical  As- 
sociation may  be  elected  to  office  in  a component  society  or 
to  represent  it  in  the  House  of  Delegates  of  the  Tennessee 
Medical  Association.  Physician  members  and  student  mem- 
bers of  component  societies  must  also  be  members  of  the 
Tennessee  Medical  Association.  . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BY-LAWS — recommended 
adoption  of  By-Law  Amendment  No.  3-84. 

ACTION:  ADOPTED 


BY-LAW  AMENDMENT  NO.  4-84 

Mediation/Peer  Review  Committee 

WHEREAS,  The  By-Laws  of  the  Tennessee  Medical  As- 
sociation call  for  the  standing  committees  to  include  both  me- 
diation and  peer  review;  and 

WHEREAS,  the  composition  and  purpose  of  the  commit- 
tees are  very  similar  in  nature  with  immediate  past-presidents 
being  the  members  of  both;  and 

WHEREAS,  the  workload  could  be  easily  handled  if  the 
committees  were  consolidated  using  the  five  most  recent  sur- 
viving past-presidents  if  they  are  available.  Now,  therefore  be 
it 

RESOLVED,  That  Chapter  VIII,  Section  15  of  the  By- 
Laws  be  deleted  in  its  entirety  and  Section  16  be  renumbered 
to  read  Section  15  and  amended  as  follows: 

Section  15.  The  Peer  Review  Committee  shall  be  com- 
posed of  the  last  five  surviving  past-presidents  who  are  avail- 
able. The  past  president  [with  the  most  seniority]  who  has 
served  on  the  committee  for  the  longest  period  will  serve  as 
chairman,  [for  one  year.  The  Chairmanship  shall  follow  this 
rotation  each  year  with  the  out-going  President  becoming  a 
member  of  the  Committee  each  year.] 

. . . The  Committee  shall  also  review  and  investigate  com- 
plaints on  appeals  from  component  society  mediation  commit- 
tees, appeals  or  suggestions  from  physicians  or  laymen  con- 
cerning professional  conduct.  It  shall  attempt  to  find  the  facts 
regarding  any  matter  brought  to  its  attention  through  proper 
procedures  and  to  mediate  differences  between  patients  and 
physicians  and  between  physicians. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BY-LAWS — recommended 
adoption  of  By-Law  Amendment  No.  4-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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BY-LAW  AMENDMENT  NO.  5-84 
Non-Physician  Affiliate  Members 

RESOLVED,  That  Chapter  XII,  Section  3 of  the  By-Laws 
be  amended  as  follows: 

. . . Component  societies  may  establish  an  affiliate  mem- 
bership category  for  other  health  professionals  [ other  than 
physicians]  if  this  is  deemed  appropriate  for  local  purposes, 
but  only  physicians  as  defined  in  Article  IV,  Section  9 of  the 
Constitution  are  eligible  for  membership  in  the  Tennessee 
Medical  Association.  . . . 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BY-LAWS — recommended 
adoption  of  By-Law  Amendment  No.  5-84. 

ACTION:  ADOPTED 


BY-LAW  AMENDMENT  NO.  6-84 
Office  of  Vice-President 

WHEREAS,  The  vice-presidents  of  the  Association  have 
the  duty  to  assist  the  president  in  the  discharge  of  his  duties 
as  requested  by  the  president;  and 

WHEREAS,  Circumstances  could  prevent  the  president 
of  the  Association  from  serving  his  complete  term  of  one  year. 
Now,  therefore  be  it 

RESOLVED,  That  Chapter  VI,  Section  1 of  the  By-Laws 
be  amended  as  follows: 

...  [In  the  event  of  his  death,  resignation,  inability  to  serve, 
or  removal  from  office,  the  President-Elect  shall  succeed  to  the 
Presidency.  Such  a circumstance  shall  not  prevent  the  Presi- 
dent-Elect from  then  serving  as  president  during  the  term  for 
which  he  was  originally  elected]  . . . ; and  be  it  further 

RESOLVED,  That  Chapter  VI,  Section  2 of  the  By-Laws 
be  amended  as  follows: 

Section  2.  The  Vice-President  shall  assist  the  President  in 
the  discharge  of  his  duties,  as  requested  by  the  President.  In 

the  event  of  the  death,  resignation,  inability  to  serve  or  re- 
moval from  office,  the  Vice-President  from  the  same  grand 
division  shall  succeed  to  the  presidency  for  the  remainder  of 
the  term. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BY-LAWS — recommended 
nonadoption  of  By-Law  Amendment  No.  6-84. 

ACTION:  NOT  ADOPTED 


RESOLUTIONS 


The  reference  committees  have  the  option  of  recommend- 
ing a resolution  for  adoption  or  rejection,  for  adoption  as 
amended  or  substituted  for  referral,  or  for  no  action.  The 
resolutions  that  follow  are  in  the  form  in  which  they  were 
adopted,  not  adopted,  or  referred  by  the  House  of  Delegates. 
Resolution  No.  19-84  was  withdrawn. 
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RESOLUTION  NO.  1-84 
Protective  Head  Gear  for  Horseback  Riders 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
Subcommittee  on  Sports  Medicine 
Committee  on  Emergency  Medical  Services 

WHEREAS,  The  State  of  Tennessee  is  noted  for  its  fine 
horses;  and 

WHEREAS,  There  is  a large  proportion  of  persons  en- 
gaged in  horseback  riding  activities  in  the  State  of  Tennessee; 
and 

WHEREAS,  Horseback  riding  accidents  are  a leading 
cause  of  injuries  from  recreational  activities;  and, 

WHEREAS,  these  accidents  can  lead  to  serious  head  in- 
juries with  resultant  death  and  permanent  residual  effects. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
recommend  that  educational  programs  be  given  to  parents, 
riding  instructors,  show  organizers,  and  managers  outlining 
the  risks  of  horseback  riding  and  methods  to  minimize  them; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
recommend  that  satisfactory  protective  head  gear,  such  as 
those  recommended  by  the  United  States  Pony  Clubs,  be  se- 
lected for  each  type  of  riding  activity  and  worn  when  riding 
or  preparing  to  ride;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
recommend  that  riding  schools,  horse  shows,  rodeos  and  oth- 
er equestrian  events  be  urged  to  require  that  protective  head 
gear  be  worn  during  such  activities;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  distribut- 
ed to  the  state  4-H  Extension  Specialists,  and  other  organi- 
zations which  are  concerned  with  horseback  riding;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  1-84. 

ACTION:  ADOPTED 


RESOLUTION  NO.  2-84 

Tennessee  Medical  Association  Auxiliary 

By:  Fred  A.  Killeffer,  M.D.,  President 
Knoxville  Academy  of  Medicine 

WHEREAS,  The  Tennessee  Medical  Association  Auxil- 
iary for  56  years  has  assisted  the  Tennessee  Medical  Associ- 
ation in  its  programs  to  advance  medical  care  and  improve 
the  public  health;  and 

WHEREAS,  The  cultivation  of  good  relations  and  pro- 
motion of  mutual  understanding  among  physicians  and  their 
families  has  been  accomplished  through  the  efforts  of  the 
Tennessee  Medical  Association  Auxiliary;  and 

WHEREAS,  The  Tennessee  Medical  Association  has  been 
a much  better  organization  through  the  tireless  efforts  of  the 
Auxiliary.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
express  to  the  Tennessee  Medical  Association  Auxiliary  its 
profound  gratitude  for  all  of  their  accomplishments,  their  de- 
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votion  to  us.  their  outstanding  leadership  and  assistance  to 
the  Tennessee  Medical  Association;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
solicit  their  continued  support  to  continue  to  try  to  improve 
health  care  in  Tennessee  and  our  relationship  with  the  public 
which  we  serve;  and  be  it  further 

RESOLVED , That  the  Tennessee  Medical  Association 
endeavor  to  assist  the  Auxiliary  to  make  their  organization 
function  as  effectively  as  possible;  and  be  it  further 

RESOLVED.  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  2-84. 

ACTION:  ADOPTED 


RESOLUTION  NO.  3-84 

Penalties  for  Hunting  While  Under  the  Influence 
of  Alcohol  or  Drugs 

By:  Parker  Elrod.  M.D. 

Buffalo  River  Valley  Medical  Society 

WHEREAS,  Any  gun.  but  especially  a deer  rifle  such  as 
a 30-30  or  any  high  powered  rifle,  is  designed  for  killing  and 
is  a very  lethal  weapon;  and 

WHEREAS,  An  excess  number  of  hunters,  domestic  an- 
imals and  even  spectators  are  killed  each  year:  and 

WHEREAS.  The  use  of  a gun  requires  good  judgment 
and  the  use  of  all  of  one's  faculties;  and 

WHEREAS,  There  is  an  excess  number  of  hunters  who 
hunt  while  under  the  influence  of  alcohol  or  drugs:  and 
WHEREAS.  The  state  recognizes  the  use  of  alcohol  and 
or  drugs  while  operating  an  automobile  is  dangerous  enough 
to  have  penalties  and  jail  sentences.  Now.  therefore  be  it 
RESOLVED,  That  the  House  of  Delegates  instruct  the 
TMA  Legislative  Committee  to  seek  passage  of  a state  law 
imposing  penalties  and  sentences  on  hunters  judged  to  be 
hunting  while  under  the  influence  of  alcohol  or  drugs:  and  be 
it  further 

RESOLVED,  That  detenrnning  if  a hunter  is  under  the 
influence  be  the  same  as  that  used  for  DUI  offenders:  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  3-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


SUBSTITUTE  RESOLUTION  NO.  4-84 
Voluntary  Fee  Freeze 

By:  Bergein  F.  Overholt,  M.D..  President 
Tennessee  Society  of  Internal  Medicine 

WHEREAS,  The  American  Medical  Association  has  re- 
quested the  physicians  throughout  the  country  to  freeze  their 
fees  voluntarily  for  all  patients  for  one  year:  and 


WHEREAS.  Physicians  also  have  been  requested  to  con- 
tinue to  consider  the  financial  circumstances  of  each  patient, 
especially  the  unemployed,  the  uninsured,  and  those  under 
Medicare,  and  accept  reduced  fees  where  warranted;  and 
WHEREAS.  Tennessee  physicians  have  traditionally  been 
willing  to  do  their  share  in  providing  cost-effective  medical 
care  and  accept  reduced  fees  for  those  with  financial  hard- 
ships; and 

WHEREAS.  Volunteering  in  Tennessee  is  considered  a 
privilege.  Now.  therefore  be  it 

RESOLVED.  That  the  Tennessee  Medical  Association 
support  the  nationwide  effort  on  voluntary  fee  freezing  for 
one  year;  and  be  it  further 

RESOLVED.  That  Tennessee  physicians  be  encouraged 
to  continue  to  be  cognizant  of  financial  conditions  and  cir- 
cumstances of  each  patient,  especially  the  unemployed,  the 
uninsured  and  those  under  Medicare,  and  accept  reduced  fees 
where  appropriate;  and  be  it  further 

RESOLVED,  That  this  resolution  be  forwarded  to  the 
AMA  House  of  Delegates,  to  the  Tennessee  congressional 
delegation  and  to  all  local  medical  societies  in  the  state:  and 
be  it  further 

RESOLVED.  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1985. 

REFERENCE  COMMITTEE  A — offered  Substitute  Resolu- 
tion No.  4-84  in  place  of  original  Resolution  No.  4-84  and 
recommended  incorporating  Resolution  No.  5-84  with  Substi- 
tute Resolution  No.  4-84;  recommended  adoption  of  Substitute 
Resolution  No.  4-84. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  5-84 
Voluntary  Fee  Freeze 

By:  Hamel  B.  Eason.  M.D.,  President 
Memphis-Shelby  County  Medical  Society 

WHEREAS.  The  medical  profession  should  take  a lead- 
ership role  to  control  rising  health  care  costs,  preferably 
through  voluntary  action;  and 

WHEREAS.  The  American  Medical  Association  has  as- 
sumed this  role,  as  have  other  state  and  county  medical  so- 
cieties throughout  the  country.  Now',  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  call 
on  all  members  to  voluntarily  freeze  their  fees  for  all  patients 
for  one  year,  effective  immediately,  and  to  continue  to  look 
closely  at  the  financial  circumstances  of  each  of  their  pa- 
tients. especially  the  unemployed,  uninsured,  and  those  un- 
der Medicare,  and  accept  reduced  fees  where  appropriate; 
and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1985. 

REFERENCE  COMMITTEE  A — recommended  incorporat- 
ing Resolution  No.  5-84  with  Substitute  Resolution  No.  4-84. 

ACTION:  NOT  ADOPTED  (Was  combined  with  Substitute 
Resolution  No.  4-84,  which  was  adopted  as  amended.) 


JUNE,  1984 


327 


RESOLUTION  NO.  6-84 

Medicare  Fee  Freeze  and  Mandatory  Assignment 

By:  C.  Eugene  Jabbour,  M.D.,  Secretary 
Memphis-Shelby  County  Medical  Society 

WHEREAS,  The  Rostenkowski  Amendment  in  the  U.S. 
House  of  Representatives  would  roll  back  physician  fees  un- 
der Medicare  to  the  level  set  on  June  30,  1983  and  mandate 
acceptance  of  assignment  for  inpatient  services;  and 

WHEREAS,  The  U.S.  Senate  Finance  Committee’s 
spending  cut  package  would  impose  a two-year  fee  freeze  on 
physicians  who  refuse  to  accept  100%  of  Medicare  claims  on 
assignment;  and 

WHEREAS,  The  American  Medical  Association  has  al- 
ready called  on  physicians  to  voluntarily  freeze  their  fees  and 
consider  the  financial  circumstances  of  patients  under  the 
Medicare  program;  and 

WHEREAS,  Mandatory  assignment  provisions  would  not 
result  in  budget  savings  as  acceptance  of  assignment  has  no 
bearing  on  the  amount  Medicare  pays;  and 

WHEREAS,  The  current  system  of  free  choice  of  assign- 
ment has  not  resulted  in  undue  financial  burdens  for  Medi- 
care beneficiaries.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
strongly  oppose  any  legislation  that  would  impose  a fee  freeze 
and  mandate  acceptance  of  assignment  under  Medicare;  and 
be  it  further 

RESOLVED,  That  the  American  Medical  Association 
take  whatever  action  is  necessary  to  defeat  such  legislation; 
and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  6-84. 

ACTION:  ADOPTED 


RESOLUTION  NO.  7-84 

Dissemination  of  Economic  Information 

By:  C.  Eugene  Jabbour,  M.D.,  Secretary 
Memphis-Shelby  County  Medical  Society 

WHEREAS,  It  is  proper  for  the  Tennessee  Medical  As- 
sociation to  disseminate  information  concerning  economic 
matters  to  its  membership;  and 

WHEREAS,  It  is  in  the  interest  of  physicians  and  their 
patients  to  be  aware  of  such  information.  Now,  therefore  be 
it 

RESOLVED,  That  such  information  be  published  in  the 
appropriate  manner  and  place  that  physicians  can  request  and 
receive  the  fee  profile  for  Medicare  Part  B enrollees;  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  7-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  8-84 
Mandatory  Second  Surgical  Opinions 

By:  John  Farringer.  Jr.,  M.D.,  President 
TN  Chapter,  American  College  of  Surgeons 
C.  Eugene  Jabbour,  M.D.,  President-Elect 
TN  Chapter,  American  College  of  Surgeons 

V t , 

WHEREAS,  The  American  College  of  Surgeons’  Board 
of  Regents  has  issued  a statement  to  the  effect  that  the 
American  College  of  Surgeons  objects  to  the  mandatory  sec- 
ond opinion  programs  that  reduce  surgical  benefit  payments 
if  the  patient  fails  to  seek  a second  opinion  or  proceeds  with 
an  elective  operation  in  spite  of  a negative  second  opinion. 
Such  a reduction  of  benefits  is  inappropriate  for  an  insurance 
company.  Instead  of  being  a detached  paymaster,  the  com- 
pany, in  essence,  coerces  the  patient  into  choosing  that  ther- 
apy which  presumably  is  less  expensive  for  the  company,  re- 
gardless of  the  validity  of  either  opinion;  and 

WHEREAS,  The  AMA  has  opposed  mandatory  second 
opinion  programs  and  the  TMA  Board  of  Trustees  has  pre- 
viously adopted  the  AMA  position  of  opposition.  Now, 
therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Ten- 
nessee Medical  Association  officially  go  on  record  as  being 
opposed  to  mandatory  second  opinions  as  required  by  com- 
mercial insurance  carriers  or  the  Blues  or  by  federally  funded 
or  state  funded  programs;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  8-84. 

ACTION:  ADOPTED 


RESOLUTION  NO.  9-84 

Opposition  to  Expanding  Use  of  Abbreviations 

By:  John  L.  Farringer,  Jr.,  M.D. 

WHEREAS,  The  proliferation  of  simply  letters  instead  of 
complete  words  has  reached  the  stage  where  misunderstand- 
ing is  not  only  possible,  but  highly  likely;  and 

WHEREAS,  Medicine  is  supposed  to  be  a more  or  less 
precise  science;  and 

WHEREAS,  Traditionally,  medical  lectures  and  medical 
journals  have  been  of  a scientific  nature;  and 

WHEREAS,  Hospital  charts  and  records  are  legal  docu- 
ments; and 

WHEREAS,  Each  new  generation  of  house  officers  and 
young  physicians  manufactures  another  long  list  of  letters  or 
abbreviations  which  are  understood  only  by  them  and  subject 
to  misinterpretation  by  nurses  and  fellow  physicians.  Now. 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  be 
opposed  to  the  inappropriate  expanding  use  of  abbreviations 
and  that  the  Tennessee  Medical  Association  form  a commit- 
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tee  to  approve  a list  of  appropriate  abbreviations  similar  to 
that  currently  in  use  in  university  hospitals;  and  a glossary  of 
approved  abbreviations  be  published  in  the  Journal  of  the 
Tennessee  Medical  Association;  and  be  it  further 

RESOLVED,  That  a task  force  be  formed  to  disseminate 
this  glossary  of  abbreviations  to  the  medical  schools  and 
training  programs  in  the  state;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  9-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  10-84 
Physician  Supervision  of  Nurse  Practitioners 

By:  Hays  Mitchell,  M.D. 

TN  Chapter,  American  Academy  of  Pediatrics 
Tennessee  Academy  of  Family  Physicians 

WHEREAS,  The  Tennessee  Code  63-6-204  in  defining  the 
“practice  of  medicine”  states  that  “nothing  in  this  chapter 
shall  be  so  construed  as  to  prohibit  service  rendered  by  a 
physician’s  trained  assistant,  registered  nurse,  or  licensed 
practice  nurse,  if  such  service  is  rendered  under  the  supervi- 
sion, control  and  responsibility  of  a licensed  physician;”  and 
WHEREAS,  Many  of  the  private,  state-funded  and  fed- 
erally funded  primary  care  clinics  in  Tennessee  have  medical 
management  of  patients  performed  by  nurse  practitioners;  and 
WHEREAS,  Services  provided  by  these  clinics  range  from 
treatment  of  chronic  diseases  such  as  hypertension  and  dia- 
betes to  acute  febrile  illnesses  of  children;  and 

WHEREAS,  The  rules  and  regulations  promulgated  by 
the  Board  of  Medical  Examiners  concerning  a nurse  practi- 
tioner/prescription writer  require  the  “supervising  physician 
shall  make  a personal  review  of  historical,  physical  and  ther- 
apeutic data  of  all  patients  and  their  condition  as  often  as 
medically  indicated  but  at  least  every  seven  days.”  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
recommend  that  in  the  acute  care  clinics  (such  as  those  treat- 
ing febrile  illnesses)  “as  often  as  medically  indicated”  should 
require  daily  visits  by  the  supervising  physician  in  those  clin- 
ics where  on-site  supervision  is  not  feasible;  and  be  it  further 
RESOLVED,  That  a copy  of  this  resolution  be  sent  to 
the  Commissioner  of  the  Department  of  Health  and  Environ- 
ment and  to  the  Primary  Care  Advisory  Board;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  10-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  11-84 
Insurance  Coverage 

By:  Hays  Mitchell,  M.D. 

TN  Chapter,  American  Academy  of  Pediatrics 
Tennessee  Academy  of  Family  Physicians 
Tennessee  Society  of  Internal  Medicine 

WHEREAS,  In  the  past,  insurance  policies  have  directly 
or  indirectly  encouraged  hospital  inpatient  and  emergency 
room  use;  and 

WHEREAS,  It  is  incumbent  upon  our  profession  to  seek 
methods  of  cost  containment  without  jeopardizing  the  quality 
of  medical  care;  and 

WHEREAS,  Outpatient  care  is  more  cost-effective  than 
hospital  care  when  deemed  appropriate  by  the  attending  phy- 
sician. Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
encourage  insurance  companies  to  develop  in  all  of  their  pol- 
icies reimbursement  procedures  designed  to:  (1)  cover  sur- 
gical or  medical  procedures  and  attendant  costs  in  a physi- 
cian’s office  that  are  covered  in  the  emergency  room  or 
inpatient  setting  at  an  equal  or  higher  rate  to  encourage  less 
costly  office  care,  (2)  be  a comprehensive  approach  with  co- 
payment, (3)  encourage  outpatient  care  by  having  lower  de- 
ductibles and  lower  co-payments  as  compared  with  inpatient 
and  emergency  room  coverage,  (4)  encourage  preventive 
health  programs  such  as  well  child  checkups  and  immuniza- 
tions, and  (5)  encourage  ambulatory  surgery  in  a hospital  or 
physician’s  office;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
work  closely  with  patients,  patient  groups,  insurance  groups, 
and  industrial  groups  to  publicize  and  endorse  policies  that 
contain  these  concepts;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  11-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  12-84 
Positive  Personal  Lifestyles 

By:  Sarah  H.  Sell,  M.D. 

Nashville  Academy  of  Medicine 
Tennessee  Department  of  Health  and  Environment 

WHEREAS,  Good  personal  health  behavior  is  the  basis 
for  improvement  of  the  overall  health  status  of  the  people  of 
Tennessee;  and 

WHEREAS,  Each  person  is  responsible  for  his/her  own 
health  choices;  and 

WHEREAS,  The  best  strategy  for  a state  program  is  first 
to  educate  people  to  understand  the  consequences  of  their 
actions  and  second  to  make  available  resources  and  services 
which  will  permit  effective  use  of  the  information;  and 

WHEREAS,  “Fitness”  and  “safety”  directly  affect  how 
people  feel.  Now,  therefore  be  it 
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RESOLVED,  That  the  TMA  join  the  Tennessee  Depart- 
ment of  Health  and  Environment  to  promote  positive  per- 
sonal lifestyles  by  emphasis  on:  (1)  “fitness”  which  includes 
an  overall  state  of  wellness  involving  appropriate  nutrition  as 
well  as  adequate  physicial  activity,  (2)  “safety”  which  covers 
general  accident  prevention  and  injury  control  with  automo- 
bile safety  as  an  area  of  special  concern,  and  (3)  “education” 
concerning  the  hazards  involved  in  the  use  of  tobacco,  alco- 
hol, and  other  dangerous  drugs;  and  be  it  further 

RESOLVED,  That  the  TMA  support  the  goal  of  a 15% 
reduction  of  the  1980  morbidity  and  mortality  rates  across  all 
age  groups  by  1990;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  12-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  13-84 
Living  Will 

By:  Howard  L.  Salyer,  M.D. 

Nashville  Academy  of  Medicine 

WHEREAS,  The  principle  of  informed  consent  by  a 
mentally  competent  adult  with  regard  to  his  treatment  in  a 
terminal  situation  has  been  acceptable  and  is  respected  by 
both  physicians  and  hospitals;  and 

WHEREAS,  There  is  a growing  population  of  the  aged; 

and 

WHEREAS,  Many  of  the  aged  suffer  from  the  so-called 
degenerative  diseases;  and 

WHEREAS,  The  complications  of  these  diseases  not  in- 
frequently lead  to  a purely  vegetative  existence — “body  with- 
out mind”;  and 

WHEREAS,  Modern  medical  technology  may  both  per- 
mit the  development  of,  and  prolong  this  state  of  life  “indef- 
initely”; and 

WHEREAS,  The  maintenance  of  a person  in  a vegetative 
existence  in  a nursing  home  may  deplete  the  family’s  finan- 
cial resources;  and 

WHEREAS,  Statements  of  Pope  Pius  XII,  the  United 
Methodist  Church,  the  United  Church  of  Christ,  the  Central 
Conference  of  Rabbis,  the  American  Friends  Service  Com- 
mittee and  the  Presbytery  of  New  York  City  have  recognized 
the  feasibility  of  today’s  technology  in  the  prolongation  of  life 
and  at  the  same  time  the  patient’s  right  to  die  with  dignity, 
agree  that  under  certain  circumstances  the  attending  physi- 
cians are  not  required  to  interfere  with  the  natural  course  of 
disease  and  prolong  a life  without  quality;  and 

WHEREAS,  The  Judicial  Council  of  the  AMA  is  in 
agreement  that  under  circumstances  spelled  out,  “all  means 
of  life  support  may  be  discontinued”  ( AMA  News,  Jan.  23, 
1981);  and 

WHEREAS,  The  President’s  Commission  for  the  Study 
of  Ethical  Problems  in  Medicine  and  Biomedical  and  Beha- 
vorial  Research  recommends  that  state  courts  and  legislatures 
should  consider  making  provisions  for  advance  directives, 
“which  provide  a means  of  preserving  some  self-determina- 
tion for  patients  who  may  lose  their  decision-making  capaci- 
ty”; and 
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WHEREAS,  “No  practitioner  has  been  successfully  sub- 
jected to  civil  liability  or  criminal  prosecution  for  having  fol- 
lowed the  provisions  in  a living  will”  (Report  of  the  Presi- 
dent’s Commission,  page  140);  and 

WHEREAS,  Fifteen  states  have  enacted  “Natural  Death 
Acts”  and  forty-two  states,  including  Tennessee,  have  enact- 
ed the  Uniform  Durable  Power  of  Attorney  Act;  and 

WHEREAS,  A living  will  gives  the  responsible  physician 
great  assistance  in  the  management  of  his  patients  in  their 
terminal  illness  or  in  the  prolongation  of  a vegetative  exist- 
ence. Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  go 
on  record  as  recognizing  that  the  principle  of  informed  con- 
sent by  a mentally  competent  patient  has  a logical  extension 
to  the  decision  of  terminating  treatment  in  patients  with  a 
terminal  illness  or  who  are  in  coma,  the  patient's  “informed 
consent”  having  been  recorded  in  a living  will  while  he  was 
mentally  competent;  and  be  it  further 

RESOLVED,  That  members  of  the  Association  in  con- 
sultation with  colleagues  if  deemed  necessary,  and  with  the 
complete  agreement  of  responsible  and  competent  members 
of  the  patient’s  family  fulfill  the  sense  of  the  living  will;  and 
be  it  further 

RESOLVED,  If  a member  of  the  Association  prefers  not 
to  accept  the  provisions  of  the  living  will,  he  so  inform  the 
patient’s  family  and  transfer  the  patient  to  another  physician 
of  their  choice;  and  be  it  further 

RESOLVED,  That  the  Association  recommend  to  the 
hospitals  of  the  state  of  Tennessee  a review  of  their  governing 
rules  for  their  staff  and  delete  from  these  any  that  might  pro- 
hibit a member  of  its  staff  from  carrying  out  the  provisions 
of  a living  will  after  medical  consultation,  if  necessary,  and 
with  the  full  agreement  of  responsible  and  competent  mem- 
bers of  the  patient’s  family;  and  be  it  further 

RESOLVED,  That  the  foregoing  resolution  be  construed 
in  a manner  consistent  with  all  applicable  law  and  that  if  any 
provision  hereof  be  inconsistent  with  such  law,  the  provision 
be  deemed  amended  to  the  extent  necessary  to  comply  with 
such  law;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMUTE  C — recommended  nonadoption 
of  Resolution  No.  13-84. 

ACTION:  NOT  ADOPTED 


RESOLUTION  NO.  14-84 
Diagnosis  Related  Groups  (DRGs) 

By:  Arden  J.  Butler,  Jr.,  M.D.,  President 
Northwest  Tennessee  Academy  of  Medicine 

WHEREAS,  DRG  legislation  will  not  lower  hospital  costs 
over  the  long  haul;  and 

WHEREAS,  DRG  legislation  will  make  hospital  medical 
care  more  s.carce;  and 

WHEREAS,  DRG  legislation  is  totally  unfair  to  hospitals 
by  allowing  no  recourse  in  collecting  the  unpaid  bill.  Now. 
therefore  be  it 

RESOLVED,  That  the  TMA  oppose  the  principle  of  DRG 
legislation  and  workvto  have  it  modified  to  correct  the  many 
inequities  such  as  urban  and  rural  categories,  or  to  have  it 
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repealed  and  to  use  its  influence  in  Washington  through  con- 
tacts with  the  Tennessee  congressional  delegation  and  corre- 
spondence by  all  TMA  members  to  their  representatives;  and 
be  it  further 

RESOLVED,  That  this  resolution  be  forwarded  to  the 
AMA  Board  of  Trustees;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  14-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  15-84 
Cost  Control  of  Medical  Services 

By:  W.  Robert  Gronewald,  M.D. 

Lakeway  Medical  Society 

WHEREAS,  The  government,  industry,  labor,  civic  or- 
ganizations, and  the  general  public  are  expressing  concerns 
about  their  medical  care  costs;  and 

WHEREAS,  The  complexity,  variety,  and  amount  of  tax- 
es are  a significant  “business”  cost  in  our  provision  of  medi- 
cal care.  Now,  therefore  be  it 

RESOLVED,  That  the  TMA  disseminate  information  re- 
garding the  inflationary  impact  of  taxes  on  medical  care  costs; 
and  be  it  further 

RESOLVED,  That  the  TMA  oppose  discriminatory  taxes 
aimed  toward  the  medical  profession  that  tend  to  increase  the 
cost  of  medical  care;  and  be  it  further 

RESOLVED,  That  this  resolution  be  carried  forward  to 
the  AMA  House  of  Delegates;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  15-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  16-84 
Natural  Death  Act  and  the  Living  Will 

By:  McCarthy  Demere,  M.D. 

Memphis-Shelby  County  Medical  Society 

WHEREAS,  The  Tennessee  Medical  Association  has  been 
on  record  as  favoring  dignity  of  patients  both  in  life  and  death; 
and 

WHEREAS,  The  withholding  of  treatment  in  the  final 
stages  of  life  has  been  recognized  as  being  a matter  of  medi- 
cal judgment  and  consummated  between  the  patient,  the 
physician,  the  next  of  kin  and  the  family;  and 

WHEREAS,  It  is  a well-recognized  medical  and  legal  fact 
that  every  competent  and  lucid  patient  has  a right  to  refuse 
any  type  of  treatment;  and 

WHEREAS,  The  physicians  of  the  Tennessee  Medical 
Association  have  always  attempted  to  consider  and  honor, 
whenever  reasonable,  requests  not  to  continue  life  treatment; 


and 

WHEREAS,  The  states  that  have  adopted  Natural  Death 
Act  and  Living  Will  legislation  have  met  with  great  confusion 
and  have  actually  interfered  with  the  doctor-patient  relation- 
ship. Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
continue  to  be  on  record  as  being  in  favor  of  patients  indi- 
cating their  wishes  but  opposed  to  any  type  of  Natural  Death 
Act  or  Living  Will  legislation  that  would  mandate  the  physi- 
cian to  discontinue  life  supports  without  regard  to  his  medical 
opinion;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
oppose  any  legislation  that  would  put  laws,  courts,  and  judges 
in  a position  of  making  life  and  death  decisions;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  16-84. 

ACTION:  ADOPTED 


RESOLUTION  NO.  17-84 
Prescription  Drug  Usage 

By:  Sarah  H.  Sell,  M.D. 

WHEREAS,  There  is  a serious  problem  caused  by  large 
leaks  of  addictive  drugs  which  are  obtained  by  prescriptions 
from  physicians  and  other  health  providers;  and 

WHEREAS,  Governor  Alexander  has  established  a spe- 
cial task  force  to  address  this  problem  in  Tennessee;  and 
WHEREAS,  The  Tennessee  Task  Force  is  urging  the  TMA 
to  take  a leadership  role  in  efforts  to  correct  this  problem  in 
our  state;  and 

WHEREAS,  The  AMA  is  supporting  states  by  making 
available  their  special  resources.  Now,  therefore  be  it 

RESOLVED,  That  the  TMA  recognize  the  urgency  of 
eradicating  the  evil  of  abuse  of  prescription  drugs;  and  be  i* 
further 

RESOLVED,  That  the  TMA  vigorously  support  the  Ten- 
nessee Task  Force  including  the  appointment  of  a represent- 
ative from  its  membership  to  this  task  force;  and  be  it  further 
RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  17-84  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  18-84 

Malpractice  Insurance 

By:  William  R.  Jones,  M.D. 
Lincoln  County  Medical  Society 


JUNE,  1984 
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WHEREAS,  A few  years  ago  the  physicians  of  Tennessee 
found  themselves  abandoned  by  most  malpractice  insurance 
writers  and  gouged  by  the  one  or  two  that  remained;  and 
WHEREAS,  The  physicians  of  Tennessee,  through  the 
efforts  of  TMA,  banded  together  to  form  an  insurance  com- 
pany (State  Volunteer  Mutual  Insurance  Company)  that  could 
reasonably  provide  malpractice  protection  and  support;  and 
WHEREAS,  This  same  insurance  industry  which  so  read- 
ily abandoned  us  before  is  now  attempting  to  undermine 
SVMIC  by  selling  malpractice  insurance  at  a loss  in  Tennes- 
see; and 

WHEREAS,  In  other  states,  such  as  Florida,  the  insur- 
ance industry  has  had  some  success  at  undermining  physi- 
cians’ organized  insurance  companies  by  selling  at  such  loss- 
es. Now,  therefore  be  it 

RESOLVED,  That  the  TMA  make  a concerted  effort  to 
educate  all  members  of  local  societies  in  those  matters  relat- 
ed to  malpractice  insurance  both  past  and  present  in  Tennes- 
see, and  acquaint  them  with  the  purpose  and  tactics  being 
used  to  undermine  SVMIC;  and  be  it  further 

RESOLVED,  That  this  House  of  Delegates  reaffirm  its 
appreciation  of  the  tremendous  effort  required  to  establish 
SVMIC,  the  oustanding  manner  in  which  all  aspects  of  SVMIC 
service  and  protection  have  been  carried  out,  and  our  desire 
that  SVMIC  receive  the  wholehearted  backing  of  all  compo- 
nent societies  and  physicians  of  Tennessee;  and  be  it  further 
RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1991. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  18-84. 

ACTION:  ADOPTED 


RESOLUTION  NO.  20-84 

AMA  Dues  Freeze 

By:  Pete  S.  Soteres,  M.D. 
Chattanooga-Hamilton  County  Medical  Society 

WHEREAS,  The  AMA  has  requested  each  member  phy- 
sician to  freeze  fees;  and 

WHEREAS,  A frequent  reason  physicians  give  for  leav- 
ing the  AMA  is  the  amount  of  the  dues;  and 

WHEREAS,  We  wish  the  AMA  to  demonstrate  its  sup- 
port of  each  member  in  their  endeavor.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  delegation  recommend 
to  the  AMA  House  of  Delegates  and  the  AMA  Board  of 
Trustees  a freeze  on  AMA  dues  for  the  duration  of  the  phy- 
sician fee  freeze;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1985. 

REFERENCE  COMMITTEE — (Late  Resolution ) Was  acted 
upon  by  House  of  Delegates  as  a committee  of  the  whole. 

ACTION:  ADOPTED 


TENNESSEE’S  OUTSTANDING 
PHYSICIAN  OF  THE  YEAR 


John  H.  Burkhart,  M.D. 


The  Tennessee  Medical  Association’s  most  coveted 
honor,  the  Outstanding  Physician  of  the  Year  Award, 
was  presented  to  John  Henry  Burkhart,  M.D.,  Knox- 
ville family  physician.  He  was  the  only  nominee  consid- 
ered by  the  194-member  TMA  House  of  Delegates.  He 
was  nominated  by  the  Knoxville  Academy  of  Medicine. 

Dr.  Burkhart,  a native  of  Knoxville,  received  his 
medical  degree  from  the  University  of  Tennessee  Col- 
lege of  Medicine  in  1945.  He  did  a one-year  internship 
at  Knoxville  General  Hospital,  then  served  for  two  years 
with  the  U.S.  Army  Air  Force,  the  last  year  with  the 
Army  of  Occupation  in  Japan.  He  was  discharged  as  a 
captain  in  the  Medical  Corps.  He  served  a one-year  re- 
sidency in  internal  medicine  at  Knoxville  General  Hos- 
pital and  has  practiced  medicine  in  Knoxville  since  1949. 

Dr.  Burkhart  was  president  of  the  Tennessee  Medi- 
cal Association  in  1965.  He  also  has  served  as  its  sec- 
retary and  vice  president,  and  chairman  of  the  TMA 
Board  of  Trustees.  From  1967  to  1978,  he  was  a TMA 
delegate  to  the  American  Medical  Association.  He  has 
served  as  president  of  the  board  of  directors  of  the  TMA 
Student  Education  Fund  since  its  organization  in  1963. 

He  has  been  a member  of  the  American  Academy 
of  Family  Practice  since  1953.  In  1964,  he  was  elected 
General  Practitioner  of  the  Year  by  the  Tennessee 
Academy  of  General  Practice.  In  1975,  he  was  the  re- 
cipient of  a TMA  Distinguished  Service  Award. 

Dr.  Burkhart  was  elected  to  the  AMA  Judicial 
Council  in  1978  and  reelected  in  1983,  serving  as  its 
chairman  in  1981.  He  was  appointed  to  the  Tennessee 
Board  of  Medical  Examiners  in  1974,  reappointed  and 
elected  chairman  in  1978  and  reappointed  in  1982.  He 
still  serves  as  the  chairman  of  that  state  board. 

From  1976  to  1983,  he  was  a member  of  the  Com- 
mittee on  Municipal  Health  Services  of  the  Robert  Wood 
Johnson  Foundation.  From  1958  to  1965,  he  was  a 
member  of  the  Knoxville  Board  of  Education,  serving 
as  its  president. 

Dr.  and  Mrs.  Burkhart  have  three  sons,  all  of  whom 
are  graduates  of  the  University  of  Tennessee  College  of 
Medicine. 

The  Tennessee  Medical  Association  was  honored  to 
present  its  1984  Outstanding  Physician  of  the  Year 
Award  to  John  Henry  Burkhart,  M.D. 


332 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMUNITY  SERVICE  AWARDS 


Each  year,  the  Tennessee  Medical  Association  is 
privileged  to  present  its  Community  Service  Award  to 
citizens  who  have  made  significant  contributions  to  their 
community  and  state  in  the  very  broad  field  of  health 
care.  This  year,  TMA  recognized  the  contributions  of 
three  distinguished  Tennesseans. 


Mr.  Mason  Granger,  a native  of  New  York  City,  is 
news  director  of  WMC-TV,  Channel  5,  Memphis,  and 
co-anchor  of  the  station’s  evening  newscast.  He  has  made 
a significant  contribution  to  cancer  awareness  and  edu- 
cation in  the  mid-South  area. 

He  is  a member  of  the  board  of  directors  and  chair- 
man of  the  Public  Information  Committee  of  the  Amer- 
ican Cancer  Society’s  Memphis-Shelby  County  unit.  He 
has  been  instrumental  in  the  development  of  “Cancer 
Answer  Week,  ” a two-hour,  live  program  each  fall  on 
WMC-TV  designed  to  educate  the  public  on  the  detec- 
tion and  treatment  of  cancer  illnesses.  He  is  moderator 
of  the  program. 

Mr.  Granger  received  his  bachelor’s  degree  from  the 
University  of  Virginia  and  his  master’s  degree  in  jour- 
nalism from  Columbia  University.  He  has  been  co-an- 
chor of  the  evening  newscast  and  a member  of  the  Ac- 
tion News  5 team  since  October,  1975. 

He  serves  on  the  board  of  directors  of  the  Memphis 
Association  for  Retarded  Citizens,  Goodwill  Boys’ 
Club,  Big  Brothers-Big  Sisters  of  Greater  Memphis, 
Leadership  Memphis,  and  the  Memphis  Zoological  So- 
ciety. 

Mr.  Granger  is  a most  worthy  recipient  of  the  Com- 
munity Service  Award  and  the  Tennessee  Medical  As- 
sociation is  proud  to  present  him  with  this  honor. 

Mrs.  Patricia  Cole  Thurston,  a native  of  Brookings, 
South  Dakota,  is  the  wife  of  Timothy  W.  Thurston, 
M.D.,  Maryville  pediatrician.  She  has  shown  a partic- 
ular concern  for  abused  persons,  especially  battered 
wives  and  children.  This  concern  led  to  the  establish- 
ment of  Blount  County’s  first  and  only  shelter  for  abused 
persons — Haven  House.  She  perceived  the  need  for  the 
shelter  and  arranged  for  Tennessee  Governor  Lamar 
Alexander  to  come  to  Blount  County  in  support  of  Ha- 
ven House,  with  thousands  of  Blount  Countians  joining 
the  governor  in  a walkathon  to  raise  funds  and  to  pub- 
licize the  plight  of  abused  persons. 


She  received  her  B.S.  degree  in  nursing  at  the  Uni- 
versity of  Tennessee  College  of  Nursing  in  Memphis  and 
was  a staff  nurse  for  three  years  at  the  Veterans 
Administration  Hospital  in  Memphis.  She  was  a public 
health  nurse  for  two  years  with  the  Memphis-Shelby 
County  Public  Health  Department. 

Prior  to  moving  to  Maryville,  the  Thurstons  resided 
in  Morristown.  There,  Mrs.  Thurston  initiated  a sco- 
liosis screening  program  in  the  Morristown  and  Ham- 
blen County  schools.  When  she  moved  to  Maryville, 
she  developed  the  same  program  in  Blount  County. 

The  Tennessee  Medical  Association  is  very  proud  to 
honor  a woman  of  such  distinction  with  the  Associa- 
tion’s 1984  Community  Service  Award. 

Mrs.  Angeline  Haynes  Yarbro,  a native  of  Tipton- 
ville,  retired  in  October,  1982,  as  director  of  develop- 
ment for  the  Western  Tennessee  Region  of  the  Easter 
Seal  Society  for  Crippled  Children  and  Adults.  She  is 
the  wife  of  retired  banker  Mr.  John  T.  Yarbro. 

Her  cerebral  palsied  son  was  born  in  1951  and  lived 
to  be  11  years  old.  Her  daughter  developed  a speech 
and  hearing  problem  but  now  is  a speech  and  hearing 
teacher  of  children  with  special  needs  in  Illinois.  For 
six  years,  Mrs.  Yarbro  traveled  to  Memphis  once  a week 
for  therapies  for  both  her  children.  She  often  provided 
transportation  for  other  children.  In  1953,  she  became 
a volunteer  for  the  Easter  Seal  Society  as  the  Lake 
County  chairman  and  fund-raiser. 

In  1968,  she  was  employed  by  the  Western  Tennes- 
see Chapter  of  the  Easter  Seal  Society  as  field  repre- 
sentative, later  becoming  director  of  development.  She 
covered  a 20-country  area  in  western  and  northwestern 
Tennessee  in  developing  centers  for  the  handicapped. 

She  is  current  president  of  the  Tennessee  Mothers’ 
Association  of  American  Mothers,  Inc.,  and  is  very  ac- 
tive as  a member  of  the  administrative  board  of  the  First 
Methodist  Church  of  Tiptonville. 

Recently,  Mrs.  Yarbro  assumed  the  presidency  of 
the  Tennessee  Federation  of  Women’s  Clubs,  an  orga- 
nization with  over  7,000  members.  Her  main  project  as 
president  of  that  organization  will  be  to  aid  the  handi- 
capped. 

The  contributions  to  her  community  and  state  over 
the  years  have  been  well  established  by  Mrs.  Yarbro.  It 
is  a high  honor  for  the  Tennessee  Medical  Association 
to  recognize  her  contributions  with  this  year’s  Com- 
munity Service  Award. 
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DISTINGUISHED  SERVICE  AWARDS 


The  Distinguished  Service  Award  is  presented  an- 
nually by  the  Board  of  Trustees  of  the  Tennessee  Med- 
ical Association  to  physician  members  who  have  made 
eminent  contributions  to  the  public  welfare  or  to  the 
advancement  of  medical  science.  At  the  149th  Annual 
Meeting  of  TMA  on  April  11-14,  the  chairman  of  the 
Board  of  Trustees  announced  that  there  were  two  recip- 
ients of  this  award  in  1984. 

Allen  S.  Edmonson,  M.D.,  a native  of  Martin  who 
has  practiced  orthopaedic  surgery  at  Campbell  Clinic, 
Inc.,  Memphis,  since  1959,  received  his  medical  degree 
from  the  University  of  Tennessee  College  of  Medicine 
in  Memphis  in  1953.  He  was  certified  by  the  American 
Board  of  Orthopaedic  Surgery  in  1962. 

Dr.  Edmonson  served  as  president  of  the  Memphis- 
Shelby  County  Medical  Society  in  1979.  He  was  its 
treasurer  in  1976  and  a member  of  its  House  of  Dele- 
gates in  1965-79.  He  has  been  a member  of  the  board 
of  directors  of  the  Memphis-Shelby  County  Medical 
Foundation  since  1980  and  a member  of  the  board  of 
directors  of  Memphis  Independent  Practice  Association 
since  1982. 

In  1981,  he  served  as  president  of  the  Tennessee 
Medical  Association.  He  was  vice  speaker  of  the  TMA 
House  of  Delegates  in  1974-78  and  speaker  of  the  House 
in  1978-80.  During  the  period  of  1975-81,  he  served  as 
chairman  of  the  board  of  directors  of  State  Volunteer 
Mutual  Insurance  Company  (SVMIC). 

Last  year,  he  served  as  co-chairman  of  Health  Care 
Coalition  of  Memphis,  organized  by  the  Memphis- 
Shelby  County  Medical  Society  in  1982  and  cospon- 
sored by  the  Memphis  Area  Chamber  of  Commerce  as 
an  effort  to  promote  health  care  cost  containment 
throughout  the  Memphis  and  mid-South  area.  The  Co- 
alition conducted  a number  of  in-depth  studies  and  ac- 
tivities to  determine  the  effects  of  various  factors  on  the 
overall  cost  of  health  care.  This  work  culminated  in  the 
adoption  of  14  recommendations  to  help  contain  health 
care  costs  without  compromising  quality  of  medical  care. 
The  leadership  of  Dr.  Edmonson  was  one  of  the  major 
factors  behind  the  successful  work  of  the  Coalition. 


Dr.  Edmonson  is  a tireless  worker  for  organized 
medicine  and  his  contributions  have  been  innumerable 
over  the  years.  The  Association  is  very  pleased  to  con- 
fer this  highly  deserved  honor  on  Dr.  Edmonson. 

Grant  W.  Liddle,  M.D.,  a native  of  American  Fork, 
Utah,  received  his  medical  degree  in  1948  from  the 
University  of  California. 

He  is  the  former  professor  and  chairman  of  the  De- 
partment of  Medicine  at  Vanderbilt  University  School 
of  Medicine  in  Nashville.  He  joined  its  faculty  in  1956. 
He  has  earned  international  recognition  for  his  pioneer- 
ing research  in  clinical  endocrinology. 

Among  his  noteworthy  accomplishments  are  devel- 
oping tests  for  pituitary-adrenal  gland  function,  identi- 
fying treatment  for  Cushing’s  syndrome,  the  discovery 
and  delineation  of  ectopic  ACTH  syndrome  and  the 
discovery  that  ACTH  also  is  produced  by  some  can- 
cers. 

Before  joining  Vanderbilt,  Dr.  Liddle  was  an  in- 
tern, resident  and  research  fellow  at  the  University  of 
California  School  of  Medicine  and  senior  assistant  sur- 
geon in  the  Section  on  Clinical  Endocrinology  at  the 
National  Heart  Institute.  He  has  written  over  200  arti- 
cles for  professional  journals  during  his  career. 

He  was  president  of  the  International  Society  of  En- 
docrinology in  1976-80,  president  of  the  Nashville  So- 
ciety for  Internal  Medicine  in  1965-66,  president  of  the 
Southern  Society  for  Clinical  Investigation  in  1965-66 
and  president  of  the  Endocrine  Society  in  1973-74.  In 
1962,  he  was  the  recipient  of  the  Endocrine  Society’s 
Upjohn  Award  and,  in  1971,  received  its  Distinguished 
Leadership  Award  in  Endocrinology. 

In  1973,  he  received  the  Henry  Hallet  Dale  Medal 
of  the  British  Society  for  Endocrinology.  In  1979,  he 
was  the  recipient  of  the  Earl  Sutherland  Prize  for 
Achievement  in  Research.  He  was  named  a fellow  in 
the  Royal  College  of  Physicians  in  England  two  years 
ago. 

Dr.  Liddle’ s contributions  to  the  medical  profession 
have  been  significant  and  the  Tennessee  Medical  Asso- 
ciation is  honored  to  present  its  1984  Distinguished 
Service  Award  to  him. 
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REPORTS  OF  OFFICERS 


Report  of  the  President 

Nat  E.  Hyder,  Jr.,  M.D. 

To  be  president  of  the  Tennessee  Medical  Association 
during  its  154th  year  has  been  a signal  honor  and  a memo- 
rable experience.  Since  the  reports  from  the  chairman  of  the 
Board  of  Trustees  and  the  executive  director  will  be  a thor- 
ough chronicle  of  the  Association's  activities  during  the  past 
year,  my  report  will  not  be  as  detailed. 

Visiting  component  medical  societies  across  the  state,  along 
with  attending  hospital  staff  meetings  and  Tennessee  Hospital 
Association’s  functions,  has  been  a most  rewarding  experi- 
ence. These  meetings  have  confirmed  my  longtime  impres- 
sion that  we  have  had  and  continue  to  have  many  physician 
members  who  are  very  dedicated,  willing  and  quite  able  to 
continue  to  work  toward  delivering  quality  health  care  to  the 
people  of  this  state  and  this  country. 

It  is  a heartwarming  experience  to  meet  and  work  with 
such  high  caliber  individuals.  Let  us  hope  and  pray  that  med- 
icine will  continue  to  provide  this  type  of  physician  with  the 
commitment  needed  to  carry  on  the  tradition  of  the  Tennes- 
see Medical  Association. 

The  professional  staff  of  the  Tennessee  Medical  Associa- 
tion is  dedicated  to  keeping  the  Association  well  organized 
and  operational  on  local,  state  and  national  levels.  We  are 
most  fortunate  in  having  such  competent  and  responsible  in- 
dividuals. 

In  your  president-elect.  Thomas  Kelly  Ballard.  M.D..  along 
with  the  Board  of  Trustees,  we  can  rest  assured  that  the  ob- 
jectives of  the  House  of  Delegates  will  be  carried  out  in  the 
coming  year  in  the  best  interests  of  our  patients  and  our 
profession. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of 
the  president,  recognized  Dr.  Hyder’s  many  contributions  to 
the  Association  and  thanked  him  for  his  leadership  during  the 
past  year,  and  recommended  that  the  report  be  filed. 


Report  of  the 
Board  of  Trustees 

Clarence  R.  Sanders,  M.D.,  Chairman 

Management  of  the  day-to-day  affairs  of  the  Tennessee 
Medical  Association  is  vested  by  the  Constitution  and  By- 
Laws  in  the  Board  of  Trustees.  Full  authority  rests  with  the 
Board  between  sessions  of  this  body  to  oversee  finance, 
property  management,  record  keeping  and  all  demands  of  an 
organization  as  required  by  state  and  federal  law7.  Such  re- 


sponsibility, due  to  a number  of  factors,  has  been  on  the  in- 
crease annually  for  several  years. 

In  order  to  carry  out  its  delegated  responsibilities,  the 
Board  conducted  regular  quarterly  meetings  during  which  128 
separate  items  of  business  related  to  the  operation  of  the  As- 
sociation were  considered  and  acted  upon.  As  is  customary, 
highlights  of  each  quarterly  meeting  are  reported  in  the  Jour- 
nal of  the  Tennessee  Medical  Association  in  order  for  all 
members  to  be  aware  of  Board  actions. 

The  reports  you  will  hear  today  from  the  other  officers  of 
TMA  will  detail  many  of  the  activities  with  which  the  Asso- 
ciation has  been  involved  during  the  past  12  months. 

In  an  effort  to  maintain  the  necessary  close  liaison  with 
component  medical  societies  and  individual  physicians,  mem- 
bers of  the  Board,  along  with  the  president  and  other  offi- 
cers, have  visited  scheduled  county  society  meetings  across 
the  state  to  review  Association  policy  with  individual  mem- 
bers and  the  county  society  leadership.  The  Board  feels  very 
strongly  that  continued  liaison  in  this  manner  is  necessary7  in 
order  to  feel  and  maintain  the  pulse  of  organized  medicine. 
Several  Board  members  have  also  attended  national  meetings 
sponsored  by  the  AMA  to  better  educate  themselves  with  the 
issues  so  vital  to  American  medicine  and  to  bring  back  to  the 
Board  the  knowledge  and  expertise  so  necessary  in  today's 
changing  times.  The  TMA  members  have  been  well  repre- 
sented by  their  elected  officers  and  trustees. 

Also,  in  an  effort  to  provide  medicine's  leadership  across 
the  state  with  a better  insight  into  the  ever-changing  devel- 
opments in  Congress  and  the  Tennessee  General  Assembly, 
the  Board  authorized  a Leadership  Conference  in  February 
that  was,  in  my  opinion,  one  of  the  most  informative  pro- 
grams ever  assembled  by  TMA.  Although  attendance  was 
good,  ten  times  the  number  would  have  benefited  from  hear- 
ing the  nationally  recognized  speakers. 

The  following  is  a brief  outline  of  the  major  items  of  busi- 
ness acted  upon  by  the  Board  during  the  past  12  months: 

Second  Quarter  Meeting — April  13,  1983 
The  Board: 

— Made  the  following  TMA  Committee  appointments:  Dr. 
Bruce  Walker,  Committee  on  Maternal  and  Child  Care:  Dr. 
Thomas  Traylor,  Maternal  Mortality  Subcommittee;  Dr. 
Thornton  E.  Bryan.  Rural  Health  Committee;  Dr.  E.  Wil- 
liam Rosenberg,  Committee  on  Continuing  Medical  Edu- 
cation; and  Dr.  Ben  D.  Hall,  Impaired  Physician  Commit- 
tee. 

— Appointed  Drs.  Howard  W.  Thomas,  William  C.  Ander- 
son, George  W.  Holcomb,  Jr.,  and  Charles  B.  Thome  to 
serve  on  the  Impaired  Physician  Loan  Fund  Board. 

— Approved  the  nominations  of  Drs.  Gary  Jackson,  Daniel 
R.  Hightower,  and  Victor  Schlesinger  for  appointment  to 
the  State  Advisory  Council  to  the  Board  of  Examiners  for 
Speech  Pathology  and  Audiology. 

— Declined  a proposal  from  Xerox  Corporation  offering  cer- 
tain products  at  a reduced  price. 

— Approved  cosponsorship  with  the  Tennessee  Hospital  As- 
sociation of  three  DRG  workshops  for  physicians  in  Nash- 
ville, Knoxville  and  Memphis. 

— Appointed  Dr.  Nat  E.  Hyder,  Jr.,  to  serve  as  TMA's  rep- 
resentative with  the  Tennessee  Business-Labor-Health  Care 
Coalition. 

— Approved  the  1982  audit  as  conducted  by  the  firm  of  Ezra 
Jones  and  Associates. 

— Voted  to  change  TMA  policy  regarding  the  investment  of 
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TMA  funds,  limiting  each  investment  to  the  government 
insured  amount. 

— Directed  a By-Law  change  be  drafted  for  submission  to  the 
House  of  Delegates,  broadening  the  investment  capability. 

— Accepted  for  information  the  first  quarter  operating  re- 
port. 

— Approved  the  nominations  of  Drs.  Ronald  E.  Rosenthal, 
James  C.  Prose  or  Louis  G.  Britt,  for  appointment  to  the 
task  force  studying  levels  of  care  in  hospital  trauma  cen- 
ters. 

— Recognized  retiring  Board  members  Drs.  Allen  S.  Edmon- 
son, James  R.  Royal,  James  T.  Gaylon,  John  L.  Sawyers, 
and  George  H.  Wood,  for  their  contributions. 

Second  Quarter  Meeting — April,  16,  1983 

The  Board: 

— Elected  the  following  persons  for  1983-84:  Dr.  Clarence  R. 
Sanders,  chairman;  Dr.  H.  Trent  Vandergriff,  vice-chair- 
man; Dr.  C.  Eugene  Jabbour,  secretary-treasurer;  and  Mr. 
L.  Hadley  Williams,  assistant  secretary-treasurer. 

— Elected  an  Executive  Committee  and  seven  committees  of 
the  Board. 

— Named  Board  members  to  serve  as  division  coordinators 
and  as  liaison  to  each  medical  specialty  organization. 

— Adopted  policy  that  Board  members  not  be  appointed  to 
serve  on  the  Nominating  Committee. 

— Referred  to  the  Committee  on  Constitution  and  By-Laws, 
a By-Law  addition  regarding  future  elections  of  AMA  del- 
egates and  alternates. 

— Approved  a letter  of  solicitation  to  newly  elected  Board 
members  regarding  sustaining  membership  in  IMPACT. 

— Appointed  Dr.  James  R.  Royal,  M.D.  to  serve  on  the 
IMPACT  Board. 

— Determined  the  composition  of  the  Ad  Hoc  Selection 
Committee  for  the  Chief  Medical  Officer  and  delegated  the 
authority  for  selection  to  the  Executive  Committee. 

Third  Quarter  Meeting — July  10,  1983 

The  Board: 

— Received  reports  from  the  Ad  Hoc  Selection  Committee 
for  the  Chief  Medical  Officer,  the  Impaired  Physician 
Committee,  the  Committee  on  Governmental  Medical  Af- 
fairs, the  Committee  on  Rural  Health,  and  State  Volunteer 
Mutual  Insurance  Company. 

— Approved  a request  for  $1,500  for  the  TMA  Auxiliary 
Sharing  Card  Program. 

— Accepted  the  resignation  of  Dr.  Clarence  C.  Woodcock,  Jr. 
as  alternate  AMA  delegate  and  named  Dr.  Robert  W.  Ikard 
to  serve  the  unexpired  term. 

— Approved  a contract  with  GTE  for  distributorship  of  the 
AM  A/GTE  Medical  Information  Network. 

— Directed  an  appropriate  response  be  made  to  the  Depart- 
ment of  Public  Health  regarding  the  Medicaid  Peer  Review 
process. 

— Nominated  Dr.  Virgil  Crowder,  Jr.  to  serve  on  the  Middle 
Tennessee  Health  Systems  Agency. 

— Nominated  Drs.  Arthur  S.  Harris,  Ronald  C.  Cate,  and 
Edgar  R.  Franklin  to  serve  on  the  state  Board  for  Licen- 
sing Hearing  Aid  Dispensers. 

— Appointed  Dr.  Winston  P.  Caine  to  serve  on  the  Commit- 
tee on  Scientific  Affairs. 

— Nominated  Drs.  James  Williams  and  John  H.  Dougherty, 


Jr.  to  serve  on  the  AMA  Diagnostic  and  Therapeutic  Tech- 
nology Assessment  Program  (DATTA). 

— Referred  a letter  from  AMA  in  reference  to  a proposed 
policy  change  of  reimbursement  by  third  party  payors  to 
the  Governmental  Medical  Services  Committee. 

— Received  a report  from  Dr.  Hamel  B.  Eason  regarding  the 
June  meeting  of  the  AMA  House  of  Delegates. 

— Accepted  recommendations  from  the  Travel  Committee  for 
TMA  sponsored  trips  in  1984. 

— Approved  the  second  quarter  financial  statement. 

Fourth  Quarter  Meeting — October  9,  1983 

The  Board: 

— Confirmed  action  by  the  Executive  Committee  regarding  a 
membership  survey,  the  GTE  contract  and  scheduling  of  a 
Leadership  Conference  in  early  1984. 

— Approved  the  employment  of  a part-time  medical  director 
for  the  Impaired  Physician  Program,  the  employment  con- 
tract and  proposed  budget. 

— Nominated  Drs.  Alan  L.  Graber  and  John  D.  Pigott  to  serve 
on  the  AMA  Diagnostic  and  Therapeutic  Technology  As- 
sessment Program  (DATTA). 

— Directed  the  Interprofessional  Liaison  Committee  conduct 
discussions  with  osteopathic  physicians  regarding  possible 
membership  in  county  and  state  medical  societies. 

— Directed  a letter  be  written  to  the  AMA  Council  on  Med- 
ical Services  regarding  indemnity  versus  UCR  reimburse- 
ment by  third  party  payors. 

— Declined  to  adopt  a recommendation  from  the  Committee 
on  Governmental  Medical  Services  regarding  mandatory 
second  opinions  of  five  elective  surgical  procedures. 

— Received  reports  from  the  Impaired  Physician  Committee, 
the  Committee  on  Scientific  Affairs,  State  Volunteer  Mu- 
tual Insurance  Company,  and  IMPACT. 

— Nominated  Drs.  Hays  Mitchell,  Howard  W.  Thomas,  and 
William  J.  Pedigo,  Jr.  for  appointment  to  the  Medicaid 
Medical  Care  Advisory  Committee. 

— Nominated  Drs.  Peter  G.  Carnesale,  Evelyn  B.  Ogle,  and 
John  Saffold  for  appointment  to  the  state  Board  for  Licen- 
sing Health  Care  Facilities. 

— Nominated  Drs.  James  V.  Ferguson,  Jr.,  Carl  T.  Duer,  and 
Billy  J.  Allen  for  appointment  to  the  State  Medicaid  For- 
mulary Advisory  Committee  to  fill  an  unexpired  term. 

— Nominated  Drs.  Charles  W.  White,  George  S.  Lovejoy,  and 
Robert  E.  Clendenin,  Jr.  for  appointment  to  the  State 
Medicaid  Formulary  Advisory  Committee. 

— Nominated  Drs.  Mark  P.  Fecher,  Warren  F.  McPherson, 
and  William  O.  Miller  for  appointment  to  serve  on  the  JUA 
Stabilization  Reserve  Fund. 

— Received  a report  regarding  implementation  of  the  findings 
of  the  TMA  Program  in  Prescribing  Improvement  and  ap- 
proved a request  for  physicians  to  serve  on  a special  study 
group  developing  detailed  protocols  for  the  staff  of  the 
Tennessee  Department  of  Health  and  Environment. 

— Appointed  Dr.  Nat  E.  Hyder,  Jr.  to  serve  a one-year  term 
as  a Director  on  the  IMPACT  Board,  representing  the  First 
District. 

— Reappointed  current  directors  in  the  Second  through  Ninth 
Districts  to  serve  one-year  terms  on  the  IMPACT  Board. 

— Adopted  AMA  criteria  regarding  dues  exemptions. 

— Voted  to  approve  a request  from  the  Tennessee  Nurses  As- 
sociation not  to  oppose  legislation  removing  physicians  from 
the  state  Board  of  Nursing. 

— Nominated  Dr.  John  W.  Greene  to  serve  on  a special  corn- 
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mittee  addressing  the  problems  of  adolescent  pregnancy, 
abortion  and  adoption  in  Tennessee. 

— Endorsed  support  of  Senate  Joint  Resolution  54,  establish- 
ing January  each  year  as  National  EyeHealth  Care  Month. 

— Received  a report  from  the  Ad  Hoc  Selection  Committee 
for  the  Chief  Medical  Officer. 

— Approved  the  third  quarter  financial  statement. 

— Approved  a preliminary  budget  of  $1,046,775  for  the  1984 
fiscal  year. 

First  Quarter  Meeting — January  15-16,  1983 

The  Board: 

— Approved  a request  by  the  Impaired  Physician  Committee 
to  oppose  the  Medicare  DRG  assignment  of  8.1  days  for 
the  treatment  of  alcoholism  and  directed  a resolution  be 
prepared  for  submission  to  the  House  of  Delegates. 

— Approved  recommendations  from  the  Committee  on  Med- 
icine and  Religion  regarding  expenses  of  the  speaker  for 
the  annual  prayer  breakfast. 

— Received  a report  from  the  Committee  on  Continuing 
Medical  Education. 

— Voted  to  oppose  any  legislative  tax  reform  measures  not 
broadly  based  on  population. 

— Voted  to  support  legislation  raising  the  legal  drinking  age 
to  21. 

— Appointed  Drs.  George  A.  Zirkle,  Jr.,  Jack  Butterworth, 
Jr.,  and  John  E.  Strickland,  Jr.  as  the  East  Tennessee  Nom- 
inating Committee. 

— Appointed  Drs.  James  W.  Hays,  Charles  E.  Jordan,  III, 
and  Lloyd  T.  Brown  as  the  Middle  Tennessee  Nominating 
Committee. 

— Appointed  Drs.  Phillip  A.  Pedigo,  Oscar  M.  McCallum  and 
James  H.  Ragsdale  as  the  West  Tennessee  Nominating 
Committee. 

— Appointed  members  to  all  standing  and  special  committees 
and  directed  that  letters  be  written  to  physicians  complet- 
ing their  services  on  the  various  committees,  expressing  ap- 
preciation for  their  service.  Also  directed  letters  be  sent  to 
all  physicians  who  had  expressed  a desire  to  serve  but  were 
not  appointed,  expressing  appreciation  for  their  interest  and 
advising  their  names  would  be  retained  on  file  for  future 
reference. 

— Named  Drs.  Allen  S.  Edmonson  and  Grant  W.  Liddle  to 
receive  the  Board’s  Distinguished  Service  Award. 

— Appointed  Drs.  Robert  L.  Chalfant  and  Allen  S.  Boyd,  Jr. 
to  the  TMA-Student  Education  Fund  Board,  and  Drs.  C. 
Eugene  Jabbour  and  John  B.  Thomison  to  the  Board  of 
the  Tennessee  Medical  Foundation. 

— Received  a report  from  State  Volunteer  Mutual  Insurance 
Company  and  appointed  Drs.  William  F.  Buchner,  Luthur 
A.  Beazley,  Jr.,  and  Hugh  Francis,  Jr.  to  serve  on  the 
SVMIC  Loss  Prevention  Committee. 

— Directed  the  Executive  Committee  and  staff  to  draft  a By- 
Laws  amendment  providing  implementation  of  Resolution 
1-77. 

— Directed  TMA  staff  to  review  and  revise  Resolution  10-77 
for  consideration  at  the  April  Board  Meeting. 

— Named  Mason  Granger,  Patricia  Cole  Thurston  and  Ange- 
line  Yarbro  as  recipients  of  the  TMA  Community  Service 
Award. 

— Received  a report  from  Drs.  Allen  S.  Edmonson  and  Nat 
E.  Hyder,  Jr.  regarding  activities  of  the  AMA  Health  Pol- 
icy Agenda  Group. 

— Accepted  recommendations  from  the  Committee  on  Group 


Insurance  regarding  sponsorship  of  a new  major  medical 
insurance  program  beginning  March  1,  1984. 

— Approved  cosponsorship  of  a statewide  conference  on  school 
health  education  with  the  American  Lung  Association. 

— Approved  a request  from  the  Tennessee  Department  of 
Health  and  Environment  to  cosponsor  the  1984  Physician 
Recruitment  Exchange. 

— Nominated  Dr.  E.  William  Rosenberg  to  serve  on  the 
Committee  for  Review  and  Recognition  (CRR)  of  the  Ac- 
creditation Council  for  Continuing  Medical  Education. 

— Directed  a letter  be  written  to  the  Medical  Director  of  Pru- 
dential Insurance  Company  and  the  Commissioner  of  In- 
surance for  the  State  of  Tennessee  stating  TMA’s  opposi- 
tion to  mandatory  second  opinion  programs. 

— Referred  letters  of  complaint  regarding  mandatory  second 
opinions  and  unethical  patient  solicitation  practices  of  some 
home  health  care  agencies  to  the  Governmental  Medical 
Services  Committee. 

— Received  a report  from  Dr.  Hamel  B.  Eason  of  the  action 
of  the  AMA  House  of  Delegates  at  the  December  Interim 
Meeting. 

— Appointed  Mr.  Charles  L.  Cornelius,  Jr.,  TMA  Legal 
Counsel  for  1984. 

— Approved  the  1983  financial  statement  and  operating  re- 
port, and  the  1984  budget. 

— Nominated  Drs.  L.  G.  Britt,  Harry  Lee  Greene,  or  Phillip 
M.  Ricks  to  serve  on  a Medicaid  Medical  Advisory  Panel 
for  liver  transplants. 

— Received  a report  from  Mrs.  Dottie  Buchner  of  the  activi- 
ties of  the  TMA  Auxiliary. 

Having  had  the  privilege  of  serving  as  chairman  of  the  TMA 
Board  of  Trustees  has  been  a highlight  of  my  participation 
and  activities  within  TMA.  I am  proud  to  have  served  with 
such  a group  of  dedicated  individuals  who  unselfishly  give  of 
their  time  and  talents  in  an  effort  to  improve  TMA’s  ability 
to  respond  to  the  ever-growing  demands  facing  medicine  to- 
day and  tomorrow. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Board  of  Trustees,  thanked  Dr.  Sanders  and  the  Board  for 
managing  the  business  of  the  Association  during  the  past  year 
with  skill,  and  recommended  that  the  report  be  filed. 


Report  of  the 
Secretary-Treasurer 

C.  Eugene  Jabbour,  M.D. 

The  annual  audit  for  the  fiscal  and  calendar  year  ending 
Dec.  31,  1983  has  been  completed  and  is  available  for  review. 
The  customary  examination  of  Association  records  was  made 
by  Jones,  Ramsey  & Associates,  Certified  Public  Account- 
ants, whose  report  contains  a summary  of  accounting  policies 
and  pertinent  notes  supporting  schedules.  As  directed  by  the 
House  of  Delegates  last  year,  all  of  our  investment  accounts 
are  now  fully  insured. 

The  attached  financial  reports  show  the  revenue  and  ex- 
penditures of  the  Association  during  1983  and  the  assets,  li- 
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abilities,  and  fund  balances  at  the  end  of  the  year.  The  op- 
erating fund  balance  increased  about  $45,000.  Based  upon 
projected  1984  expenditures,  the  operating  fund  is  at  the  tra- 
ditionally conservative  18-month  level.  However,  it  is  expect- 
ed that  the  fund  will  begin  to  decrease  in  1984.  The  budget 
for  fiscal  year  1984  exceeds  $1  million  for  the  first  time  in  our 
history.  With  the  same  prudent  care  that  is  being  exercised 
by  the  officers  and  staff  of  the  TMA,  our  financial  status 
should  remain  sound. 

I wish  to  personally  thank  the  Board  of  Trustees  for  al- 
lowing me  to  serve  as  your  secretary-treasurer,  and  to  thank 
the  entire  staff  for  their  excellent  help. 


TENNESSEE  MEDICAL  ASSOCIATION 
OPERATING  FUND 

STATEMENT  OF  REVENUES,  EXPENDITURES 
AND  FUND  BALANCE 

Year  Ended  December  31 
1983  1982 


REVENUES 
Dues  TMA  (net  of 


$57,432.00  to  Journal) 

$ 588,547.50 

$ 531,941.00 

Annual  Meeting — Exhibits 

34,218.77 

17,705.00 

Annual  Meeting — Tickets 
Annual  Meeting — 

8,019.00 

5,140.00 

Opry  Tickets 

3,128.00 

Investment  Income 
AMA  Fees  for 

153,689.48 

207,348.51 

Dues  Collection 

7,363.59 

2,818.44 

History  Orders 

177.00 

485.00 

$ 795,143.34 

$ 765,437.95 

EXPENDITURES 

Administrative 
Administrative  Support 

$ 402,066.90 

$ 379,767.69 

& Services 

21,616.51 

17,117.21 

Travel — Staff 

27,979.09 

26,391.14 

Officers 

29,458.58 

21,619.68 

AMA  Delegates 

22,344.06 

28,704.38 

Committee  Expense 

27,562.50 

21,110.18 

Legislative  Expense 

29,380.02 

20,936.63 

Other  Organizations 

55,455.00 

9,449.00 

Annual  Meeting 

37,310.22 

28,500.87 

Taxes 

25,619.61 

24,300.73 

Headquarters  Building 

19,328.57 

17,559.51 

Capital  Expenditures 

10,124.05 

17,100.53 

Contingencies 

6,282.60 

14,403.75 

$ 714,527.71 

$626,961.30 

Excess  Revenues  Over 

Expenditures 

80,615.63 

138,476.65 

Excess  Journal  Costs 

(35,272.81) 

(30,957.92) 

Net  Income 

45,342.82 

107,518.73 

FUND  BALANCE 

Beginning 

1,520,106.80 

1,412,588.07 

Ending 

$1,565,449.62 

$1,520,106.80 

TMA  FUND  BALANCE  SHEET 

Year  ended  December  31 
1983  1982 

OPERATING  FUND 

ASSETS 


Cash 

$ 120,442.19 

$ 189,217.23 

Investments 

1,647,625.00 

1,550,000.00 

Accrued  Interest  Receivable 

38,472.46 

28,446.95 

Interfund  Notes 

168,900.00 

139,200.00 

Other  Receivables 

2,444.00 

$1,977,883.65 

$1,906,864.18 

LIABILITIES 

Accounts  Payable 

$ 7,778.97 

$ 

Accrued  Payroll  Taxes 

(33.64) 

Salary  Escrow 

14,746.06 

15,785.52 

22,525.03 

15,751.88 

DEFERRED  CREDITS 

Dues  Collection  Escrow 

389,909.00 

371,005.50 

FUND  BALANCE 

1,565,449.62 

1,520,106.80 

$1,977,883.65 

$1,906,864.18 

PROPERTY  FUND 

ASSETS  (at  cost) 

Land 

$ 64,803.09 

$ 64,803.09 

Building 

199,743.72 

199,743.72 

Equipment 

113,607.77 

108,602.88 

Autos 

17,743.81 

17,412.03 

Less  Accumulated 

395,898.39 

390,561.72 

Depreciation 

120,235.84 

103,949.43 

FUND  BALANCE 

$ 275,662.55 

$ 286,612.29 

TMA  JOURNAL  INCOME  AND  EXPENSE 
Year  Ended  December  31,  1983 


Total 

Readership 

Advertising 

INCOME 

Allocation  of  Dues 

$ 57,432.00 

$57,432.00  $ 

Advertising 

49,797.99 

49,797.99 

Subscriptions 

1,795.70 

1,795.70 

$109,025.69 

$59,227.70  $ 49,797.99 

EXPENSES 

Printing  and 

Distribution 

$ 97,026.51 

$60,267.38  $ 

36,759.13 

Editor  and  Board 

3,304.75 

3,304.75 

Clerical  Assistance 

600.00 

600.00 

Clipping  Service 

1,189.00 

1,189.00 

Salaries 

17,849.92 

8,924.96 

8,924.96 

Employee  Insurance 

938.50 

469.25 

469.25 

Taxes 

1,192.58 

596.29 

596.29 

Overhead 

22,197.24 

14,798.16 

7,399.08 

$144,298.50 

$90,149.79 

$54,148.71 

EXCESS 

EXPENSES  ($  35,272.81)  ($30,922.09)  ($  4,350.72) 


REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
secretary-treasurer,  commended  Dr.  Jabbour  for  his  leader- 
ship and  recognized  the  complexity  of  his  duties,  and  recom- 
mended that  the  report  be  filed. 
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Report  of  the  Judicial  Council 

James  T.  Craig,  Jr.,  M.D.,  Chairman 

The  Judicial  Council  has  not  met  formally  this  past  year. 
Several  matters  have  come  to  the  attention  of  the  district 
councilors  and  they  have  been  resolved  locally  thus  eliminat- 
ing any  appeals  to  the  full  Judicial  Council.  Local  medical 
societies  are  to  be  commended  for  their  review  and  adjudi- 
cation of  these  situations  which  can  be  time-consuming  and 
sensitive. 

The  Council  has  received  excellent  cooperation  from  the 
membership.  New  questions  continue  to  arise  as  to  legal  and / 
or  ethical  situations  involving  confidentiality.  The  Council  has 
asked  for  a study  report  from  the  TMA  legal  staff  and  coun- 
sel on  confidentiality.  The  Council  is  of  the  opinion  that  more 
clearly  defined  guidelines  on  confidentiality  could  be  helpful 
to  the  membership  as  physicians  relate  to  patients,  col- 
leagues, third  party  payors,  and  medical  institutions. 

The  Council  would  like  to  express  some  concern  as  to  the 
inactivity  and  lack  of  responsiveness  on  the  part  of  some  local 
medical  societies.  There  are  some  societies  in  this  state  that 
are  very  small  and  consequently  tend  to  be  inactive  in  the 
state  organization.  Over  the  next  year  the  Council  will  in- 
volve itself  through  its  district  councilors  in  trying  to  stimu- 
late these  local  societies  toward  greater  participation  in  the 
Association’s  activities. 

The  Council  wishes  to  express  its  appreciation  and  grati- 
tude to  all  of  those  who  have  been  called  upon  this  year  and 
given  of  their  time  and  wisdom  freely. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Judicial  Council,  expressed  its  appreciation  to  the  members  of 
the  Council,  and  recommended  that  the  report  be  filed. 

Report  of  the 
Executive  Director 

Mr.  L.  Hadley  Williams 

The  ultimate  survival  of  any  individual  membership  asso- 
ciation rests  upon  the  organization’s  ability  to  adequately  serve 
its  members.  The  Tennessee  Medical  Association  is  no  differ- 
ent. All  the  efforts  of  the  headquarters  staff  are  expended  for 
the  purpose  of  serving  the  membership.  With  the  ever-in- 
creasing challenges  that  confront  medicine  on  a daily  basis,  I 
feel  we  are  adequately  accomplishing  the  goal  of  service. 

Membership  in  the  Association  is  increasing  on  a steady 
basis.  Later  in  this  report,  a more  detailed  analysis  of  mem- 
bership numbers  will  be  made.  Responding  to  the  needs  of 
the  increasing  numbers  of  new  members  in  today’s  medical 
and  social  environment  requires  a continuing  analysis  of  all 
services  provided  by  TMA. 

Finances 

For  the  first  time  in  TMA  history,  the  annual  budget  is 
projected  to  exceed  $1  million  in  1984.  As  pointed  out  in  my 
report  to  the  House  at  this  time  last  year,  a close  look  at  the 
Association’s  current  and  future  financial  needs  will  be  re- 
quired. The  projected  budget  this  year,  if  realized,  will  result 
in  a deficit  of  more  than  $50,000.  This  will  occur  despite  the 
$30  increase  in  annual  dues  authorized  by  the  House  last  year. 


The  two  programs  for  which  the  total  amount  of  the  dues 
increase  was  allocated — Student  Education  Fund  and  Im- 
paired Physician  Program — will  utilize  $186,000  or  23.5%  of 
the  total  amount  anticipated  to  be  collected  from  dues  paying 
members.  These  two  expenditures  also  represent  17.5%  of 
the  total  budget  for  1984.  We  have  been  able  to  support  a 
budget  that  has  increased  annually  on  the  same  amount  of 
non  ear-marked  dues  ($140)  for  the  past  eight  years.  I do  not 
anticipate  being  able  to  maintain  such  a record  and  the  1984 
projected  deficit  attests  to  this  inability.  The  luxury  of  having 
one  of  the  lowest  dues  structures  of  any  state  must  soon  be 
reconsidered. 

Membership 

As  previously  mentioned,  a steady  annual  growth  in 
membership  continues.  The  following  is  a summary  of  mem- 
bership figures  for  the  past  year  as  well  as  for  several  pre- 
vious years  for  comparison  purposes: 


TMA  MEMBERSHIP  REPORT 


As  of  December  31,  1983 

1983 

1982 

1981 

1980 

1979 

Dues  Paying  Active 

Members 

4,7.14 

4,616 

4,519 

4,419 

4,306 

Dues  Paying  Resident 

Members 

79 

87 

73 

65 

80 

Dues  Exempt  Members 

761 

611 

490 

427 

387 

Veteran  Status  . . .388 
Military,  Disabled 
and  Retired  . . .183 
Students 190 

TOTAL 

5,554 

5,314 

5,082 

4,911 

4,773 

Deaths 

43 

39 

41 

36 

32 

AMA  Members  from  Tennessee  Medical  Association: 
Dues  Paying  3,621 

Dues  Exempt  556 

Direct  Members  1,435 

TOTAL  AMA  MEMBERS  5,612 
(76%  of  TMA  members  are  also  AMA  members) 


Staff 

I reported  last  year  that  staff  had  increased  by  two  per- 
sons in  order  to  provide  administrative  services  on  a cost  ba- 
sis to  State  Volunteer  Mutual  Insurance  Company  for  the 
purpose  of  conducting  loss  prevention  seminars  across  the 
state.  This  arrangement  was  terminated  by  the  insurance 
company  at  the  end  of  1983  in  favor  of  in-house  support  serv- 
ices. 

The  executive  staff  remains  intact.  Mr.  Don  Alexander  is 
assistant  executive  director  and  Mr.  Jim  D.  Ingram  is  director 
of  Continuing  Medical  Education.  Mr.  Jack  Fosbinder  is  staff 
attorney  and  along  with  Mr.  Ron  Gant  serves  as  liaison  with 
both  the  Tennessee  General  Assembly  and  with  members  of 
Congress.  Mr.  Bill  Wallace  serves  as  secretary  for  the  Student 
Education  Fund  and  for  staffing  many  other  important  com- 
mittees, while  Mr.  Thom  Wilkerson  maintains  liaison  with  the 
Auxiliary,  county  medical  societies  and  with  members  of  the 
news  media  across  the  state.  Miss  Linda  Bass  is  executive 
secretary  for  five  medical  specialty  organizations  whose  activ- 
ities are  directed  and  records  maintained  in  the  TMA  head- 
quarters office.  TMA  is,  in  my  opinion,  extremely  fortunate 
to  have  obtained  and  maintained  the  staff  expertise  required 
to  represent  the  membership  and  no  other  state  could  have  a 
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more  dedicated  group  working  on  behalf  of  physicians.  I am 
deeply  appreciative  of  the  individual  efforts  of  each  staff 
member  and  for  the  continued  devotion  to  duty  in  carrying 
out  their  responsibilities. 

The  Future 

Although  significant  differences  do  exist  in  the  manner  in 
which  medicine  is  practiced  in  various  sections  of  the  country 
and  in  other  states,  many  socioeconomic  factors  are  relative 
regarding  the  effect  they  potentially  have  on  the  practice  of 
medicine.  Our  neighboring  state  of  Kentucky  appointed  a 
committee  to  investigate  the  changing  trends  in  medicine  and 
the  report  was  presented  to  the  Kentucky  Medical  Associa- 
tion’s House  of  Delegates  last  fall.  I think  the  following  trends 
enumerated  by  that  Committee  indicate  major  changes  that 
are  beginning  to  take  place  in  addition  to  the  technological 
advances  that  have  been  made  in  medical  care  delivery  in  the 
last  decade. 

— Non-physicians  are  taking  a greater  role  in  determining  how 
medicine  will  be  practiced,  how  it  will  be  paid  for,  and  how 
much  will  be  paid  for  medical  care. 

— Business  coalitions  are  making  concerted  efforts  to  lower 
corporate  costs  through  negotiations  with  hospitals  and 
physician  groups,  and  by  seeking  positions  on  hospital 
boards.  Private  business  is  contracting  for  review  of  their 
health  care  costs. 

— Legislation  passed  in  California  has  legalized  the  corporate 
practice  of  medicine. 

— The  public  has  indicated  a desire  to  limit  what  funds  it  will 
make  available  to  government,  which  translates  into  less 
money  for  government  employee  benefit  plans;  limits  on 
Medicare/Medicaid  and  other  government  funded  pro- 
grams; and  the  business  community  is  no  longer  willing  and/ 
or  able  to  make  up  the  deficit. 

— Interest  in  self-insurance  programs  has  increased  signfi- 
cantly  by  companies  both  individually  and  collectively. 

— The  public  is  demanding  more  cost  accountability  from 
providers  while  the  Federal  Trade  Commission  and  the  court 
system  have  established  policies  that,  for  all  practical  pur- 
poses, end  fee  review. 

— Congress  has  made  changes  in  hospital-based  physician 
reimbursement  under  Medicare,  implemented  diagnosis- 
related  groups  for  Medicare  hospital  reimbursement,  and 
is  studying  the  feasibility  of  applying  them  to  physician 
reimbursement. 

— Non-physician  providers  are  making  inroads  based  on  cost 
considerations.  They  are  selling  the  idea  that  they  can  do 
a lot  of  things  cheaper  than  physicians  and  are  claiming 
that  there  is  no  lessening  in  the  quality  of  care. 

— There  has  been  an  increase  in  the  number  of  physicians 
participating  in  group  practices. 

— Most  physicians  feel  there  are  more  than  enough  practi- 
tioners in  their  communities,  but  the  public  does  not  feel 
there  is  an  overabundance  of  doctors. 

— Organized  medicine  has  not  been  effective  in  dealing  with 
nonmember  aberrant  physicians  for  reasons  largely  beyond 
its  control. 

— The  increase  in  the  number  of  physicians  has  resulted  in 
greater  competition  for  patients  and  greater  competition 
for  exclusive  in-hospital  contracts.  It  has  also  resulted  in 
the  establishment  of  alternate  delivery  systems  such  as 
freestanding  emergency  clinics;  preferred  provider  organi- 
zations; ambulatory  care  networks  and  physicians’  alli- 
ances; and  hospital-owned  clinics  for  minor  injuries  and 
medical  problems.  There  is  a growing  number  of  salaried 
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physicians  with  different  values  and  expectations  than  self- 
employed  physicians. 

— Females  now  comprise  more  than  one-fourth  of  the  na- 
tion’s medical  school  classes.  Thus,  a significant  number  of 
the  future  membership  in  organized  medicine  will  be  fe- 
male. 

— The  population  is  getting  older,  but  the  overall  American 
birth  rate  has  leveled  off.  The  elderly  use  more  care  across 
the  board,  and  thus  more  funds,  while  at  the  same  time 
there  will  be  fewer  people  in  the  work  force  paying  taxes 
to  fund  governmental  medical  programs.  By  the  year  2015 
the  ratio  of  workers  to  retire  will  be  2:1. 

— Ethical  questions  will  have  to  be  addressed  concerning  the 
prolonging  and  quality  of  life  versus  dollars  spent. 

— The  economy  is  changing  from  industrial-based  to  service- 
based. 

— Hospitals  may  compete  with  physicians  through  closed 
medical  staffs  and  contracts  with  employers,  unions,  and 
government  organizations. 

— Hospitals  may  compete  with  physicians  by  employing  phy- 
sician extenders,  e.g.,  CRNAs. 

These  are  but  a few  of  the  complex  problems  medicine  must 
face  presently  in  the  near  future.  Change  is  not  always  good, 
only  inevitable.  The  challenges  are  great.  The  Tennessee 
Medical  Association  must  meet  these  and  other  challenges 
that  are  sure  to  evolve  if  the  Association  is  to  continue  rep- 
resenting members  from  all  segments  of  the  practice  of  med- 
icine. One  thing  that  is  quite  clear  above  all,  the  profession 
needs  to  stand  together  today  more  than  ever.  The  county 
medical  societies,  TMA  and  the  American  Medical  Associa- 
tion will  remain  effective  as  long  as  we  continue  to  maintain 
a unity  of  purpose  and  continue  representing  a high  percent- 
age of  physicians  in  our  state.  Survival  of  the  private  practice 
of  medicine  depends  upon  the  collective  influence  we  now 
enjoy  within  the  federation  of  organized  medicine. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
executive  director,  thanked  Mr.  Williams  for  an  outstanding 
job  of  presenting  both  the  accomplishments  and  problems  of 
the  leadership  of  the  Association  during  the  past  year,  and 
recommended  that  the  report  be  filed. 


Committee  Reports 

The  following  standing  and  special  committees  made  annual 
reports  to  the  House  of  Delegates: 

— Committee  on  Scientific  Affairs 
— Committee  on  Legislation 
— Committee  on  Governmental  Medical  Services 
— Committee  on  TMA  Group  Insurance 
— Committee  on  Hospitals 
— Committee  on  Peer  Review 

— Committee  on  Communications  and  Public  Service 
— Interprofessional  Liaison  Committee 
— Committee  on  Continuing  Medical  Education 
— Mediation  Committee 
— Committee  on  Rural  Health 
— Committee  on  Emergency  Medical  Services 
— Advisory  Committee  to  TMA  Auxiliary 
— Committee  on  Medicine  and  Religion 
— Impaired  Physician  Committee 
— Committee  on  Health  Planning 
— Primary  Health  Care  Clinics  Committee 
— Committee  on  Long  Term  Health  Care 
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1984  TMA  Annual  Meeting — House  of  Delegates  Composition 
First  Session:  April  11 — Second  Session:  April  14 


EX-OFFICIO  MEMBERS 
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Outgoing  TMA  president  Dr.  Nat  E.  Hyder,  Jr.,  Johnson  City  (right)  relinquishing  gavel  to  incoming 
Jident  Dr.  Thomas  K.  Ballard,  Jackson.  (2)  Outstanding  Physician  of  the  Year  Award  recipient,  Dr.  John 
iurkhart,  Knoxville.  (3)  Distinguished  Service  Award  is  presented  to  Dr.  Allen  S.  Edmonson,  Memphis  (left) 
Jr.  Clarence  R.  Sanders,  Gallatin,  TMA  Board  Chairman.  (4)  Distinguished  Service  Award  is  presented  to 
Grant  W.  Liddle,  Nashville  (left)  by  Dr.  Sanders.  (5)  AMA  Board  member  Dr.  John  H.  Dawson  addressing 
House.  (6)  Community  Service  Award  recipients  (left  to  right)  Mrs.  Patricia  Cole  Thurston,  Maryville;  Mrs. 
;eline  Haynes  Yarbro,  Tiptonville;  and  Mr.  Mason  Granger,  Memphis.  (7)  A special  gavel  is  presented  to 
Charles  E.  Allen,  Johnson  City  (left),  outgoing  speaker  of  the  House,  by  Dr.  Malcolm  R.  Lewis,  incoming 
iker,  recognizing  Dr.  Allen’s  years  of  service  as  speaker  and  vice  speaker  of  the  House.  (8)  Health  Project 
itest  winners  with  teachers  Mrs.  Margaret  Jarrell  (left)  and  Miss  Jennifer  Wells  (right).  (9)  Recipients  of 
[A-ERF  checks  from  five  of  the  six  Tennessee  medical  institutions  that  received  checks,  with  Mrs.  Dottie 
:hner  (right),  outgoing  TMA  Auxiliary  president.  (10)  President’s  Banquet  entertainer,  Doc  McConnell.  (11) 
PACT  luncheon  speaker  Mr.  David  Broder,  Washington  Post  syndicated  political  columnist.  (12)  Medicine 
1 Religion  Breakfast  speaker  Dr.  Robert  van  Zandt  Bucklin,  La  Jolla,  Calif.  (13)  Dr.  and  Mrs.  Thomas  K. 
lard  and  Dr.  and  Mrs.  Nat  E.  Hyder,  Jr. 
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Thomas  K.  Ballard 


Involvement 

Have  you  ever  stopped  to  think  what  the  word  involvement  means?  Ac- 
cording to  Webster  involvement  means  to  bring  into  connection;  to  roll  up 
within  itself;  to  make  intricate;  to  entangle  in  difficulty  and  danger,  or  to 
occupy  the  attention  of.  How  does  this  apply  to  us  as  physicians? 

You  well  know  that  we  do  not  roll  up  within  ourselves.  Most  physicians 
are  outgoing  personalities  who  are  interested,  not  only  in  their  practice,  but 
in  the  environment  that  surrounds  them,  the  community  in  which  they  live, 
the  state  in  which  they  practice,  and  the  nation  as  a whole.  We  cannot  roll 
up  like  an  armadillo  in  its  shell.  We  do  not  want  to  entangle  ourselves  in 
difficulty  or  danger;  however,  we  do  want  to  give  our  attention  to  the  pres- 
ent and  future  situations. 

Do  you  realize  how  many  civic  organizations  you  belong  to,  how  many 
church  organizations,  how  many  medical  organizations,  specialty  societies, 
or  other  varied  and  sundry  affairs  in  which  you  are  involved?  I do,  and  I am 
amazed  at  what  occupies  my  attention  and  my  time  outside  of  patient  care. 

The  coming  year  is  going  to  bring  many  changes  in  the  way  we  practice 
medicine,  changes  that  will  occupy  a great  deal  of  our  time  and  attention.  I 
speak  specifically  of  the  prospective  pricing  system  with  its  diagnosis  related 
groups.  We  must  take  a positive  attitude.  It  is  the  law  of  the  land  and  must 
be  followed  even  though  I personally  think  it  is  ill-advised. 

We  will  have  to  be  involved  in  decision  making  concerning  our  patients. 
We  have  to  be  involved  with  our  hospital  administration  in  keeping  better 
records,  in  learning  how  much  various  procedures  cost,  in  learning  how  much 
medications  cost,  and  in  learning  how  each  individual  hospital  operates.  In 
doing  so,  however,  we  must  never  forget  to  maintain  quality  care  for  our 
patients. 

At  this  time  we  do  not  wish  to  roll  up  within  ourselves,  nor  do  we  want 
to  make  things  more  intricate  than  they  already  are.  We  must  address  our 
problems,  solve  our  problems,  and  by  doing  so  see  that  the  patients  of  Ten- 
nessee have  the  best  medical  care  of  any  state  in  the  union. 

As  responsible  physicians  we  will  have  to  become  involved  in  all  levels. 
By  doing  so  we  will  learn,  and  we  will  grow  in  our  knowledge  and  thinking. 
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editorial/ 


Time  to  Smell  the  Roses 

As  I have  observed  without  any  originality  on 
these  pages  in  addressing  any  number  of  topics, 
one  really  can’t  have  it  both  ways.  No  matter  how 
desirable,  it  is  one  of  those  things  that  all  your 
piety  and  wit  cannot  accomplish.  Over  the  years 
I have  sat  through  interminable  debate  on  this  or 
that  inconsequential  matter  to  which  the  House 
of  Delegates  of  the  Tennessee  Medical  Associa- 


tion (TMA)  has  been  required  to  direct  its  atten- 
tion, drivel  during  which  dazed  delegates  have 
dozed  and  mentally  died  apace.  So  when,  near 
the  end  of  the  annual  meeting  just  past,  Kelley 
Avery  remarked  in  addressing  the  House  that  this 
was  undoubtedly  the  dullest  assembly  he  had  ever 
attended,  I wasn’t  sure  whether  to  laugh  or  cry. 
This  quandry  was  compounded  when  one  of  my 
Nashville  colleagues  allowed  that  we  had  per- 
manently lost  her  and  two  other  first-timers  from 
our  delegation.  My  response  was  that  it  was  a 
breath  of  fresh  air,  and  that  dreary  windbags  have 
driven  off  a lot  more  delegates  than  brief  tedium 
ever  will. 

I suppose  that  when  one  has  endured  protract- 
ed assault  on  the  intellect,  the  mere  fact  of  it  lulls 
the  participant  into  a smug  sense  of  accomplish- 
ment, whether  or  not  anything  at  all  has  actually 
come  of  it.  In  actuality,  the  House,  in  winding 
up  its  business  in  slightly  less  than  two  hours  on 
Saturday  morning,  had  more  to  show  for  it  than 
after  many  sessions  twice  its  length.  It  is  when 
instead  of  heeding  the  advice  of  its  reference 
committees  the  House  feels  called  upon  to  act  as 
a committee  of  the  whole  that  things  bog  down. 
This  is  not  infrequently  due  to  fumbling  efforts 
by  the  reference  committees  to  distill  to  the  sat- 
isfaction of  the  House  the  wisdom  or  lack  of  it 
imparted  through  testimony  before  them.  This 
time  debate  was  brisk  in  the  reference  commit- 
tees, and  the  outcome  was  reflected  in  the  work- 
manlike reports,  so  that  little  was  left  to  be  said 
on  the  floor.  Since  even  this  does  not  deter  some 
of  the  more  voluble  members,  one  must  assume 
that  either  they  were  absent  or  displayed  unchar- 
acteristic but  admirable  restraint.  Dr.  Avery’s  re- 
mark that  he  wished  some  of  the  fireworks  in  the 
reference  committee  hearings  had  been  saved  for 
the  House  evoked  not  a little  derision. 

Although  it  did  little  for  the  busy  delegates  di- 
rectly, Mother  Nature  cooperated  in  making  the 
opening  days  of  the  Dogwood  Arts  Festival, 
which  coincided  with  the  meeting,  a delight  for 
their  “significant  others”  (a  descriptive  term,  in- 
cidentally, that  has  the  implication  for  me  that 
everyone  else  is  insignificant,  which  I doubt  most 
users  of  the  term  actually  mean);  this  in  itself  is 
an  indirect  benefit  to  the  delegates,  since  a 
grumpy  spouse  is  a definite  handicap. 

Tennessee  is  as  richly  endowed  by  Nature  as 
any  place  on  earth,  and  in  springtime  she  is  at 
her  most  glorious.  It  is  appropriate  that  Knox- 
ville, which  with  the  help  of  the  flowering  trees 
of  springtime  has  remarkably  changed  the  met- 
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ropolitan  image  described  by  John  Gunther  in  the 
mid-forties  as  the  ugliest  in  the  United  States, 
possibly  excepting  the  New  England  mill  towns, 
should  honor  the  dogwood,  and  it  is  a rare  treat 
for  the  TMA  to  convene  there  during  the  festi- 
val. This  was  our  third  time  to  do  so,  and  it  has 
been  a pleasure  to  watch  the  festival  grow  in 
stature  over  that  period  to  one  of  national  rec- 
ognition. The  specialty  meetings  were  well  at- 
tended, allowing  our  colleagues  to  take  full  ad- 
vantage of  this  wonderland  of  Nature. 

As  to  the  accomplishments  of  the  House, 
which  though  not  spectacular  were  nonetheless 
substantial,  they  comprise  as  usual  this  issue  of 
the  Journal,  and  need  no  great  elaboration  here. 
The  House  made  some  minor  changes  in  its  con- 
stituency, allowing  appropriate  county  societies 
one  voting  medical  student  delegate  for  each 
medical  school  within  its  jurisdictional  area;  it  also 
opened  the  way  for  the  chief  medical  officers  of 
the  state  departments  of  Health  and  Environ- 
ment (DHE)  and  Mental  Health  and  Mental  Re- 
tardation (DMHMR)  to  become  ex-officio  mem- 
bers of  the  House  in  the  event  the  commissioners 
are  not  physicians,  as  is  now  the  case  for  the 
DHE.  The  House  defeated  a by-laws  amend- 
ment that  would  have  established  succession  to 
the  presidency  by  the  vice-president  from  the 
grand  division  of  the  president,  should  the  pres- 
ident be  unable  to  serve.  This  was  done  at  the 
request  of  the  Board,  which  is  presently  studying 
the  office  as  to  ways  it  might  be  upgraded,  as 
well  as  to  establish  succession  so  as  to  relieve  the 
president-elect  of  the  possible  necessity  of  serv- 
ing two  terms,  an  onorous  and  well  nigh  impos- 
sible task. 

Though  the  House  unanimously  supported  the 
voluntary  fee  freeze  requested  by  the  AM  A,  it 
requested  that  the  AMA  take  note  of  this  sacri- 
fice by  freezing  dues  during  this  period,  a meas- 
ure reported  by  John  H.  Dawson,  M.D.,  of  Se- 
attle, Washington,  representing  the  AMA  Board 
of  Trustees,  to  be  looked  on  with  favor  by  the 
Board.  The  House  further  went  on  record  as  de- 
ploring the  singling  out  of  the  medical  profession 
by  the  federal  administration  and  the  U.S.  Con- 
gress for  restrictive  legislation  in  attempts  to  en- 
act what  amounts  to  confiscatory  taxation  in  the 
form  of  a mandatory  fee  freeze  and  mandatory 
assignment,  with  severe  penalties  for  failure  to 
comply.  This  is  clearly  discriminatory,  and  there- 
fore unconstitutional,  yet  neither  the  govern- 
ment nor  the  courts  have  a notable  record  of  ad- 
hering to  constitutional  provisions  where  matters 


of  policy  or  the  public  purse  are  concerned.  The 
Constitution  is  rewritten  every  day  to  suit  the  sit- 
uation, a matter  that  must  evoke  much  weeping 
and  wailing  and  gnashing  of  teeth  from  its  draft- 
ers, should  they  be  observing  us  from  some  more 
propitious  clime. 

The  notion  that  the  physician  is  in  charge  of 
the  medical  care  of  his  patient  is  rapidly  ap- 
proaching the  realm  of  fiction,  and  in  an  at- 
tempt, likely  futile,  to  head  off  this  trend,  the 
Tennessee  Chapter  of  the  American  College  of 
Surgeons  submitted  and  the  House  unanimously 
adopted  a resolution  opposing  mandatory  second 
opinion,  as  presently  required  for  payment  by 
third  party  carriers.  There  is  no  denying  that  sec- 
ond opinions  are  frequently  desirable  for  optimal 
patient  care,  and  in  fact  the  custom  of  consulta- 
tion is  firmly  embedded  in  medical  practice.  The 
carriers,  including  governmental  agencies,  how- 
ever, are  entering  into  the  practice  of  medicine 
and  interfering  with  patient  care  by  arbitrarily 
deciding  that  the  least  expensive  procedure  is 
therefore  the  proper  one  for  the  patient,  and 
predicating  payment  on  that  basis.  This  is  cer- 
tainly dangerous;  if  there  were  any  ethics  in  the 
insurance  industry,  which  it  would  appear  there 
are  not,  it  would  be  unethical;  it  should  be  ille- 
gal, as  it  could  in  some  instances  lead  to  the  death 
of  patients. 

In  an  attempt  at  legitimate  cost  control,  in 
which  the  less  expensive  procedure  may  often 
benefit  the  patient,  a resolution  was  adopted  that 
requested  insurance  coverage  for  procedures,  with 
attendant  costs,  carried  out  in  the  physician’s  of- 
fice. This  could  result  in  significant  cost  savings, 
and  also  frequently  result  in  superior  patient  care. 
It  would  encourage  ambulatory  surgery  either  in 
the  hospital  outpatient  department  or  the  office, 
which  would  reduce  loss  of  work  time  for  the  pa- 
tient, as  well.  This  is  an  all  too  infrequent  in- 
stance in  which  cost-effectiveness  and  improved 
quality  co-exist. 

This  is  by  no  means  all  of  the  significant  ac- 
tions taken  by  the  House,  and  I commend  the 
account  elsewhere  in  the  Journal  to  your  atten- 
tion. The  committee  members  are  the  unsung 
heroes  among  your  colleagues,  and  their  activi- 
ties in  your  behalf  are  vast.  Unfortunately,  ac- 
counts of  them  rest  forever  in  limbo.  If  I could, 
I would  publish  every  committee  report,  but  funds 
do  not  permit.  You  will  therefore  never  know 
most  of  what  the  TMA  has  done  for  you  lately. 
Remember  that  the  TMA  is  you,  and  many  of 
your  colleagues  are  working  hard  for  medicine 
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and  its  practice,  which  means  your  practice. 

Finally,  in  a resolution  dear  to  an  editor’s 
heart,  the  House  adopted  a resolution  aimed  at 
suppressing  the  proliferation  of  abbreviations.  In 
the  first  place  excessive  abbreviation  causes  com- 
munications to  break  down,  as  it  appears  each 
individual  adopts  his  own  shorthand.  Where  pa- 
tient care  is  concerned,  it  is  dangerous.  Certain 
abbreviations  are  well  established,  but  even  those 
should  not  generally  be  used  in  medical  commu- 
nication unless  first  defined.  It  takes  only  slightly 
more  time  to  write  the  entire  term,  and  if  it  is 
written  clearly,  it  obviates  misunderstanding. 
There  is  no  excuse  but  laziness  for  excessive  ab- 
breviation or  illegible  penmanship.  Our  patients 
can  no  more  afford  them  than  an  improperly 
made  incision  or  a misplaced  decimal  in  dosage. 

And  so  another  year  begins.  The  final  word: 
Here’s  to  more  “dull”  House  sessions.  It  gives 
one  more  time  to  smell  the  roses  (or  see  the  dog- 
wood) along  the  way. 

J.B.T. 


On  Dying  Life  and  Living  Death 

Among  the  thorniest  questions  plaguing  soci- 
ety for  the  past  couple  of  decades  or  so  are  those 
relating  to  life — when  it  begins,  and  whether  or 
not,  and  if  so  when  and  by  whom,  it  should  be 
terminated.  I suppose  this  has  been  something  of 
a problem  ever  since  Cain  did  away  with  Abel, 
but  it  gained  momentum  in  this  country  as  liber- 
ated womankind  began  demanding  relief  from 
unwanted  pregnancies.  The  fetus  has  been  either 
relegated  to  the  trash  heap  or  defended  on  both 
religious  and  constitutional  grounds  by  pro-abor- 
tion and  pro-life  groups,  respectively.  In  its  wis- 
dom, the  Supreme  Court  has  ruled  that  life  be- 
gins not  at  conception  but  when  Br’er  Fetus  is  on 
its  own,  so  if  you  send  a few  million  (billion?) 
immortal  souls  on  to  their  reward  prematurely, 
not  to  worry.  (Pragmatically  speaking,  perhaps 
they  are  better  off  in  the  long  run.)  Absolutes 
have  nothing  to  do  with  the  decision.  It  is  what 
society  wishes. 

Following  birth,  the  matter  becomes  less  clear 
as  to  who  lives  and  who  dies  (not  that  it  is  clear 
prebirth — only  legal).  For  purposes  of  this  dis- 
cussion I shall  disregard  capital  punishment  and 
military  action,  and  focus  on  some  things  that  in- 
volve us  as  physicians. 

The  world  population,  or  at  least  that  segment 
of  it  in  the  United  States,  is  divided  on  the  ques- 


tion of  prolongation  versus  termination  of  life, 
active  or  passive,  into  three  camps:  two  activist 
fringe  groups,  making  up  only  a few  percent,  I 
should  judge,  with  the  euthanasia  people  on  one 
end  and  the  right-to-lifers  on  the  other;  in  the 
center  reside  the  approximately  99  and  44/100 
percent  who  have  not  considered  the  issue  either 
because  they  don’t  care,  don’t  wish  to  be  both- 
ered, or  have  never  heard  of  it,  and  so  on,  or 
who  having  considered  it  find  it  extremely  con- 
fusing and  believe  generalization  to  be  impossi- 
ble. The  problem  becomes  compounded  by  the 
increasing  elderly  population  and  our  ability  to 
indefinitely  preserve  by  artificial  means  the  vital 
functions  of  deformed  infants,  decerebrates  of  all 
ages,  and  the  aged — all  in  the  face  of  dwindling 
funds  to  care  for  them. 

Reacting  to  the  famous  (or  infamous,  as  you 
prefer)  case  of  Baby  Jane  Doe,  the  federal  gov- 
ernment decreed  that  regardless  of  the  wishes  of 
the  parents,  any  infant  that  breathes  is  to  be  sus- 
tained by  all  available  means.  To  enforce  its  reg- 
ulation, it  has  inserted  itself  between  the  doctor 
and  his  patient  and  the  parents  and  their  child. 
Although  making  an  exception  in  cases  where 
brain  death  is  proved,  and  allowing  for  withhold- 
ing “heroic”  resuscitative  measures,  society  has 
continued  to  look  with  disfavor  on  termination 
of  life,  regardless  of  the  wishes  of  the  patient  or, 
in  the  case  of  the  mentally  incompetent,  the  pa- 
tient’s family  (legally,  the  next  of  kin). 

A few  weeks  ago  the  governor  of  Colorado 
was  quoted  as  saying  that  the  elderly  have  an  ob- 
ligation to  die.  This  is,  of  course,  not  at  all  what 
he  said.  He  was  speaking  only  of  the  aged  pa- 
tient who  is  terminally  ill.  I suspect  that  those  of 
us  in  or  approaching  the  age  group  defined  as 
elderly  would  agree  with  the  governor.  In  any 
case,  the  statement  brought  cries  of  “Naziism!” 
from  right-to-lifers,  and  plaudits  from  the  eu- 
thanasia groups,  who  consider  quality  of  life  all 
important. 

Insofar  as  the  majority  of  mentally  competent 
adults  are  concerned,  most  of  the  squabble  is 
much  ado  about  little  or  nothing,  since  if  they  do 
not  wish  to  be  hooked  up  to  tubes  and  wired  for 
sound  they  can  simply  leave  the  hospital  or  re- 
fuse to  go  there.  Only  in  the  situation  in  which 
the  patient  has  nowhere  else  to  go  (this  is  where 
the  hospice  comes  in  handy),  or  when  the  patient 
becomes  mentally  incompetent  terminally,  is  there 
a potential  problem. 

Those  of  us  who  subscribe  to  Judeo-Christian 
tenets  believe  the  individual  has  an  obligation  to 
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live  constructively  all  the  days  given  him.  Even 
the  invalid  or  terminally  ill  can  by  God’s  grace 
minister  by  word  or  attitude  to  those  around  him. 
Nevertheless,  there  comes  a time  to  die,  and  our 
present  problems  arise  from  our  ability  to  post- 
pone that  event  by  means  that  only  torment  the 
patient.  I think  no  compassionate  physician  wish- 
es this  for  any  of  his  patients,  and  where  all  hope 
of  return  to  a satisfactory  life  has  fled,  he  will 
not  prolong  the  process  of  dying. 

This  is  a medical  decision,  though,  a matter 
between  physician  and  patient  that  begs  no  intru- 
sion from  any  third  party,  regardless  of  how  al- 
truistic the  motives,  and  least  of  all  from  govern- 
ment. Where  the  physician  has  an  established 
relationship  with  the  patient  and  his  family,  the 
physician  can  anticipate  no  recriminations.  It  is 
where  no  such  relationship  exists,  and  particu- 
larly in  instances  where  there  may  be  family  hos- 
tility, that  the  physician  may  become  apprehen- 
sive and  pull  out  all  the  stops,  so  to  speak, 
subjecting  the  patient  to  needless  pain  and  dis- 
comfort that  is  not  life-saving  but  only  death-de- 
laying, and  depleting  of  family  funds. 

In  an  attempt  to  obviate  such  exigencies,  a 
resolution  was  introduced  into  the  TMA  House 
of  Delegates  urging  physicians  to  respect  the  el- 
derly mentally  incompetent  patient’s  wishes  about 
prolonging  his  death  when  those  wishes  were  ex- 
pressed, or  better,  documented,  while  he  was  yet 
competent,  call  it  what  you  like.  The  House  de- 
feated the  resolution,  although  it  actually  was  not 
defended  on  the  floor,  and  was  therefore  really 
defeated  in  reference  committee  on  several 
grounds,  the  first  being  that  it  was  unnecessary. 
A lot  of  peripheral  trivia  having  to  do  with  the 
foregoing  discussion  was  introduced  into  the  tes- 
timony, but  more  importantly,  the  resolution 
made  unfortunate  use  of  the  term  “living  will,” 
which,  though  it  was  not  the  intent  of  the  reso- 
lution’s author,  gave  the  implication  to  its  oppo- 
nents of  favoring  legislative  support,  despite  dis- 
claimers in  the  resolution  itself  that  the  provisions 
in  order  to  take  effect  must  be  consistent  with 
existing  law.  The  Board  of  Trustees  had  favored 
the  resolution,  which  they  saw  as  complement- 
ing, and  not  in  conflict  with,  the  resolution  that 
the  House  did  adopt,  opposing  enactment  of  any 
death  act.  That  resolution  reaffirmed  the  previ- 
ously stated  position  of  the  House  that  favored 
patients  indicating  their  wishes,  and  commented 
as  a “whereas”  that  the  physicians  of  Tennessee 
have  always  attempted  to  consider  and  honor 
reasonable  requests  not  to  continue  life  support. 


Perhaps  this  is  so,  and  no  further  statement 
needs  to  be  made  by  the  House.  Certainly  all 
supporters  of  the  “living  will”  resolution  oppose 
any  legislative  interference,  and  it  was  because  a 
significant  segment  of  the  House  viewed  the  res- 
olution as  inviting,  even  though  it  did  not  advo- 
cate, such  legislation  that  all  support  for  it  was 
withdrawn. 

Having  said  that,  as  one  of  the  original  sup- 
porters of  the  resolution  I believe  physicians  need 
to  take  a strong  stand  as  to  their  obligation  to 
honor  the  expressed  wishes  of  a patient,  docu- 
mented or  otherwise,  that  his  death  not  be  pro- 
longed, even  though  he  might  subsequently  have 
become  incompetent.  Arguments  that  an  individ- 
ual cannot  anticipate  his  feelings  about  dying  are 
specious  when  applied  to  the  aged,  infirm  indi- 
vidual who  has  lived  a full  life;  further,  a distinc- 
tion must  be  made  between  termination  of  life 
and  prolongation  of  death,  as  they  are  far.  far 
from  being  the  same  thing,  notwithstanding  con- 
trary opinions  of  some  of  the  right-to-lifers,  most 
if  not  all  of  whom  are  young,  and  therefore  speak 
of  things  they  know  nothing  about. 

Perhaps  no  further  action  by  the  TMA  is  nec- 
cessary.  Even  so,  the  matter  needs  to  be  given 
the  serious  attention  of  every  physician  who  cares 
for  elderly  patients. 

J.B.T. 


William  T.  Black,  Jr.,  age  76.  Died  April  9,  1984. 
Graduate  of  Northwestern  University  Medical  School. 
Member  of  Memphis-Shelby  County  Medical  Society. 


Frank  Alexander  Latham,  age  76.  Died  March  24,  1984. 
Graduate  of  University  of  Illinois  Medical  School. 
Member  of  Memphis-Shelby  County  Medical  Society. 

Thomas  L.  Lomasney,  age  63.  Died  April  6,  1984. 
Graduate  of  Boston  University  School  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 

Haskell  B.  McCollum,  age  65.  Died  April  4,  1984. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Greene  County  Medical  Society. 

Arnold  M.  Meirowsky,  age  73.  Died  April  2,  1984. 
Graduate  of  University  of  Cologne  Medical  School. 
Member  of  Nashville  Academy  of  Medicine. 
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TMA  Members  Receive  AMA  Physician’s  Recognition  Award 


Fifty-three  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  March  1984. 
To  qualify  for  the  PRA,  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over 
a three-year  period;  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


Ira  L.  Arnold,  M.D.,  Chattanooga 
Robert  F.  Baker,  M.D.,  Sparta 
Thomas  M.  Beahm,  M.D.,  Chattanooga 
Daniel  F.  Beals,  M.D.,  Knoxville 
Lana  S.  Beavers,  M.D.,  Shelbyville 
James  B.  Bell,  M.D.,  Seymour 
Danny  J.  Bramlett,  M.D.,  Sparta 
James  F.  Cleveland,  M.D.,  Chattanooga 
Robert  E.  L.  Craig,  M.D.,  Chattanooga 
Phillip  H.  Dirmeyer,  M.D.,  Memphis 
Neil  B.  Edwards,  M.D.,  Memphis 
Nicholas  H.  Edwards,  M.D.,  Grand  Junction 
John  W.  Ellis,  M.D.,  Trenton 
George  S.  Flinn,  Jr.,  M.D.,  Memphis 
Robert  B.  Gaston,  Jr.,  M.D.,  Nashville 
Frank  H.  Genella,  Jr.,  M.D.,  Oak  Ridge 
Philip  Goldhammer,  M.D.,  Memphis 
Robert  L.  Haley,  Jr.,  M.D.,  Madison 
William  H.  Hill,  M.D.,  Madison 
David  H.  Horowitz,  M.D.,  Nashville 
James  W.  Jackson,  M.D.,  Dickson 
Colin  L.  Kamperman,  M.D.,  Alcoa 
Duval  H.  Koonce,  M.D.,  Jackson 
Sarbjeet  S.  Kumar,  M.D.,  Springfield 
Aaron  M.  Lefkovits,  M.D.,  Memphis 
William  A.  Loy,  M.D.,  Oak  Ridge 
Oscar  M.  McCallum,  M.D.,  Henderson 


David  H.  McConnell,  M.D.,  Newport 
Alexander  C.  McLeod,  M.D.,  Nashville 
O.  L.  Merritt,  M.D.,  Dandridge 
James  O.  Miller,  Jr.,  M.D.,  Madison 
Albert  J.  Mitchum,  M.D.,  Erin 
Paul  D.  Parsons,  M.D.,  Erin 
Norman  S.  Propper,  M.D.,  Kingsport 
Larry  D.  Reed,  M.D.,  Crossville 
Jeffrey  P.  Robbins,  M.D.,  Bristol 
Kenneth  B.  Rule,  M.D.,  Knoxville 
John  C.  Ry lands,  M.D.,  Knoxville 
Jack  C.  Sanford,  Jr.,  M.D.,  Memphis 
Hilbert  B.  Savage,  M.D.,  Franklin 
Glen  C.  Shults,  M.D.,  Newport 
Avron  A.  Slutsky,  M.D.,  Memphis 
Lyle  R.  Smith,  M.D.,  Kingsport 
Jack  C.  Stripling,  M.D.,  Lexington 
Roger  T.  Swanson,  M.D.,  Dickson 
John  M.  Tanner,  M.D.,  Nashville 
Bruce  I.  Turner,  M.D.,  Nashville 
James  Van  Blaricum,  M.D.,  Winchester 
Dale  A.  Van  Slooten,  M.D.,  Lewisburg 
James  H.  Williams,  M.D.,  Milan 
Philip  G.  Williams,  M.D.,  Milan 
George  B.  Wyatt,  M.D.,  Jackson 
CoulterS.  Young,  M.D.,  Manchester 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Robert  L.  Sendele,  M.D.,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

John  H.  Acker,  M.D.,  Knoxville 
John  M.  Bedwinek,  M.  D. , Knoxville 
Marty  P.  Gagliardi,  M.D.,  Knoxville 
Thomas  G.  Harrell,  M.D.,  Knoxville 
David  F.  Hassell,  M.D.,  Knoxville 
Kimball  I.  Maull,  M.  D. , Knoxville 
Barrett  A.  Schaefer,  M.D.,  Knoxville 
Edward  D.  Snyder,  M.D.,  Loudon 
RichardS.  Smith,  M.D.,  Knoxville 
George  W.  Vick,  M.D.,  Knoxville 
A.  Walter  Zimmerman,  M.D.,  Knoxville 
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MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Michael  L.  Bronstein,  M.D.,  Memphis 
Rebecca  R.  McIntyre,  M.D.,  Memphis 
Nora  V.  Reyes,  M.D.,  Memphis 

(Student  Member) 

Felix  E.  Williamson,  III,  Memphis 

MONROE  COUNTY  MEDICAL  SOCIETY 

George  E.  Wiggins,  M.D.,  Madisonville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Larmarr  A.  Dash,  M.D.,  Brentwood 
William  H.  Edwards,  Jr.,  M.D.,  Nashville 
John  A.  Molin,  M.D.,  Nashville 
Harvey  S.  Wilks,  M.D.,  Nashville 

NORTHWEST  TENNESSEE 
ACADEMY  OF  MEDICINE 

John  O.  Jackson,  M.D.,  Ripley 

SMITH  COUNTY  MEDICAL  SOCIETY 

David  G.  Petty,  Jr.,  M.D.,  Carthage 
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SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Antonio  G.  Valdes-Rodriguez,  M.D.,  Kingsport 
William  J.  Schermer,  M.D.,  Bristol 

WASHINGTON-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

Michael  L.  Whitson,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Dalton  B.  Mclnnis,  M.D.,  Lebanon 
Stephen  L.  Snyder,  M.D.,  Lebanon 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Paul  D.  Parsons,  M.D.,  Franklin 


pcf/onal  new/ 


Archer  W.  Bishop,  Jr.,  M.D.,  has  been  elected  chief  of 
staff  at  Fort  Sanders  Regional  Medical  Center  in  Knox- 
ville for  1984.  Other  officers  elected  were  Dean  Conley, 
M.D.,  chief  of  staff-elect;  and  Richard  Brinner,  M.D., 
secretary.  (This  item  was  published  in  the  April  1984 
issue  of  the  Journal , but  we  had  a wrong  first  name  for 
Dr.  Bishop.) 

Thomas  H.  Metcalf,  M.D.,  Oak  Ridge,  has  been  cer- 
tified as  a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology. 

Fontaine  B.  Moore,  Jr.,  M.D.,  Memphis,  has  been 
named  president  of  the  Southeastern  Section  of  the 
American  Urological  Association. 

The  following  TMA  members  have  been  elected  to 
fellowship  in  the  American  College  of  Physicians:  Wil- 
liam B.  Harwell,  Jr.,  M.D.,  Nashville;  Mark  C.  Hous- 
ton, M.D.,  Nashville. 


notional  new/ 


From  the  AMA’s  Office  in  Washington,  D.C. 

Mandatory  Assignment  Defeated 

In  major  action  in  April,  the  House  rejected  a plan 
that  would  have  required  physicians  to  accept  assign- 
ment on  all  Medicare  inpatient  claims. 

The  legislators  may  move  instead  toward  adoption 
of  a Senate  alternative,  endorsed  on  April  14,  which 
would  freeze  prevailing  and  customary  fee  limits  for 
all  physicians  for  one  year.  The  freeze  would  be  con- 
tinued on  prevailing  fee  limits  for  a second  year  for 
those  physicians  who  refuse  to  take  all  claims  on  as- 
signment. 


The  matter  will  now  be  taken  up  in  a conference 
with  the  Senate  which  included  its  physician  freeze  and 
assignment  changes  in  a Finance  Committee  package 
of  spending  and  tax  measures  approved  in  a marathon 
Senate  session  just  before  recess. 

The  Senate  specifically  stipulated  that  Sens.  Ed- 
ward Kennedy  (D-MA)  and  Max  Baucus  (D-MT)  may 
offer  amendments  to  the  Medicare  section.  Kennedy 
intends  to  offer  amendments  that  would  eliminate  in- 
creases in  the  Part  B deductible  and  premiums  called 
for  in  the  Finance  bill.  Baucus  also  wants  to  eliminate 
the  increase  in  the  Part  B deductible  but  would  allow 
the  premium  increase  to  remain  in  effect  through  1986 
and  then  sunset  in  1987.  Both  may  offer  language  to 
add  a monitoring  mechanism  to  the  physician  freeze 
proposal. 

No-Fault  Malpractice 
Bill  Introduced 

A professional  liability  bill  that  was  more  than  a 
year  in  the  making  has  been  introduced  in  Congress 
by  Reps.  Henson  Moore  (R-LA)  and  Richard  Gep- 
hardt (D-MO). 

Called  the  Alternative  Medical  Liability  Act  (H.R. 
5400),  the  measure  would  apply  a no-fault  approach 
of  sorts  to  patients  whose  care  is  paid  for  by  the  fed- 
eral government.  These  would  include  Medicare  and 
Medicaid  beneficiaries  as  well  as  military  personnel, 
veterans  and  federal  employees,  the  sponsors  say. 

The  bill  would  limit  the  patient’s  claim  to  malprac- 
tice awards  if  the  hospital  and/or  physician  offered  a 
settlement  within  six  months  of  the  occurrence  on 
which  the  claim  is  based. 

The  settlement  would  be  based  solely  on  the  pa- 
tient’s economic  loss — including  wage  loss,  and  the  cost 
of  rehabilitation  and  medical  treatment.  Once  the  of- 
fer had  been  made,  the  patient  would  have  no  further 
recourse  through  the  courts  except  to  dispute  the  ap- 
propriateness of  the  amount.  He  could  not  sue  for  pain 
and  suffering  or  other  damages. 

In  cases  where  the  provider  did  not  offer  a settle- 
ment, the  current  tort  system  would  continue  to  apply. 
Unlike  an  earlier  draft,  the  latest  measure  leaves  the 
burden  of  proof  with  the  plaintiff. 

The  bill  also  gives  states  the  option  of  setting  up 
their  own  malpractice  insurance  systems  that  meet  the 
above  criteria.  In  states  that  hadn’t  acted  by  Jan.  1, 
1987,  the  federal  law  would  take  effect.  Gephardt  and 
Moore  say  they  hope  that  some  states  will  go  beyond 
the  federal  law  and  apply  its  criteria  to  all  state  resi- 
dents— not  just  those  who  are  federal  beneficiaries. 

Downturn  in  Rising  Hospital 
Costs  Reported 

Hospitals  and  federal  agencies  have  reported  a 
downtrend  in  rising  hospital  costs  that  some  observers 
are  attributing  in  part  to  the  implementation  of  Medi- 
care’s diagnosis  related  groups. 

Data  detailing  the  new  trend  was  presented  to  the 
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congressional  Joint  Economic  Committee  by  Ameri- 
can Hospital  Association  Executive  Vice  President  Jack 
Owen  who  said  the  statistics  show  that  DRGs  are 
working  and  that  they  are  holding  down  costs  for  oth- 
er payers  as  well  as  for  Medicare. 

In  1983,  the  rate  of  increase  in  total  hospital  ex- 
penses slowed  from  15.8%  in  1982  to  10.2%  in  1983. 
The  reduction  in  the  rate  of  increase  in  inpatient  ex- 
penses was  even  greater — from  15.6%  in  1982  to  9.6% 
in  1983. 

Owen  said  the  lower  rates  of  increase  are  due  in 
part  to  a slowdown  in  hospital  hiring  rates  and  to  a 
drop  in  utilization  of  hospital  services.  Hospital  em- 
ployment rose  by  only  1.4%  in  1983,  he  reported, 
compared  to  3.7%  in  1982.  Overall  admissions  de- 
creased by  0.5%  in  1983  and  even  admissions  for  those 
65  and  older,  which  went  up  by  4.7%,  did  not  increase 
as  rapidly  as  in  previous  years.  Lengths  of  stay  for  pa- 
tients 65  and  older  were  down  by  4.5%. 

Costs  Up,  But  Americans  Living 
Longer,  Better 

By  1983,  health  care  costs  in  the  United  States  were 
more  than  $350  billion — up  770%  from  1965.  In  1984, 
for  the  first  time,  Americans  will  spend  more  than  $1 
billion  a day  on  health  care. 

During  similar  periods  of  time,  however,  American 
life’s  expectancy  has  increased  by  about  five  years  and 
infant  mortality  rates  have  been  halved.  Deaths  from 
heart  disease  have  declined  by  25%  and  deaths  from 
stroke  by  40%.  The  advances  have  come  about  through 
major  technological  improvements  which  themselves 
often  are  costly  and  which  increase  costs  still  further 
by  keeping  more  people  alive  longer. 

These  two  sides  of  the  health  care  cost  argument 
were  presented  before  a Joint  Economic  Committee 
hearing  April  12  in  a hearing  that  in  some  respects 
pitted  the  nation’s  large  corporations  against  health  care 
providers. 

Most  outspoken  among  the  corporate  representa- 
tives was  former  Department  of  Health,  Education  and 
Welfare  Secretary  Joseph  Califano,  a Washington  law- 
yer who  now  heads  a special  Chrysler  Corporation 
committee  on  health  care.  Califano  told  the  congres- 
sional committee  that  health  care  costs  are  “an  unfair 
burden  ...  for  American  business  as  it  seeks  to  com- 
pete with  foreign  industry.”  He  reported  that  in  1984, 
Chrysler  will  have  to  sell  about  70,000  vehicles  just  to 
pay  its  health  care  bills  of  more  than  $400  million  or 
about  $5,700  per  active  employee.  He  contrasted  that 
with  the  $815  a year  the  Japanese  Mitsubishi  Motor 
Corporation  (in  which  Chrysler  has  an  investment) 
spends  per  worker. 

Califano  and  other  business  representatives,  includ- 
ing Ford  Motor  official  Jack  Shelton,  complained  that 
government  efforts  to  hold  down  health  costs  to  date 
have  shifted  costs  to  business.  Between  1970  and  1982, 
Shelton  said,  health  costs  in  the  United  States  rose  by 
332%.  At  the  same  time,  business  health  care  costs 
went  up  by  700%. 

An  American  Association  of  Retired  Persons 
(AARP)  representative  said  costs  are  also  being  shift- 
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ed  to  the  elderly  through  some  $26  billion  in  Medicare 
cuts  in  the  past  three  fiscal  years. 

But  American  Hospital  Association  Executive  Vice 
President  Jack  Owen  reported  that  Medicare  is  not 
currently  shifting  costs.  He  said,  however,  that  shifts 
may  occur  if  prices  for  diagnosis  related  groups  are 
lowered  appreciably  and  observed  that  Medicaid  is  not 
paying  its  full  share  of  costs. 

Owen  and  AMA  Board  Member  Alan  Nelson, 
M.D.,  also  maintained  that  health  care  costs  are  due 
for  the  most  part  to  improved  technology  and  better 
access  that  came  about  as  a result  of  consumer  de- 
mand. Even  if  one  assumes  that  all  waste  in  the  health 
system  could  be  rooted  out  entirely,  Dr.  Nelson  said, 
“the  cost  of  health  care  probably  would  show  a one- 
time drop  and  then  resume  its  climb  unless  technolog- 
ical advances  are  halted.  As  long  as  technological  ca- 
pabilities improve  and  as  we  continue  to  live  longer, 
then  of  course  costs  will  go  up,”  he  told  the  commit- 
tee. 

Senator  Says  Competition 
Is  Working 

Amidst  predictions  that  the  Medicare  hospital  trust 
fund  will  be  depleted  by  1991  or  shortly  thereafter,  one 
influential  U.S.  senator  is  arguing  that  congressional 
action  to  fix  Medicare  now  would  be  premature. 

Sen.  David  Durenberger  (R-MN),  a champion  of 
the  competition  approach  to  holding  down  health  costs, 
said  at  a recent  Senate  Finance  Committee  hearing  that 
he  believes  today’s  solutions  to  the  Medicare  problem 
may  not  be  needed  or  applicable  by  the  projected  date 
of  bankruptcy.  His  arguments  are  based  on  the  prem- 
ise that  competition  is  already  taking  hold  in  the  health 
field. 

The  hearing  concentrated  on  the  recommendations 
of  a Medicare  advisory  group  chaired  by  former  Indi- 
ana Gov.  Otis  Bowen,  M.D.,  but  also  focused  on  pro- 
jections regarding  the  actual  date  at  which  the  hospital 
fund  will  be  depleted. 

FTC  Pokes  into  Physician  Ads 

At  an  April  meeting  sponsored  by  the  Federal  Trade 
Commission,  participants  debated  the  advantages  and 
disadvantages  of  “quality  claims”  in  professional  ad- 
vertising. 

Traditionally,  medical  ads  have  described  only  the 
physician’s  office  hours,  specialty,  address,  and  phone 
number.  Now,  an  increasing  number  of  ads  describe 
the  physician’s  qualifications  as  well. 

“I  predict  a transition  from  advertising  ‘kind  of 
practice’  to  ‘quality  of  practice’  which  will  trigger  a 
whole  new  round  of  (legal)  fights,”  says  attorney  Nan- 
cy Buc  of  Weil,  Gotshal  & Manges. 

Physicians,  for  the  most  part,  said  they  fear  that 
patients  are  easily  led  astray  by  exaggerated  claims  of 
competence.  John  Munna,  M.D.,  of  the  American  So- 
ciety of  Plastic  and  Reconstructive  Surgeons,  said  the 
ads  “offer  unrealistic  psychological  inducements." 

Said  Robert  Moser,  M.D.,  of  the  American  College 
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of  Physicians:  “The  sole  purpose  of  advertising  is  to 
persuade  a consumer  to  purchase  a product.  When  slick 
Madison  Avenue  techniques,  designed  to  appeal  to  the 
emotions,  are  applied  to  the  health  care,  the  consumer 
could  be  influenced  to  make  a dangerous  and  bad  de- 
cision.” 

According  to  FTC  staffers  and  attorneys,  however, 
the  medical  profession’s  fears  are  exaggerated  and  un- 
justified. The  FTC  has  received  many  complaints  on 
health  care  advertising  from  professionals.  Upon  in- 
vestigation, however,  most  of  these  ads  were  neither 
false  nor  deceptive,  but  simply  demeaning  to  the 
profession,  according  to  FTC  attorney  Jonathan 
Bromberg. 

“There  is  little  evidence  of  fraudulent  or  misleading 
advertising,  according  to  Irwin  Braun,  President  of 
Braun  Advertising,  Inc.  Of  five  state  regulatory  agen- 
cies contacted  by  Braun,  few  reported  any  incidents  of 
problem  advertising.  One  state  attorney  told  him:  “The 
majority  of  complaints  are  from  other  professionals. 
We  have  practically  no  consumer  complaints.”  Even 
when  ads  do  violate  the  law,  it  is  the  professionals,  not 
consumers,  who  notice,  Braun  says. 

The  FTC  has  no  precise  definition  of  what  exactly 
constitutes  a “false  and  deceptive”  quality  claim.  It 
looks  for  evidence  of  actual  harm,  either  physical  or 
monetary;  an  ad  that  is  simply  distasteful  receives  little 
FTC  attention.  In  the  past  several  years,  they  have 
prosecuted  roughly  a dozen  cases. 

“The  FTC  language  regarding  advertising  is  so  broad 
that  it  appears  to  render  the  medical  community  pow- 
erless against  an  unethical  physician  advertising  his 
services,”  AMA  President-Elect  Joseph  F.  Boyle,  M.D. 
said. 

Professional  societies  are  reluctant  to  jump  into  the 
fray,  fearing  anti-trust  litigation.  Most  medical  socie- 
ties still  monitor  local  advertising:  first-time  offenders 
are  reprimanded  and  repeat  offenders  may  be  sus- 
pended or  dismissed  from  the  society.  The  AMA  has 
a policy  against  false  and  deceptive  advertising.  But 
the  old  code  of  ethics  against  advertising  is  no  longer. 

Participants  in  the  meeting  urged  the  AMA  and  FTC 
to  work  together  to  combat  deceptive  ads.  They  could 
design  a brochure  that  would  define  legitimate  adver- 
tising to  AMA  members.  But  the  FTC  should  confine 
their  vigilance  to  overseeing  physicians’  enforcement 
of  their  own  rules,  leaving  them  free  of  direct  regula- 
tion, they  proposed. 

The  FTC  offered  an  olive  branch:  “We’re  not  op- 
posed to  self-regulation  to  professionals  as  long  as  it  is 
intended  to  reduce  deception,  not  preserve  self-inter- 
est,” said  Michael  McCarey  of  the  Bureau  of  Consum- 
er Protection.  “The  AMA  has  a valuable  and  unique 
role  to  play  here.” 

“We  ask  that  if  you  see  an  example  of  deception, 
please  send  us  a copy,  explaining  why  it  is  deceptive, 
with  substantiation,  if  possible,”  he  said. 

Ophthalmologists  Call  on  FTC 

The  American  Academy  of  Ophthalmology  asked 
the  Federal  Trade  Commission  (FTC)  in  April  to  in- 
vestigate “false  and  misleading”  advertising  by  optom- 
etrists, saying  the  ads  pose  a serious  threat  to  con- 


sumers. 

Before  taking  action,  however,  the  FTC  says  it  may 
need  evidence  that  the  ads  actually  harm  patients  and 
are  not  simply  part  of  an  ongoing  jurisdictional  battle 
between  the  two  professions. 

Information  in  the  ads  that  can  mislead  the  public, 
according  to  the  Academy,  includes: 

• References  to  “Dr.  Jones,  diseases  of  the  eye,” 
or  to  services  such  as  cataract  surgery  which  optome- 
trists cannot  perform  legally. 

• Use  of  the  phrases  “optometric  medicine,  medi- 
cal optometrists,  optometric  physicians,  or  eye  doctors 
in  family  practice.” 

• References  to  “total  eye  care”  or  “complete  eye 
care  services.” 

• Misleading  definitions  of  ophthalmologists  and 
optometrists. 

The  Academy  does  not  wish  to  single  out  individual 
advertisers,  but  wants  the  FTC  to  investigate  the  gen- 
eral tone  of  optometric  advertising,  according  to 
Academy  attorney  Clifford  S.  Stromberg. 

The  FTC  will  first  determine  whether  the  problem 
is  confined  to  “fringe”  practitioners  or  is  industry-wide. 
If  it  decides  there  is  evidence  of  a general  dispute,  it 
will  then  look  for  measurable  harm — either  physical  or 
monetary — to  consumers.  This  may  require  an  exten- 
sive study  of  public  perception  of  the  differences  be- 
tween the  two  professions. 


AIDS  Virus  Found 

The  big  news  in  science  from  Washington  in  April 
was  the  report  from  Cancer  Institute  scientists  that  they 
had  most  likely  found  the  cause  of  AIDS.  Sensitive  to 
charges  that  the  AIDS  problem  was  not  getting  all  the 
attention  it  should,  Department  of  Health  and  Human 
Services  pulled  out  all  the  stops  and  held  a high  level 
press  conference  by  Secretary  Heckler  to  announce  the 
finding.  Scientists  say  the  cause  is  most  likely  a virus 
that  attacks  the  cells  of  the  body’s  immune  system. 


AMA  Calls  for  PRO  Changes 

The  American  Medical  Association  has  requested 
modifications  in  the  federal  government’s  proposed 
method  of  contracting  for  oversight  by  peer  review  or- 
ganizations (PROs)  of  hospital  care  to  Medicare  pa- 
tients. 

In  a letter  to  Health  Care  Financing  Administration 
head  Carolyne  Davis,  Ph.D.,  the  AMA  called  for  added 
flexibility  in  the  fixed  price  contracts  the  government 
will  sign  with  PROs.  The  Association  also  urged  that 
pre-admission  review  requirements  detailed  in  a re- 
quest for  PRO  contract  bids  be  modified  and  called 
for  an  extension  of  the  April  27  deadline  for  submit- 
ting PRO  bids. 

Meanwhile,  proposed  regulations  governing  the 
confidentiality  of  data  collected  by  Medicare  PROs  and 
the  use  of  PRO-recommended  sanctions  were  issued 
late  in  April  by  the  Health  Care  Financing  Adminis- 
tration— just  weeks  before  final  PRO  bids  are  due. 

Final  rules  weren’t  issued  until  after  the  April  27 
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deadline  for  bids  from  organizations  competing  for 
PRO  contracts,  however,  leaving  open  the  possibility 
that  the  PRO  contracts  will  have  to  be  amended  if 
changes  are  made  in  the  final  rules  as  a result  of  com- 
ments on  the  proposed  regulations. 

More  on  Assignment 

A new  bill  from  Sen.  John  Heinz  (R-PA)  would  set 
up  Medicare  physician  fee  schedules  and  require  phy- 
sicians to  accept  assignment  on  all  claims  for  services 
to  Medicare  inpatients. 

The  bill  provides  financial  incentives  for  states  to 
develop  health  care  cost  containment  plans  pertaining 
to  all  third  party  payers.  To  be  called  the  Medicare 
Incentives  Reform  Act,  the  bill  would  also  limit  out- 
of-pocket  costs  for  Medicare  beneficiaries  and  increase 
federal  excise  taxes  on  cigarettes. 

Physicians  Protesting  Medicare 
Statement 

Groups  representing  organized  medicine  have  asked 
the  Health  Care  Financing  Administration  to  either 
modify  or  withdraw  a new  statement  they  are  being 
required  to  sign  as  part  of  Medicare’s  new  diagnosis 
related  groups  payment  system. 

The  statement,  which  must  appear  within  the  med- 
ical record  of  discharged  hospital  patients,  requires  the 
physician  to  attest  that  the  principal  and  secondary  di- 
agnosis and  procedures  listed  in  the  record  are  accu- 
rate. It  also  warns  that  intentional  misrepresentation 
or  fraud  in  connection  with  the  record  is  “punishable 
by  imprisonment,  fine  or  civil  penalty.” 

In  a letter  to  Health  Care  Financing  Administration 
head  Carolyne  Davis,  Ph.D.,  the  American  Medical 
Association  observed  that  there  “is  no  mandate  in  the 
DRG  law  for  the  certification  form”  and  requested  a 
meeting  to  “explore  whether  this  regulation  can  be 
withdrawn.” 


and  devices  used  in  diagnosis  and  treatment  are  not 
worth  what  they  cost,  said  Arnold  Reiman,  M.D.,  ed- 
itor of  the  New  England  Journal  of  Medicine.  Some 
are  no  better  than  cheaper  technologies  already  on  the 
market.  Others  are  ineffective.  In  a few  cases,  they 
actually  may  be  harmful,  he  said. 

New  technologies  are  being  developed  and  market- 
ed so  rapidly  that  their  evaluation  lags  far  behind.  New 
technologies  will  continue  to  appear  at  an  ever-in- 
creasing  rate,  said  Seymour  Perry,  M.D.,  deputy  direc- 
tor of  the  Institute  for  Health  Policy  Analysis  at  the 
Georgetown  University  Medical  Center  and  former  di- 
rector of  the  now-defunct  National  Center  for  Health 
Care  Technology. 

Physician  uncertainty  is  a chief  cause  of  overutili- 
zation; because  there  is  so  little  information  about 
technology  effectiveness,  physicians  tend  to  use  a pro- 
cedure or  test  whenever  they  think  the  patient  might 
benefit,  the  witnesses  said. 

There  are  at  least  45  private  organizations  now,  such 
as  the  AMA’s  DATTA,  involved  in  technology  assess- 
ment. But  their  evaluations  are  disparate  and  frag- 
mented, with  little  exchange  of  information.  Their 
evaluations  tend  to  focus  on  safety  and  effectiveness, 
rather  than  cost.  Moreover,  each  organization  has  its 
own  agenda  with  no  plan  for  the  overall  national  im- 
plications. 

The  physicians  recommended  use  of  an  independ- 
ent federal  agency,  with  an  advisory  board  to  repre- 
sent physicians,  the  health  care  industry,  third-party 
payers,  federal  officials,  and  individuals  from  the  eco- 
nomic, ethical,  and  legal  communities. 


announcement/ 


CALENDAR  OF  MEETINGS 


New  Technologies  Assailed 

Many  once-common  medical  practices — such  as 
porta  caval  shunt  surgery  for  patients  with  cirrhosis  of 
the  liver,  stilbesterol  for  prevention  of  miscarriage, 
routine  tonsillectomy,  routine  x-ray  therapy  for  radical 
mastectomies — are  now  known  to  have  serious  and  ex- 
pensive side  effects. 

Sen.  Claude  Pepper  (D-FL),  chairman  of  the  House 
Select  Committee  on  Aging’s  Subcommittee  on  Health 
and  Long-Term  Care,  convened  a hearing  in  April  to 
investigate  the  impact  that  untested  medical  technolo- 
gies have  on  health  care  costs. 

Physicians  testified  that  increasing  numbers  of  di- 
agnostic procedures  are  being  pressed  into  service 
without  adequate  testing.  Procedures  such  as  nuclear 
magnetic  resonance,  organ  transplants,  and  apheresis 
need  to  be  evaluated  and  compared  to  existing  tech- 
nologies, they  urged. 

At  least  15%  to  20%  of  all  tests,  procedures,  drugs 


NATIONAL 


July  22-27  International  Conference  on  Head  and  Neck 
Cancer — Hyatt  Regency  and  Baltimore 
Convention  Center,  Baltimore 

July  27-29  Association  for  the  Care  of  Asthma.  Inc. — 
Cloisters,  Sea  Island,  Ga. 

Aug.  9-12  International  Doctors  in  Alcoholics  Anony- 
mous— Hyatt  Regency,  Minneapolis 

Aug.  12-16  International  Society  for  Experimental 
Hematology — Atlanta  Downtown  Marriott 
Hotel 

Aug.  19-23  American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Indianapolis 

Aug.  20-22  International  Congress  on  Hyperbaric  Med- 
icine— Hyatt  Regency,  Long  Beach,  Cal. 

Aug.  26-31  American  Physiological  Society — Hyatt  Re- 
gency, Lexington,  Ky. 

Aug.  27-29  American  Medical  Fly  Fishing  Associa- 
tion— Ranch  Hotel,  West  Yellowstone, 
Mont. 

Aug.  31-Sept.  5 World  Congress  on  Pain  (sponsored  by  Int’l. 

Association  for  the  Study  of  Pain) — Seattle 
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SYNERCOM  PRACTICE 
MANAGEMENT  SYSTEM 

Designed  to  Help  Busy  Doctors 
Manage  Their  Practices. 


Synercom’s  Practice  Management  System  is  the 
complete  solution  to  the  information  management 
problems  inherent  in  modern  medical  practices.  Its 
capabilities  include: 

• Billing 

• Collections 

• Insurance  Filing 

• Management  Reports 


• Patient  Recall 

• Dictation  and  Typing 

• Bookkeeping 

• Investments 

• Medical  Records 

• Research  and  Publishing 

Call  or  write  today  for  more  information  on  our 
Practice  Management  System.  Synercom  provides 
consulting  services.  We’ll  gladly  analyze  the  needs  of 
your  practice  or  clinic  and,  at  no  obligation,  provide 
a written  proposal  defining  a solution  to  your  practice 
management  problems.  Call  615-292-2718  or  fill  out 
the  section  below  and  mail  to: 

Synercom  Health  Care  Systems 
2200  Hillsboro  Road 
Nashville,  TN  37212 


Synercom  i 

Health  Care  Systems 


2200  Hillsboro  Road 
Nashville,  TN  37212 
615-292-2718 


( ) Please  send  more  information,  including  Name:_ 

further  guidelines  on  selecting  an  office  computer 

System.  Phone:  _ 

( ) Please  call  me  I’d  like  to  arrange  a personal 

consultation.  The  best  time  to  call  is  Practice: 


NEC 

AND 
M E 


The  SYNERCOM  Practice  Management 
System  utilizes  the  Astra  line  of 
computer  hardware  from  NEC  a world 
leader  in  office  automation. 

The  Practice  Management  System  is  a 
product  of  Seako,  Inc 


Office  Manager: 

Address:  

City: 

State: Zip: 


Highlights  of  the  TMA  Board  of  Trustees  Meetings 

April  11  and  April  14,  1984 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  the  first  session  of  its  regular  second  quarter  meeting,  April  11,  1984. 


Committee  Appointments 

TMA  Leadership  Conference 

Appointment  of  Auditor 
SVMIC 

Positions  on  Resolutions 

Prescription  Drug 
Abuse  Program 


Nominating  Committee 
Recommendation 


AMA  Practice  Workshops 


Governor’s  Healthy 
Children  Initiative 


THE  BOARD: 

(See  complete  listing  of  committee  appointments  published  elsewhere  in  this 
issue.) 

Heard  a report  on  the  TMA  Leadership  Conference  held  in  February,  with  116 
people  in  attendance. 

Named  the  firm  of  Ezra  Jones  & Associates  as  TMA  auditor  for  1984. 

Heard  a report  summarizing  the  results  of  the  recent  survey  conducted  by 
TMA  and  SVMIC  regarding  medicolegal  costs  across  the  state. 

Discussed  in  detail  and  voted  to  adopt  positions  on  resolutions  to  be  submitted 
to  the  TMA  House  of  Delegates. 

Heard  a report  from  Dr.  Sarah  Sell  on  the  Southeastern  Conference  on  Pre- 
scription Drug  Abuse  she  attended.  Objectives  of  the  conference  were  to  make 
participants  aware  of  problem  sources  and  sources  available  for  addressing  the 
problem,  allowing  each  state  to  establish  a plan  of  action  and  goals  to  be  a- 
chieved.  Dr.  Sell  enlisted  the  Board’s  support  in  sponsoring,  with  other  in- 
volved professional  organizations,  a request  to  AMA  for  their  offered  assist- 
ance. The  Board  voted  to  support  the  model  AMA  legislation. 

Agreed  that  the  Chairman  of  the  Board  appoint  a committee  to  review  the 
duties  and  responsibilities  of  the  office  of  Vice  President  and  make  recommen- 
dations for  changes. 

Voted  to  support  the  Tennessee  Department  of  Health  and  Environment’s 
Physician  Recruitment  Exchange  Program  to  include  two  AMA  Practice  Man- 
agement Workshops. 

Endorsed  the  Tennessee  Department  of  Health  and  Environment’s  grant  pro- 
posal being  developed  in  conjunction  with  the  Tennessee  Chapter  of  the 
American  Academy  of  Pediatrics  as  a part  of  the  Governor’s  Healthy  Children 
Initiative.  This  is  a four-year  program  to  improve  the  health  status  of  all  chil- 
dren in  Tennessee. 


CME  Mission  Statement 
Annual  Audit  Approval 


Agreed  that  a Statement  of  Mission  for  Continuing  Medical  Education  be  ap- 
proved. 

Approved  the  1983  TMA  audit  and  first  quarter  operating  report. 


Recognition  of  Retiring  Presented  plaques  to  Drs.  Charles  E.  Allen,  C.  Eugene  Jabbour,  Malcolm  R. 

Board  Members  Lewis,  Clarence  R.  Sanders,  H.  Trent  Vandergriff,  and  Charles  W.  White  in 

recognition  of  their  service  to  TMA  as  members  of  the  Board  of  Trustees. 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  the  second  session  of  its  regular  second  quarter  meeting,  April  14,  1984. 


THE  BOARD: 

Election  Results  Elected  Dr.  Luthur  A.  Beazley,  Jr.,  Nashville,  as  chairman  of  the  Board  of 

Trustees  and  Dr.  John  R.  Nelson,  Jr.,  Knoxville,  as  vice  chairman  of  the  Board. 
Dr.  Hugh  Francis,  Jr.,  Memphis,  was  elected  secretary-treasurer,  and  Mr.  L. 
Hadley  Williams  was  reelected  assistant  secretary-treasurer. 
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Impaired  Physician  Loan 
Fund  Board 


Letter  from  Reference 
Committee  B 


Task  Force  on  Prescription 
Drug  Abuse 

Health  Care  Costs 
Task  Force 

1987  Annual  Meeting 
Headquarters 

AMA  Board  Member 


Elected  as  the  Board’s  Executive  Committee  were  Drs.  Thomas  K.  Ballard, 
Jackson,  chairman;  Luthur  A.  Beazley,  Jr.,  Nashville;  Clarence  R.  Sanders, 
Gallatin;  Nat  E.  Hyder,  Jr.,  Johnson  City;  and  Hugh  Francis,  Jr.,  Memphis. 

Elected  as  the  Finance  Committee  of  the  Board  were  Drs.  Hugh  Francis,  Jr., 
Memphis,  chairman;  Thurman  L.  Pedigo,  McMinnville;  and  William  F.  Buch- 
ner, Chattanooga. 

Named  Drs.  Charles  B.  Thorne,  Nashville;  George  W.  Holcomb,  Jr.,  Nash- 
ville; William  C.  Anderson,  Nashville;  Howard  W.  Thomas,  Savannah;  and 
Hugh  Francis,  Jr.,  Memphis,  to  the  Board  of  Directors  of  the  Impaired  Physi- 
cian Loan  Fund  Board. 

Reviewed  a letter  submitted  by  the  chairman  of  Reference  Committee  B,  Dr. 
Clarence  Goulding,  expressing  concern  in  regard  to  the  meeting  arrangements 
of  the  Emergency  Medical  Services  Committee  as  stated  in  Committee  Report 
No.  18.  Executive  Assistant  William  V.  Wallace  apprised  the  Board  of  the 
meeting  arrangements  of  the  committee  and  noted  that  the  committee  meet- 
ings were  being  held  during  the  annual  meeting  to  eliminate  any  reimburseable 
expenses  by  members  of  the  committee.  The  Board  agreed  that  scheduling  of 
the  Emergency  Medical  Services  Committee  meetings  be  done  at  the  discretion 
of  the  chairman  of  the  committee  with  any  expenses  reimbursed  in  the  same 
manner  as  other  committees. 

Nominated  Dr.  David  T.  Dodd,  Murfreesboro,  to  serve  on  the  Governor’s 
Task  Force  for  prescription  drug  abuse. 

Named  Dr.  Thomas  K.  Ballard,  Jackson,  to  represent  TMA  on  a task  force 
reviewing  health  care  costs. 

Chose  the  Hyatt-Regency  in  Knoxville  as  the  site  of  the  1987  TMA  Annual 
Meeting. 

Heard  Dr.  John  H.  Dawson,  Seattle,  Wash.,  who  brought  greetings  from  the 
Board  of  Trustees  of  the  American  Medical  Association. 
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Help  for  Impaired  Physicians 


1 

i 
1 

Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer-  rii 
ing  from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 


HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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Own 

your  own. 


State  Volunteer  Mutual  Insurance  Company  - physician  owned 
in  the  physicians’  interest  - is  one  of  36  such  companies  in  the  U.S. 
insuring  over  50%  of  the  country’s  doctors.  Founded  in  1976, 
SVMIC  has  filled  a void  created  when  the  commercial  insurance 
companies  were  unable  to  insure  Tennessee  physicians.  As  a result  of 
the  formation  of  SVMIC,  qualified  Tennessee  physicians  have  had 
dependable  malpractice  coverage  regardless  of  the  insurance  market 
climate. 

We  take  great  pride  in  our  mutual  ownership  and  the  success  of 
SVMIC.  $6,000,000.00  has  been  returned  to  the  original  capital 
contributors.  $7,000,000.00  has  been  refunded  to  policyholders  in 
the  form  of  dividends. 

We’re  here  for  you.  For  your  benefit.  For  your  security.  For  your 
future. 


Exclusively  Approved  by  the  Tennessee  Medical  Association. 


BOARD  OF  DIRECTORS 


WEST  TENNESSEE 
J.  KELLEY  AVERY.  M.D.' 
JAMES  T.  CRAIG,  JR..  M.D. 


ALLEN  S.  EDMONSON.  M.D.' 
RICHARD  A.  ATKINSON.  M.D. 


MIDDLE  TENNESSEE 
WILLIAM  H.  EDWARDS.  M.D.' 

warren  s.  McPherson,  m.d. 

MALCOLM  R.  LEWIS.  M.D.’ 
JOSEPH  L.  WILLOUGHBY.  M.D.' 

EAST  TENNESSEE 
JESSE  E.  ADAMS.  JR..  M.D.' 

E.  KENT  CARTER.  M.D  ' 

NAT  E.  HYDER,  JR..  M.D. 
WILLIAM  O.  MILLER.  M.D. 


INSURANCE  ADVISORS 
THOMAS  R.  CUMMINGS' 

J.  BRANSFORD  WALLACE' 

MEDICAL  ASSOCIATION  ADVISOR 
L.  HADLEY  WILLIAMS.  JR. 


Executive  Committee!  * ) 


By  Doctors  For  Doctors 


State  Volunteer  Mutual 
Insurance  Company 


Physician  Insurers  Association  of  America 


P.O.  Box  70 
Brentwood,  Tennessee  37027 
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COUNTY  MEDICAL  SOCIETIES— 1984-1985  OFFICERS 

Tennessee  Medical  Association 


BEDFORD 

Pres. — Samuel  Sells,  M.D.,  Shelbyville 
Secy. — Carl  Rogers,  M.D. 

102  Riverview  Bldg.,  Shelbyville  37160 

BENTON-HUMPHREYS 

Pres. — James  J.  Lawson,  M.D.,  New  Johnsonville 
Secy. — Arthur  W.  Walker,  M.D. 

South  Church  St.,  Waverly  37135 

BLOUNT 

Pres. — James  E.  Ricciardi,  M.D.,  Maryville 
Secy. — Timothy  Thurston.  M.D. 

414  Greenbelt  Dr.,  Maryville  37801 

BRADLEY 

Pres. — Charles  B.  Romaine,  M.D.,  Cleveland 
Secy. — Donald  Hamby,  M.D. 

Medical  Arts  Ctr.,  #201,  Cleveland  37311 

BUFFALO  RIVER  VALLEY 

Pres. — Veena  Anand.  M.D.,  Hohenwald 
Secy. — Parker  D.  Elrod.  M.D. 

103  E.  Swan  St.,  Centerville  37033 

CAMPBELL 

Pres. — James  C.  Farris,  M.D.,  LaFollette 
Secy. — Lee  J.  Seargeant,  M.D. 

P.  O.  Box  1381.  LaFollette  37766 

CARTER 

Pres. — Tedford  S.  Taylor,  M.D.,  Elizabethton 
Secy. — Teodorico  P.  Cruz,  Jr.,  M.D. 

305  Lawson  St.,  #2A,  Elizabethton  37643 

CHATTANOOGA-HAMILTON 

Pres. — Pete  S.  Soteres,  M.D..  Chattanooga 
Secy.— Thomas  W.  Currey,  M.D.,  Chattanoooga 
Exec.  Dir. — Mrs.  Flo  Richardson 
960  E.  3rd  St.,  #313,  Chattanooga  37403 

COCKE 

Pres. — A.  J.  Garbarino,  M.D. 

P.  O.  Box  608,  Newport  37821 

COFFEE 

Pres. — Charles  H.  Webb.  Jr.,  M.D..  Tullahoma 
Secy. — Stephen  Bills,  M.D. 

106  Westside  Dr..  Tullahoma  37388 

CONSOLIDATED 

Pres. — Maurice  Lowry,  M.D..  Lexington 
Secy. — John  Shaw,  M.D. 

616  W.  Forest  Ave.,  Jackson  38301 

CUMBERLAND 

Pres. — Joe  Wallace,  M.D.,  Crossville 
Secy. — David  Campbell,  M.D. 

811  S.  Main  St.,  Crossville  38555 

DeKALB 

Pres. — Ken  Abbott,  M.D.,  Smithville 
Secy. — Melvin  L.  Blevins,  M.D. 

100  E.  Church  St.,  Smithville  37166 

DICKSON 

(No  Report) 

FENTRESS 
(No  Report) 

FRANKLIN 

Pres. — M.  David  Stockton,  M.D..  Sewanee 
Secy. — Thomas  F.  Zimmerman,  M.D. 

Franklin  Co.  Med.  Ctr.,  Winchester  37398 

GILES 
(No  Report) 

GREENE 

Pres. — Richard  J.  Aasheim.  M.D.,  Greeneville 
Secy. — LatTy  E.  Rodgers,  M.D. 

221  N.  Main,  Greeneville  37743 


HARDIN 

Pres. — Howard  Thomas,  M.D.,  Savannah 
Secy. — John  D.  Lay,  M.D. 

2101  Wayne  Rd..  Savannah  38372 

HAWKINS 

(No  Report) 

HENRY 

Pres. — John  E.  Neumann,  M.D..  Paris 
Secy. — Joe  D.  Mobley,  Jr.,  M.D. 

1005  Eastwood  St.,  Paris  39242 

JACKSON 

(No  Report) 

KNOXVILLE 

Pres. — Fred  A.  Killeffer.  M.D..  Knoxville 
Secy. — Perry  B.  McCallen.  M.D.,  Knoxville 
Exec.  Secy. — Mrs.  Jane  Smith 
422  W.  Cumberland  Ave..  Knoxville  37902 

LAKEWAY 

Pres. — Leslie  Milligan,  M.D..  Jefferson  City 
Secy. — W.  Robert  Gronewald.  M.D. 

521  McFarland.  Morristown  37814 

LAWRENCE 

Pres. — Ray  Methvin,  M.D.,  Loretto 
Secy. — Alfred  E.  Turman,  M.D. 

P.  O.  Box  40,  LawTenceburg  38464 

LINCOLN 

Pres. — Robert  W.  Orgain.  M.D.,  Fayetteville 
Secy. — Fred  Ralston,  Jr.,  M.D. 

207  S.  Elk  Ave.,  Fayetteville  37334 

MACON 
(No  Report) 

MARSHALL 

Pres. — Kenneth  Phelps,  Jr.,  M.D..  Lewisburg 
Secy. — Michael  Tepedino,  M.D. 

204-3rd  Ave.  North.  Lewisburg  37091 

MAURY 

Pres. — Thomas  R.  Duncan,  M.D.,  Columbia 
Secy. — William  N.  Jernigan,  M.D. 

Maury  County  Hospital.  Columbia  38401 


McMINN 

Pres. — William  R.  Bolin,  M.D..  Athens 
Secy. — William  G.  Morris,  M.D. 

503  W.  Madison,  Athens  37303 

MEMPHIS-SHELBY 

Pres. — Hamel  B.  Eason,  M.D..  Memphis 
Secy. — C.  Eugene  Jabbour.  M.D..  Memphis 
Exec.  Vice  Pres. — Mr.  John  Westenberger 
6264  Poplar  Ave.,  Memphis  38119 

MONROE 

(No  Report) 

MONTGOMERY 

Pres. — Douglas  D.  Porter,  M.D.,  Clarksville 
Secy. — Rita  A.  Siler,  M.D.,  Clarksville 
Exec.  Secy. — Ms.  Betty  Swaffer 
Memorial  Hospital.  Clarksville  37040 

NASHVILLE-DAVIDSON 

Pres. — John  K.  Wright,  M.D.,  Nashville 
Secy. — Kent  Kyger,  M.D.,  Nashville 
Exec.  Dir. — Ms.  Margaret  Click 
205-23rd  Ave.  North.  Nashville  37203 

NORTHWEST 

Pres. — Arden  J.  Butler,  Jr.,  M.D.,  Ripley 
Secy. — Steven  R.  Kinney,  M.D. 

202  Tucker  St.,  Ripley  38063 


OVERTON 

Pres. — Jeffery  L.  Wallace,  M.D.,  Livingston 
Secy. — Will  G.  Quarles,  M.D..  Livingston 
Exec.  Sec. — Ms.  Joyce  Thomas 
315  Oak  St..  Livingston  38570 

PUTNAM 

Pres. — Glenn  Hall.  M.D.,  Cookeville 
Secy. — Thurman  Shipley,  M.D. 

135  W.  2nd  St.,  Cookeville  38501 

ROANE- ANDERSON 

Pres. — Phillip  Ricks,  M.D..  Oak  Ridge 
Secy. — C.  Nicholas  Caster.  M.D..  Coalfield 
Exec.  Secy. — Ms.  Silvia  Aliberti 
207  W.  Tennessee  Ave..  Oak  Ridge  37830 

ROBERTSON 

(No  Report) 

RUTHERFORD/STONES  RIVER 

Pres. — Ben  Shelton.  M.D..  Smyrna 
Secy. — Joseph  Knight.  M.D. 

503  C Highland  Terrace,  Murfreesboro  37130 

SCOTT 

Pres. — Bruce  Coffey,  M.D.,  Oneida 
Secy. — George  Kline,  M.D. 

Alberta  Ave..  Oneida  37841 

SEVIER 

Pres. — Vincent  B.  Tolley,  M.D..  Sevierville 
Secy. — John  C.  Jacobs.  Jr.,  M.D. 

Sevier  Medical  Ctr.,  Sevierville  37862 

SMITH 

Pres. — Marshall  R.  Willis.  M.D..  Lebanon 
Secy. — Hugh  E.  Green,  M.D. 

North  Main  St..  Carthage  37030 

SULLIVAN-JOHNSON 

Pres. — Donald  W.  Bales.  M.D.,  Kingsport 
Secy. — Richard  D.  Baker,  M.D.,  Kingsport 
Exec.  Secy. — Ms.  Jan  Hagy 
350  Blountville  Hwy.  #205,  Bristol  37620 

SUMNER 

Pres. — Clarence  R.  Sanders.  M.D..  Gallatin 
Secy. — Halden  W.  Hooper.  M.D. 

P.  O.  Box  611,  Gallatin  37066 

TIPTON 

Pres. — Jesse  J.  Cannon,  M.D.,  Covington 
Secy. — J.  Barret  Matthews,  M.D. 

P.  O.  Box  400,  Covington  38019 

WARREN 

Pres. — J.  Franklin  Fisher,  M.D.,  McMinnville 
Secy. — Bruce  Pruett,  M.D. 

Plaza  Shopping  Ctr..  McMinnville  37110 

WASHINGTON-UNICOI 

Pres. — Carroll  H.  Long,  M.D.,  Johnson  City 
Secy. — Stephen  M.  Kimbrough,  M.D.,  Johnson  City 
Exec.  Secy. — Mrs.  Beatrice  Hudswell 
400  State  of  Franklin  Rd..  Johnson  City  37601 

WHITE 

Pres. — Robert  Baker,  M.D..  Sparta 
Secy. — Gene  Stunkle,  M.D. 

White  Co.  Community  Hosp.,  Sparta  38583 

WILLIAMSON 

Pres. — Bryant  Savage,  M.D.,  Franklin 
Secy. — Elliott  Himmelfarb,  M.D. 

P.  O.  Box  745,  Franklin  37064 

WILSON 

Pres. — Sam  B.  McFarland.  M.D..  Lebanon 
Secy. — Thomas  R.  Puryear.  M.D. 

239  E.  Main  St.,  Lebanon  37087 
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OFFICERS  AND  COMMITTEES  1984-1985 

Tennessee  Medical  Association 


OFFICERS  OF  THE  ASSOCIATION 

President Thomas  K.  Ballard,  M.D.,  Jackson 

President-Elect Clarence  R.  Sanders,  M.D.,  Gallatin 

Vice  President  (East)  ....  Harold  L.  Neuenschwander,  M.D., 

Knoxville 

Vice  President  (Middle) . . Howard  L.  Salyer,  M.D.,  Nashville 
Vice  President  (West). . T.  James  Humphreys,  M.D.,  Jackson 

Secretary-Treasurer Hugh  Francis,  Jr.,  M.D.,  Memphis 

Speaker — House  of  Delegates Malcolm  R.  Lewis,  M.D., 

Nashville 

Vice  Speaker — House  of  Delegates  . . F.  Hammond  Cole,  Jr., 

M.D.,  Memphis 


BOARD  OF  TRUSTEES 

Thomas  K.  Ballard,  M.D Jackson 

Luthur  A.  Beazley,  Jr.,  M.D.,  Chairman Nashville 

John  S.  Buchignani,  M.D Memphis 

William  F.  Buchner,  M.D Chattanooga 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Jack  E.  Butterworth,  Jr.,  M.D Bristol 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

Hugh  Francis,  Jr.,  M.D Memphis 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Malcolm  R.  Lewis,  M.D Nashville 

John  R.  Nelson,  Jr.,  M.D.,  Vice  Chairman Knoxville 

Thurman  L.  Pedigo,  M.D McMinnville 

Clarence  R.  Sanders,  M.D Gallatin 

Paul  R.  Stumb,  M.D Nashville 


COUNCILORS 

First  District Charles  E.  Allen,  M.D. — Johnson  City 

Second  District John  E.  Kesterson,  M.D. — Knoxville 

Third  District Robert  W.  Myers,  M.D. — Chattanooga 

Fourth  District Will  G.  Quarles,  Jr.,  M.D. — Livingston 

Fifth  District Sue  Johnson,  M.D. — Shelbyville 

Sixth  District Ray  W.  Hester,  M.D. — Nashville 

Seventh  District. . . Virgil  H.  Crowder,  Jr.,  M.D.,  Secretary — 

Lawrenceburg 

Eighth  District James  T.  Craig,  Jr.,  M.D.,  Chairman — 

Jackson 

Ninth  District James  H.  Ragsdale,  M.D. — Union  City 

Tenth  District Phillip  H.  Dirmeyer,  M.D. — Memphis 


DELEGATES  TO  THE  AMERICAN  MEDICAL  ASSOCIATION 


Thomas  K.  Ballard,  M.D.  (1986) Jackson 

John  S.  Derryberry,  M.D.  (1985) Shelbyville 

William  O.  Miller,  M.D.  (1986) Knoxville 

John  B.  Thomison,  M.D.  (1985) Nashville 

David  H.  Turner,  M.D.  (1986) Chattanooga 

A.  Roy  Tyrer,  Jr.,  M.D.  (1985) Memphis 

ALTERNATE  DELEGATES  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 

Charles  E.  Allen,  M.D.  (1986) Johnson  City 

Hamel  B.  Eason,  M.D.  (1985) Memphis 

Allen  S.  Edmonson,  M.D.  (1986) Memphis 

Robert  W.  Ikard,  M.D.  (1985) Nashville 

Thurman  L.  Pedigo,  M.D.  (1985) McMinnville 

George  A.  Zirkle,  Jr.,  M.D.  (1986) Knoxville 


COMMITTEES  OF  THE  BOARD  OF  TRUSTEES 


EXECUTIVE  COMMITTEE 

Luthur  A.  Beazley,  Jr.,  M.D Nashville 

Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

Clarence  R.  Sanders,  M.D Gallatin 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Hugh  Francis,  Jr.,  M.D Memphis 

FINANCE  COMMITTEE 

Hugh  Francis,  Jr.,  M.D.,  Chairman Memphis 

Thurman  L.  Pedigo,  M.D McMinnville 

William  F.  Buchner,  M.D Chattanooga 

PUBLICATIONS  COMMITTEE 

John  B.  Thomison,  M.D.,  Chairman Nashville 

Oscar  M.  McCallum,  M.D Henderson 

Addison  B.  Scoville,  M.D Nashville 

COMMITTEE  ON  EXHIBITS 

Hugh  Francis,  Jr.,  M.D Memphis 
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COMMITTEE  ON  LONG  RANGE  PLANNING 

Nat  E.  Hyder,  Jr.,  M.D.,  Chairman Johnson  City 

Thomas  K.  Ballard,  M.D Jackson 

Clarence  R.  Sanders,  M.D Gallatin 

Luthur  A.  Beazley,  Jr.,  M.D Nashville 

TRAVEL  COMMITTEE 

Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Clarence  R.  Sanders,  M.D Gallatin 

AD  HOC  COMMITTEE  ON  VOLUNTARY  COST  CONTAINMENT 

A.  Roy  Tyrer,  Jr.,  M.D Memphis 

Thomas  K.  Ballard,  M.D Jackson 

Allen  S.  Edmonson,  M.D Memphis 

George  H.  Wood,  M.D Knoxville 

Duane  Budd,  M.D Johnson  City 
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STANDING  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

Oscar  M.  McCallum,  M.D.,  Chairman Henderson 

Sidney  L.  Bicknell,  M.D Jackson 

Claude  H.  Crockett,  Jr.,  M.D Bristol 

Francis  W.  Gluck,  Jr.,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  LEGISLATION 

James  W.  Hays,  M.D.,  Chairman Nashville 

James  C.  Bradshaw,  Jr.,  M.D Lebanon 

Thurman  L.  Pedigo,  M.D McMinnville 

Allen  S.  Edmonson,  M.D Memphis 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Charles  W.  White,  M.D Lexington 

David  H.  Turner,  M.D Chattanooga 

Harold  L.  Neuenschwander,  M.D Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Arden  J.  Butler,  Jr.,  M.D. 

(Div.  Coordinator) Ripley 

Chairman  of  Four  Metropolitan  Societies’ 

Legislative  Committees 

Joseph  Scobey,  M.D Madison 

James  C.  Fleming,  M.D Memphis 

William  O.  Miller,  M.D Knoxville 

William  O.  White,  M.D Chattanooga 

COMMITTEE  ON  GOVERNMENTAL  MEDICAL  SERVICES 

David  H.  Turner,  M.D.,  Chairman Chattanooga 

Bergein  F.  Overholt,  M.D Knoxville 

Jack  E.  Butterworth,  Jr.,  M.D Bristol 

Dee  J.  Canale,  M.D Memphis 

James  W.  Hall,  M.D Trenton 

Oscar  M.  McCallum,  M.D Henderson 

Eugene  W.  Fowinkle,  M.D Nashville 

William  M.  Doak,  M.D Nashville 

Virgil  H.  Crowder,  Jr.,  M.D Lawrenceburg 

Arden  J.  Butler,  Jr.,  M.D. 

(Div.  Coordinator) Ripley 

COMMITTEE  ON  TMA  GROUP  INSURANCE 

Lloyd  C.  Davis,  M.D.,  Chairman Knoxville 

David  R.  Pickens  Jr.,  M.D Nashville 

Phil  E.  Orpet,  Jr.,  M.D Memphis 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 

COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS 

John  H.  Burkhart,  M.D.,  Chairman  Knoxville 

Robert  H.  Haralson,  Jr.,  M.D Maryville 

Henry  P.  Pendergrass,  M.D Nashville 

David  R.  Yates,  M.D Donelson 

Francis  H.  Cole,  M.D Memphis 

C.  Eugene  Jabbour,  M.D Memphis 

COMMITTEE  ON  COMMUNICATIONS  AND  PUBLIC  SERVICE 

Alfred  P.  Rogers,  M.D.,  Chairman Chattanooga 

D.  L.  Metcalf,  III,  M.D Greeneville 

Robert  M.  Overholt,  M.D Knoxville 

Richard  M.  Pearson,  M.D Memphis 

Charles  E.  White,  M.D Memphis 

Charles  W.  White,  M.D Lexington 


William  B.  Ralph,  Jr.,  M.D Nashville 

Joseph  C.  Knight,  M.D Murfreesboro 

Jack  P.  Powell,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Thurman  L.  Pedigo,  M.D. 

(Div.  Coordinator) McMinnville 

PEER  REVIEW  COMMITTEE 

James  W.  Hays,  M.D.,  Chairman Nashville 

George  W.  Holcomb,  Jr.,  M.D Nashville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

George  A.  Zirkle,  Jr.,  M.D Knoxville 

Allen  S.  Edmonson,  M.D Memphis 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 

COMMITTEE  ON  HOSPITALS 

A.  Roy  Tyrer,  Jr.,  M.D.,  Chairman Memphis 

William  L.  Moffatt,  III,  M.D Memphis 

M.  F.  Perrin,  M.D Chattanooga 

John  A.  Bollinger,  Jr.,  M.D Maryville 

Duane  C.  Budd,  M.D Johnson  City 

George  R.  Mayfield,  Jr.,  M.D Columbia 

William  H.  Hartmann,  M.D Nashville 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 

INTERPROFESSIONAL  LIAISON  COMMITTEE 

Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

James  A.  Moore,  M.D Memphis 

John  P.  Nash,  M.D Memphis 

Joseph  B.  Moon,  M.D Knoxville 

Hays  Mitchell,  M.D Cleveland 

Duane  C.  Budd,  M.D Johnson  City 

Roger  K.  White,  M.D Nashville 

Henry  P.  Pendergrass,  M.D Nashville 

Charles  E.  Jordan,  III,  M.D Cookeville 

Thurman  L.  Pedigo,  M.D. 

(Div.  Coordinator) McMinnville 

COMMITTEE  ON  CONTINUING  MEDICAL  EDUCATION 

John  B.  Thomison,  M.D.,  Chairman Nashville 

Howard  S.  Kirshner,  M.D Nashville 

Clifton  K.  Meador,  M.D Nashville 

Charles  T.  Womack,  III,  M.D Cookeville 

Thomas  K.  Ballard,  M.D Jackson 

Daniel  R.  Ramey,  III,  M.D Memphis 

T.  James  Humphreys,  M.D Jackson 

William  P.  Grigsby,  M.D Kingsport 

William  D.  Black,  M.D Knoxville 

Joseph  A.  Weinberg,  M.D Knoxville 

Winston  Caine,  Jr.,  M.D Chattanooga 

William  F.  Buchner,  M.D Chattanooga 

Jack  E.  Butterworth,  Jr.,  M.D. 

(Div.  Coordinator) Bristol 


Representatives  of  Medical  Schools  and 
Clinical  Education  Centers 
Richard  L.  Whittaker,  M.D. — UTCEC,  Knoxville 
James  H.  Donnell,  M.D. — UTCEC,  Jackson 

E.  William  Rosenberg,  M.D. — UTCHS,  Memphis 
Floyd  B.  Goffin,  M.D. — East  Tennessee  State 
University  Medical  School,  Johnson  City 
Addison  B.  Scoville,  M.D. — Vanderbilt  University  School 
of  Medicine,  Nashville 
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SPECIAL  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  OCCUPATIONAL  HEALTH— STANDBY 


James  J.  Lawson,  M.D.,  Chairman New  Johnsonville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  ENVIRONMENTAL  HEALTH— STANDBY 

James  B.  Ely,  M.D.,  Chairman Knoxville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

LIAISON  COMMITTEE  TO  MEDICAL  SCHOOLS 
IN  TENNESSEE— STANDBY 

John  L.  Sawyers,  M.D.,  Chairman Nashville 

Jack  E.  Butterworth,  Jr.,  M.D. 

(Div.  Coordinator) Bristol 

COMMITTEE  ON  REHABILITATION— STANDBY 

Robert  E.  Tooms,  M.D.,  Chairman Memphis 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  BLOOD  BANKS  AND  MEDICAL  LABORATORIES 

William  H.  Hartmann,  M.D.,  Chairman Nashville 

Augustus  L.  Middleton,  M.D Jackson 

Michael  L.  Smith,  M.D Savannah 

Thomas  R McGee,  Jr.,  M.D Johnson  City 

Francis  S.  Jones,  M.D Knoxville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  RURAL  HEALTH 

F.  Houston  Lowry,  M.D.,  Chairman Madisonville 

Joseph  L.  Willoughby,  M.D Franklin 

Melvin  L.  Blevins,  M.D Smithville 

Jerry  L.  Shipley,  M.D Livingston 

Lester  F.  Littell,  M.D Dayton 

John  S.  Burrell,  M.D Lake  City 

Hobart  H.  Beale,  M.D Martin 

John  D.  Lay,  M.D Savannah 

Thornton  E.  Bryan,  M.D Memphis 

Thurman  L.  Pedigo,  M.D. 

(Div.  Coordinator) McMinnville 


Consultants 

Hyram  Kitchen,  D.V.M.,  Ph.D. — Dean,  UT  College  of 
Veterinary  Medicine,  Knoxville 
M.  Lloyd  Downen,  Ph.D. — UT  Agricultural  Extension 
Service,  Knoxville 

Mr.  Kenneth  Cherry — Tennessee  Rural  Health 
Improvement  Association,  Columbia 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 


James  C.  Prose,  M.D.,  Chairman Knoxville 

C.  Robert  Clark,  M.D Chattanooga 

R.  Phillip  Burns,  M.D Chattanooga 

Paul  E.  Spray,  M.D Oak  Ridge 

Fred  R.  Knickerbocker,  M.D Bristol 

H.  Trent  Vandergriff,  M.D Maryville 

James  L.  Allen,  M.D Sweetwater 

Shawn  Gazaleh,  M.D Chattanooga 

William  D.  Falvey,  M.D Memphis 

Loren  A.  Crown,  M.D Memphis 

Phillip  E.  Wright,  II,  M.D Memphis 

Daniel  J.  Scott,  Jr.,  M.D Memphis 

Robert  C.  Reeder,  M.D Memphis 
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James  T.  Craig,  Jr.,  M.D Jackson 

R.  Benton  Adkins,  M.D Nashville 

Jack  P.  Powell,  M.D Nashville 

Stephen  Schillig,  M.D Nashville 

Ronald  E.  Rosenthal,  M.D Nashville 

William  F.  Buchner,  M.D 

(Div.  Coordinator) Chattanooga 

ADVISORY  COMMITTEE  TO  THE  TMA  AUXILIARY 

Jacob  T.  Bradsher,  M.D.,  Chairman Knoxville 

William  F.  Buchner,  M.D Chattanooga 

Kent  Kyger,  M.D Nashville 

Rex  A.  Amonette,  M.D Memphis 

Thurman  L.  Pedigo,  M.D. 

(Div.  Coordinator) McMinnville 

COMMITTEE  ON  MENTAL  HEALTH 

Kent  Kyger,  M.D.,  Chairman Nashville 

Lloyd  C.  Elam,  M.D Nashville 

Frederick  J.  Chapin,  M.D Cookeville 

Robert  T.  Spaulding,  M.D Chattanooga 

William  C.  Greer,  M.D Chattanooga 

Marshall  D.  Hogan,  Jr.,  M.D Kingsport 

David  V.  MacNaughton,  Jr.,  M.D Chattanooga 

John  H.  L.  Marshall,  M.D Knoxville 

John  A.  Wilson,  M.D Kingsport 

Harvey  C.  Reese,  Jr.,  M.D Memphis 

Harris  L.  Smith,  M.D Jackson 

James  S.  Brown,  M.D.  (Ex-Officio) Nashville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  MEDICINE  AND  RELIGION 

Alfred  P.  Rogers,  M.D.,  Chairman Chattanooga 

John  J.  Ingram,  III,  M.D Maryville 

Doran  D.  Edwards,  M.D Nashville 

Ted  W.  Hill,  M.D Gallatin 

Lee  Rush,  Jr.,  M.D Somerville 

C.  Radford  Andrews,  M.D Memphis 

Robert  P.  N.  Shearin,  M.D Memphis 

James  H.  Donnell,  M.D Jackson 

Thurman  L.  Pedigo,  M.D. 

(Div.  Coordinator) McMinnville 

COMMITTEE  ON  MATERNAL  AND  CHILD  CARE 

Robert  R.  Young,  Jr.,  M.D.,  Chairman Union  City 

Herbert  A.  Taylor,  III,  M.D Memphis 

Patrick  J.  Sweeney,  M.D Memphis 

Bruce  E.  Walker,  M.D Knoxville 

Lewis  F.  Cosby,  Jr.,  M.D Johnson  City 

Samuel  S.  Binder,  M.D Chattanooga 

B.  K.  Hibbett,  III,  M.D Nashville 

James  C.  Hudgins,  Jr.,  M.D Lawrenceburg 

Anne  U.  Bolner,  M.D Fayetteville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

Maternal  Mortality  Subcommittee 

Larry  T.  Arnold,  M.D.,  Chairman Nashville 

James  H.  Growden,  Jr.,  M.D Nashville 

James  C.  Hudgins,  M.D Lawrenceburg 

B.  J.  Smith,  M.D Dickson 

A.  J.  Mueller,  M.D Jackson 

William  P.  Stepp,  Jr.,  M.D Jackson 

James  S.  Bell,  M.D Memphis 
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Robert  L.  Harrington,  M.D Dyersburg 

Stephen  C.  Prinz,  M.D Knoxville 

Thomas  R.  Traylor,  M.D Knoxville 

Frank  H.  Boehm,  M.D.  (Consultant) Nashville 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  LONG  TERM  HEALTH  CARE 

Carl  E.  Adams,  M.D.,  Chairman Murfreesboro 

Eugene  W.  Fowinkle,  M.D Nashville 

Joseph  L.  Willoughby,  M.D Franklin 

M.  F.  Langston,  M.D Signal  Mountain 

Ira  S.  Pierce,  Jr.,  M.D Knoxville 

John  T.  Moore,  Jr.,  M.D Algood 

James  A.  Greene,  M.D Knoxville 

Robert  T.  Tucker,  M.D Jackson 

Charles  L.  Clarke,  M.D Memphis 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 


Consultant 

Mr.  Richard  Sadler — Executive  Director,  Tennessee  Health 
Care  Association,  Nashville 


IMPAIRED  PHYSICIAN  COMMITTEE 

Charles  B.  Thorne,  M.D.,  Chairman Nashville 

William  S.  Myers,  M.D Memphis 

Howard  W.  Thomas,  M.D Savannah 

Parks  W.  Walker,  Jr.,  M.D Memphis 

A.  Ray  Mayberry,  M.D Maryville 

C.  Paul  McCammon,  M.D Knoxville 

John  W.  Adams,  Jr.,  M.D Chattanooga 

A.  Glenn  Kennedy,  M.D Knoxville 

Ben  D.  Hall,  M.D Johnson  City 

Howard  R.  Foreman,  M.D Nashville 

Allan  D.  Bass,  M.D Nashville 

William  C.  Anderson,  M.D Nashville 

Thomas  B.  Miller,  M.D Madison 

Mrs.  John  B.  Turner  (Auxiliary  Rep.) Springfield 

William  F.  Buchner,  M.D. 

(Div.  Coordinator) Chattanooga 

COMMITTEE  ON  HEALTH  PLANNING 

George  H.  Wood,  M.D.,  Chairman Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

Jack  E.  Butterworth,  Jr.,  M.D Bristol 

C.  Windom  Kimsey,  M.D Chattanooga 

Oscar  M.  McCallum,  M.D Henderson 

Edward  W.  Reed,  M.D Memphis 

Rodger  P.  Lewis,  M.D Union  City 

Ronald  E.  Overfield,  M.D Nashville 

Fredia  S.  Wadley,  M.D.  (Ex-Officio) Nashville 

Arden  J.  Butler,  Jr.,  M.D. 

(Div.  Coordinator) Ripley 

PRIMARY  HEALTH  CARE  CLINICS  COMMITTEE 

Hays  Mitchell,  M.D.,  Chairman Cleveland 

James  W.  Hays,  M.D Nashville 

Norman  L.  Henderson,  M.D Lawrenceburg 

John  O.  Williams,  M.D Mt.  Pleasant 

Alfred  D.  Beasley,  M.D Knoxville 

James  H.  Segars,  M.D Knoxville 

James  A.  Moore,  M.D Memphis 

Paul  R.  Stumb,  M.D. 

(Div.  Coordinator) Nashville 


Division  Coordinators  are  members  of  the  Board  of  Trustees 
assigned  to  oversee  the  activities  of  the  respective  committees. 


INDEPENDENT  MEDICINE’S  POLITICAL 
ACTION  COMMITTEE— TENNESSEE 


Board  of  Directors 

First  District Nat  E.  Hyder,  Jr.,  M.D., 

Johnson  City 

Second  District  . . . Harold  L.  Neuenschwander,  M.D., 

Knoxville,  Chairman 

Third  District James  R.  Royal,  M.D., 

Chattanooga 

Fourth  District Thurman  L.  Pedigo,  M.D., 

McMinnville 

Fifth  District H.  Victor  Braren,  M.D., 

Nashville 

Sixth  District Clarence  R.  Sanders,  M.D., 

Gallatin 

Seventh  District Oscar  M.  McCallum.  M.D., 

Henderson,  Secretary-Treasurer 

Eighth  District Thomas  K.  Ballard,  M.D., 

Jackson 

Ninth  District Rex  A.  Amonette,  M.D., 

Memphis 

Representing  the 

TMA  Auxiliary Mrs.  Elliot  H.  Himmelfarb, 

Franklin 


TENNESSEE  MEDICAL  ASSOCIATION 
STUDENT  EDUCATION  FUND 


Board  of  Directors 


John  H.  Burkhart,  M.D.,  President Knoxville 

Robert  H.  Haralson,  Jr.,  M.D., 

Vice  President Maryville 

Robert  L.  Chalfant,  M.D., 

Secretary-Treasurer Nashville 

Charles  E.  Allen,  M.D Johnson  City 

Allen  S.  Boyd,  Jr.,  M.D Memphis 

Patrick  J.  Murphy,  M.D Memphis 

Billy  J.  Allen,  M.D Chattanooga 


Luthur  A.  Beazley,  Jr.,  M.D.  (Ex-Officio)  . . Nashville 
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GROUP  INSURANCE  PLANS  AVAILABLE  TO  TMA  MEMBERS 

For  Details  of  Each  Plan  Contact  the  Administrator 


TYPE  OF  COVERAGE 

COMPANY 

ADMINISTRATOR 

$1  Million  Comprehensive  Medical  Plan.  Mem- 
bers, spouses  and  employees  are  eligible  for  the 
$1  million  comprehensive  medical  plan.  Four 
deductibles — $100,  $250,  $500,  $1,000 — are 
available.  Special  portability  benefit  for 
members. 

Blue  Cross/Blue  Shield  of  Memphis 

Insurance  Planning  and  Service  Co..  Inc. 
P.O.  Box  1109 
Chattanooga,  TN  37401 
Telephone:  (800)  572-7389 

Group  Life  Insurance/ Accidental  Death  & Dis- 
memberment/Retired Lives  Reserve.  Members 
and  spouses  $25,000  up  to  $350,000.  Employees 
of  members  $10,000  up  to  $100,000.  Accidental 
death  and  dismemberment  benefit  $10,000  up 
to  $250,000. 

Great- West  Life  Assurance  Company 
of  Winnipeg,  Canada 

Insurance  Planning  & Service  Co.,  Inc. 
P.O.  Box  1109 
Chattanooga,  TN  37401 
Telephone:  (800)  572-7389 

Hospital  Helper  Income.  Supplemental  income 
payable  to  members,  spouses,  and  employees 
during  hospitalization.  $50,  $100,  and  $150  daily 
benefits  are  available.  Coverage  issued  on  a 
guaranteed  issue  basis. 

Fidelity  Security  Life  Insurance  Co. 

Insurance  Planning  & Service  Co..  Inc. 
P.O.  Box  1109 
Chattanooga,  TN  37401 
Telephone:  (800)  572-7389 

Hospital  and  Nurse  Expense  Insurance  Pro- 
gram. $25,000  benefit  with  deductibles  of  $300, 
$500  or  $1,000.  Surgical  benefits  optional. 

Commercial  Insurance  Company  of  Newark, 
N.J.  (A  subsidiary  of  the  Continental  Insurance 
Companies) 

Smith,  Reed,  Thompson  and  Ellis  Co. 
P.O.  Box  1280 
Nashville,  TN  37202 
Telephone:  (615)  361-6846 

Excess  Major  Medical  Plan.  Pays  up  to  $1  mil- 
lion after  deductibles  of  $25,000  or  $50,000  have 
been  met. 

Sentry  Insurance  of  Stevens  Point,  Wis.  (A  Mu- 
tual Company) 

Smith.  Reed.  Thompson  and  Ellis  Co. 
P.O.  Box  1280 
Nashville,  TN  37202 
Telephone:  (615)  361-6846 

In  Hospital  Protection  Insurance.  $20  to  $80  per 
day  while  hospitalized  in  addition  to  any  other 
insurance.  Spouse,  children,  and  employees 
eligible. 

Commercial  Insurance  Company  of  Newark, 
N.J.  (A  Subsidiary  of  the  Continental  Insurance 
Companies) 

Smith.  Reed.  Thompson  and  Ellis  Co. 
P.O.  Box  1280 
Nashville,  TN  37202 
Telephone:  (615)  361-6846 

24-Hour  High  Limit  Accidental  Death  & Dis- 
memberment Insurance.  $25,000  to  $100,000 
coverage.  May  include  spouse  and  children. 

Commercial  Insurance  Company  of  Newark, 
N.J.  (A  Subsidiary  of  the  Continental  Insurance 
Companies) 

Smith,  Reed,  Thompson  and  Ellis  Co. 
P.O.  Box  1280 
Nashville,  TN  37202 
Telephone:  (615)  361-6846 

Professional  & Premises  Liability  Insurance. 

Modified  claims-made  coverage  from  $100,000/ 
$300,000  to  $10  million/$12  million.  Office 
package— contents,  equipment,  money,  etc. 

State  Volunteer  Mutual  Insurance  Company 

State  Volunteer  Mutual  Insurance  Co. 
P.O.  Box  70 
Brentwood,  TN  37027 
Telephone:  (615)  377-1999  or 
(800)  342-2239 

Workers’  Compensation  Insurance.  Standard 
coverage  at  approved  rates  with  yearly  savings 
opportunity  based  on  claim  experience.  35% 
savings  paid  in  1983. 

Dodson  Insurance  Group 

Mr.  Glenn  Cross 
716  Robert  Burns  Drive 
Nashville,  TN  37217 
Telephone:  (615)  361-6280 

Disability  Income  Plan.  $1,000  Accidental  D&D. 
Monthly  indemnity  up  to  $5,000.  Five  year  ac- 
cident/five year  sickness  plan.  Lifetime  accident 
coverage  and  to  age  65  for  sickness.  Optional 
hospital  benefits.  Plans  also  available  for  em- 
ployees of  members. 

Commercial  Insurance  Company  of  Newark, 
N.J.  (A  Subsidiary  of  the  Continental  Insurance 
Companies) 

Smith,  Reed,  Thompson  and  Ellis  Co. 
P.O.  Box  1280 
Nashville,  TN  37202 
Telephone:  (615)  361-6846 

Overhead  Expense  Insurance.  Benefits  from  $300 
to  $5,000  per  month  beginning  on  31st  day  of 
disability  and  may  continue  for  up  to  24  months. 
Also  provides  coverage  for  equipment  leasing. 

Continental  Casualty  Company 

John  E.  Lovelace  and  Associates,  Inc. 
P.O.  Box  452 
Brentwood,  TN  37027 
Telephone:  (615)  377-6361 

$100,000  Accidental  Death  & Dismemberment 
Coverage  while  a passenger  in  a licensed  pas- 
senger aircraft  or  if  struck  by  any  aircraft.  TMA 
membership  only.  As  a membership  service,  this 

Reliance  Standard  Life  Insurance  Company 

Insurance  Planning  & Service  Co.,  Inc. 
P.O.  Box  1109 
Chattanooga,  TN  37401 
Telephone:  (800)  572-7389 

insurance  is  provided  by  TMA  for  every  member 
at  no  cost. 
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Hepatic  Scintigraphy  in  Patients  With 
Clinical  Evidence  of  Liver  Disease 

JANE  L.  TYLER,  M.D.  and  THOMAS  A.  POWERS,  M.D. 


Introduction 

There  are  divergent  opinions  in  the  literature 
concerning  the  utility  of  liver-spleen  scanning  in 
the  initial  evaluation  of  patients  with  neoplastic 
disease.  It  has  been  proposed  that  the  low  yield 
of  liver-spleen  scans  in  cancer  patients  without 
evidence  of  hepatic  involvement  on  physical  ex- 
amination or  laboratory  function  tests  does  not 
justify  their  routine  use.  In  order  to  define  the 
place  of  hepatic  scintigraphy  in  the  evaluation  of 
patients  with  neoplastic  disease,  we  reviewed  the 
experience  at  the  Nashville  Veterans  Administra- 
tion Medical  Center. 

Materials  and  Methods 

Hepatic  scintigraphy  was  performed  approxi- 
mately 15  minutes  following  the  intravenous  in- 
jection of  6 mCi  of  Tc-99m  sulfur  colloid.  Images 
were  obtained  on  a large  field  of  view  gamma 
camera  using  an  information  density  of  3,000 
counts  per  square  centimeter  for  the  anterior  view 
with  subsequent  views  obtained  for  the  same 
time.  Studies  were  also  performed  on  a small  field 
of  view  camera  using  a straight  bore  collimator 
by  obtaining  800,000  counts  in  the  anterior  view 
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with  subsequent  views  performed  for  the  same 
time.  Anterior,  posterior,  left  anterior  oblique, 
and  both  lateral  views  were  obtained  in  all  stud- 
ies. 

The  official  interpretations  of  1,017  liver-spleen 
scans  performed  over  an  18-month  period  were 
reviewed.  The  liver-spleen  scans  of  those  pa- 
tients whose  studies  had  been  interpreted  as 
demonstrating  hepatic  defects  suspicious  for  met- 
astatic disease  were  then  examined  by  two  other 
independent  observers.  On  this  review,  clearly 
defined  focal  intrahepatic  lesions  were  judged  to 
be  consistent  with  metastatic  disease.  The  charts 
of  these  patients  were  then  examined,  and  liver 
function  studies  (alkaline  phosphatase,  LDH, 
SGOT  and  bilirubin)  at  the  time  of  the  liver- 
spleen  scan  were  recorded.  The  presence  of  a 
proven  carcinoma,  previously  identified  liver  dis- 
ease, a history  of  alcohol  abuse  and  clinically  de- 
tectable hepatomegaly  were  noted.  Correlative 
information  confirming  the  presence  of  hepatic 
metastases  was  sought. 

A patient  was  defined  as  having  clearly  abnor- 
mal liver  function  studies  if  two  or  more  values 
were  elevated,  or  if  one  value  was  at  least  50% 
greater  than  the  upper  limit  of  the  normal  range. 
The  patient  was  defined  as  having  borderline  ab- 
normal chemistries  when  a single  value  was  ele- 
vated, but  was  less  than  50%  greater  than  the 
upper  limit  of  normal.  Clinically  detectable  he- 
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patomegaly  was  defined  as  a liver  span  of  13  cm 
or  more  in  the  midclavicular  line  as  detected  by 
physical  examination. 

Results 

One  hundred  and  fifty-seven  scans  in  119  pa- 
tients were  interpreted  as  demonstrating  hepatic 
defects.  In  104  patients  (140  scans)  there  was  a 
known  neoplastic  disease  (Table  1).  Of  these  104 
patients,  100  (136  scans)  had  documentation  of 
malignancy  in  the  liver  by  other  modalities:  ul- 
trasound or  computed  tomography,  or  liver  bi- 
opsy or  autopsy  within  two  weeks  of  the  radio- 
nuclide liver-spleen  scan,  or  follow-up  hepatic 
scintigraphy  within  ten  weeks  demonstrating  pro- 
gression of  disease.  Four  patients  with  a known 
primary  carcinoma  (three  lung,  one  breast)  did 
not  have  hepatic  metastases  confirmed.  Seven- 
teen scans  in  15  patients  suspected  of  having  ma- 
lignancy in  the  liver  were  found  to  have  other 
causes  for  hepatic  defects  (Table  2).  This  result- 
ed in  a false-positive  finding  in  10.8%  of  scans, 
in  12.6%  of  patients. 

Of  the  136  scans  in  patients  with  confirmed 
hepatic  metastases  or  primary  hepatic  malignan- 
cy, nine  (6%)  had  hepatomegaly  alone,  32  (24%) 
had  abnormal  liver  functions  studies  alone,  and 


TABLE  1 


PRIMARY  NEOPLASMS  IN  104  PATIENTS  (140  SCANS) 
WITH  HEPATIC  DEFECTS  ON  LIVER-SPLEEN  SCAN 


No.  of 

No.  Of 

%0f 

%of 

Carcinoma  Type 

Patients 

Cases 

Patients 

Cases 

Colon 

17 

34 

16 

24 

Lung 
small  cell 

20 

28 

19 

20 

adenocarcinoma 

12 

12 

11 

8 

squamous 

8 

8 

8 

6 

Adenocarcinoma  ? primary 

10 

12 

10 

8 

Esophagus 

5 

7 

5 

5 

Hepatoma 

6 

7 

6 

5 

Pancreas 

6 

6 

6 

4 

Bladder 

5 

5 

5 

4 

Prostate 

4 

5 

3 

4 

Melanoma 

2 

5 

2 

4 

Lymphoma 

1 

3 

1 

2 

Cholangiocarcinoma 

2 

2 

2 

1 

Tongue 

2 

2 

2 

1 

Gastric 

1 

1 

1 

1 

Duodenal 

1 

1 

1 

1 

Carcinoid 

1 

1 

1 

1 

Breast 

1 

1 

1 

1 

TOTALS 

104 

140 

100 

100 
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88  (65%)  had  abnormalities  of  both  (Table  3).  Of 
the  32  scans  with  abnormal  liver  function  studies 
alone,  seven  were  defined  as  borderline  eleva- 
tions. Of  the  scans  with  both  hepatomegaly  and 
abnormal  liver  function  studies,  nine  were  bor- 
derline elevations.  None  of  the  16  patients  with 
borderline  abnormal  liver  chemistries  had  a his- 
tory of  significant  alcohol  ingestion  or  history  of 
other  known  hepatic  disease.  Of  the  136  total 
scans  with  confirmed  intrahepatic  malignancy,  91 
(67%)  had  increased  alkaline  phosphatase,  86 
(63%)  had  increased  LDH,  80  (59%)  had  elevat- 
ed SGOT,  and  42  (31%)  had  abnormal  bilirubin 
levels. 

In  seven  patients  (5%),  scans  were  performed 
when  there  was  no  clinical  suspicion  of  hepatic 
malignancy,  in  which  the  presence  of  tumor  in 
the  liver  was  revealed  by  the  sulfur  colloid  radio- 
nuclide scan  and  later  confirmed  by  biopsy.  This 
group  comprised  two  cases  of  esophageal  carci- 
noma, one  patient  with  melanoma  on  whom  two 
scans  were  performed,  and  one  case  each  of 
prostatic  carcinoma,  adenocarcinoma  of  the  lung, 
and  oat  cell  carcinoma  of  the  lung. 

Discussion 

There  has  been  considerable  controversy  in  the 
literature  concerning  recommendations  for  liver- 
spleen  radionuclide  scanning  in  the  evaluation  of 
patients  with  neoplastic  disease.  Many  authors 
have  reported  a low  yield  with  “routine”  scans  in 
general,1  and  in  particular  in  the  cases  of  certain 
malignancies  such  as  breast  carcinoma,24  mye- 
loma,5 colorectal  carcinoma,6  small  cell  carci- 
noma of  the  lung,7  and  bronchogenic  carcinoma 
of  the  lung.810  Although  reports  cite  an  incidence 
of  liver  metastases  in  neoplastic  disease  found  at 
autopsy  ranging  from  33%  to  62%, 81016  many 
studies  bemoan  the  low  rate  of  antemortem  di- 
agnosis.17 Rates  as  high  as  15%  false-positive  and 
21%  false-negative  intepretations  have  been 
found.18  Overall,  reports  of  scan  accuracy  in  de- 
tecting liver  tumors  range  from  62%  to  90%,  with 
most  near  the  77%  figure.19 

In  assessing  modalities  available  to  alert  the 
physician  of  metastatic  disease  of  the  liver,  there 
is  again  controversy.  Physical  examination  for 
signs  of  hepatic  disease  or  enlargement  of  the  liv- 
er is  thought  to  be  up  to  71%20  and  74%21  relia- 
ble by  some.  One  study  found  as  many  as  95% 
of  patients  with  liver  metastases  having  at  least 
nonspecific  symptoms,  with  50%  having  right  up- 
per quadrant  abdominal  pain.22  Another  study 
found  91%  breast  cancer  patients  with  detectable 
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liver  metastases  to  be  symptomatic.4  Others  be- 
lieve that  the  presence  of  hepatomegaly  is  quite 
variable,16-23  as  well  as  very  difficult  to  detect.16-24 
The  various  laboratory  parameters  of  liver 
function  have  been  assessed  in  their  ability  to 
point  towards  the  presence  of  hepatic  metastas- 
es. Alkaline  phosphatase  determination  has  been 
viewed  alternately  as  accurate  in  up  to  90%  of 
cases,6-19-25'29  inaccurate  in  53%, 30  and  variable31 
in  predicting  liver  involvement.  Other  studies 
have  pointed  to  LDH  determinations  as  being  the 
most  sensitive  laboratory  parameter  in 
melanoma32-33  and  small  cell  anaplastic  broncho- 
genic carcinoma,10  and  up  to  92%  accurate  in  co- 
lorectal carcinoma.34  Still  other  studies  have  found 
5'  nucleotidase,25-35  or  SGOT20-31  most  helpful. 
Glutamyl  transferase  has  been  considered  by 
some  to  be  the  most  sensitive36  but  least  specific35 
test.  Although  some  authors  have  cited  liver 
function  chemistries  as  reliable  in  predicting  he- 
patic metastases  in  up  to  79%  of  the  cases,10  their 
utility  in  general  is  limited  by  their  low  specific- 
ity.16-37 One  author  recently  found  no  laboratory 
test  having  greater  than  a 65%  accuracy.38  Fur- 
ther complicating  this  issue  has  been  the  consid- 
erable variation  in  the  definition  of  “abnormal” 
liver  function:  certain  studies  use  as  the  criterion 
a specific  percentage  elevation  over  the  upper 
limit  of  normal,39  while  others  use  any  value 
above  the  upper  limit  of  the  normal  range.7-40 
It  has  been  stated  that  the  clinical  assessment 
of  a patient  has  up  to  75%  sensitivity  in  detecting 
hepatic  metastases,  and  the  routine  liver-spleen 
scans  in  the  face  of  a normal  clinical  evaluation 
add  little  information,6-21-41  especially  in  the  case 
of  malignancies  such  as  genitourinary  tumors42-43 
and  some  lymphomas.44  Another  body  of  work 
disagrees  however,  and  has  concluded  that  the 
accuracy  of  scans  surpasses  liver  function  studies 


TABLE  2 

BENIGN  DISORDERS  ASSOCIATED  WITH  HEPATIC 
DEFECTS  ON  LIVER-SPLEEN  SCAN 


Condition 

No.  Of 
Patients 

No.  Of 
Scans 

%Of 

Patients 

%of 

Scans 

Cirrhosis 

10 

10 

66 

59 

Hepatic  congestion 

2 

4 

13 

23 

Enlarged  porta  hepatis 

1 

1 

7 

6 

Hepatic  abscess 

1 

1 

7 

6 

Hepatic  cyst 

1 

1 

7 

6 

TOTALS 

15 

17 

100 

100 

TABLE  3 

CLINICAL  FINDINGS  IN  136  SCANS  WITH  DOCUMENTED 
PRIMARY  LIVER  TUMOR  OR  HEPATIC  METASTASES 


Finding 

Hepatomegaly 
with  alcohol  abuse 
without  alcohol  abuse 

Abnormal  liver  chemistries 
with  alcohol  abuse 
without  alcohol  abuse 

Hepatomegaly  and  abnormal 

liver  chemistries 
with  alcohol  abuse 
without  alcohol  abuse 


No.  Of  No.  Of 

Patients  Scans 

1 1 

7 8 


3 3 

26  29 


9 9 

58  79 


No  clinical  hepatic  disease 


6 7 


TOTALS 


110  136 


by  up  to  39%  ,22.27,3i, 45-49  especially  when  dealing 
with  certain  malignancies  such  as  gastric  carci- 
noma,13-38 leukemia  and  lymphoma,  and  carcino- 
mas of  the  lung,  colon,  pancreas,  prostate,  testes, 
bladder,  breast,  cervix  and  uterus.5-50  It  has  been 
suggested  that  the  reliability  of  the  liver-spleen 
scan  may  depend  upon  the  biology  of  the  tumor 
in  question  and  its  mode  of  liver  involvement,19 
with  diffuse  infiltration  being  difficult  to  detect. 
The  rate  of  detection  of  hepatic  metastases  on 
scans  may  vary  with  the  general  stage  of  dis- 
ease,51 as  well  as  the  extent  of  hepatic  metasta- 
ses. One  study  found  that  100%  of  hepatic  me- 
tastases are  accurately  diagnosed  on  scan  if  there 
is  50%  or  more  involvement  of  the  liver,  whereas 
only  56%  of  metastatic  cases  are  diagnosed  if 
there  is  25%  or  less  involvement.20  The  detection 
rate  also  depends  on  the  accuracy  of  interpreta- 
tion of  the  scan.  Not  only  do  the  criteria  for  an 
abnormal  scan  vary,  thus  varying  the  diagnosis,52 
but  there  is  also  20%  to  25%  inter-observer  and 
15%  to  20%  intra-observer  variation  in  interpre- 
tation.5355 

In  order  to  increase  the  accuracy  of  liver  scan- 
ning, it  has  been  suggested  that  the  static  scans 
be  combined  with  other  modalities  in  order  to 
increase  their  ability  to  detect  metastases.  The 
use  of  dynamic  liver  perfusion  studies  has  been 
suggested,52-56  as  well  as  the  complementary  use 
of  ultrasound  examinations.57  59 

One  study  found  the  most  reliable  combina- 
tion to  be  CT  and  radionuclide  scanning,60  and 
another  found  a slightly  increased  concordance 
with  surgical  findings  on  CT  (85%)  compared  to 
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radionuclide  liver  scan  (81%). 61  Peritoneoscopy 
following  suspicious  liver  scans  has  been  found 
to  have  a false-negative  rate  ranging  from  as  low 
as  7%62  to  as  high  as  34%. 63  Laparotomy  and  liv- 
er biopsy  have  been  found  to  have  as  low  as  5% 
false-negative  rate63  but  this  procedure  has  been 
considered  by  some  to  be  too  invasive47  to  per- 
form routinely.  Blind  liver  biopsy  has  been  found 
in  one  study  to  have  an  accuracy  of  only  60%. 46 
Hepatic  arteriography  has  been  seen  to  have  up 
to  91%  sensitivity63  and  83%  accuracy64  in  de- 
tecting liver  metastases,  and  the  combination  of 
arteriography  and  scanning  has  been  suggest- 
ed.5665 Though  angiography  potentially  can  fur- 
nish more  detailed  data,  its  potential  for  morbid- 
ity is  high.  Another  comparative  study  that  found 
93%  accuracy  on  arteriography  and  87%  accu- 
racy on  radionuclide  scan  in  detecting  hepatic  tu- 
mors concluded  that  scanning  is  the  preferred 
screening  modality,  and  that  arteriography,  be- 
cause of  its  invasiveness,  should  be  reserved  for 
preoperative  assessment  of  resectability.66  Com- 
bined liver-heart  scanning  has  been  called  useful 
in  the  evaluation  of  suspicious  left  hepatic  lobes,67 
but  despite  the  interest  in  correlative  examina- 
tions, a recent  prospective  study  of  80  patients 
failed  to  reveal  any  significant  differences  in  sen- 
sitivity, specificity,  or  accuracy  in  detecting  liver 
metastases68  when  comparing  the  results  of  scans, 
ultrasound  (80%  accuracy  each)  and  CT  (84% 
accuracy). 

Although  some  of  the  previous  studies  report- 
ing poor  results  with  liver-spleen  scanning  uti- 
lized now-outdated  instrumentation,38  malignan- 
cies smaller  than  2 cm  still  escape  the  resolution 
capabilities  of  present-day  nuclear  imaging 
equipment131418  and  detection  of  a single  focal  le- 
sion has  been  found  to  be  unreliable.14  Initial 
studies  using  single  photon  emission  tomography 
promise  future  better  resolution;  up  to  52%  of 
lesions  1.5  to  2.0  cm  in  diameter  were  detected 
in  one  comparative  review.69  Recent  research  in 
nuclear  medicine  has  looked  to  the  combination 
of  hepatocyte-imaging  agents  and  reticuloen- 
dothelial cell  imaging  agents  in  order  to  improve 
detection  statistics.7071  Positron-emission  tomog- 
raphy may  be  used  in  the  future  to  detect  liver 
metastases  by  altered  tumor  metabolism.72 

One  powerful  argument  in  favor  of  obtaining 
a liver-spleen  scan  in  a metastatic  workup,  re- 
gardless of  the  clinical  setting,  is  the  value  of  es- 
tablishing a baseline  examination  and  thereafter 
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studying  serial  scans  for  evidence  of  change.  It  is 
well  known  that  the  great  variability  in  normal 
hepatic  anatomy  can  make  interpretation  of  liver 
scans  difficult.73  The  accuracy  of  a cancer  diag- 
nosis is  also  affected  by  the  age  of  the  patient 
and  the  presence  of  concomitant  medical  illness- 
es.74 In  particular,  alcoholic  liver  disease  and  cir- 
rhosis make  interpretation  difficult.4 

In  this  study,  of  1,017  scans  reviewed,  157  scans 
in  119  patients  were  interpreted  as  suspicious  for 
metastatic  disease  or  primary  malignancy  in  the 
liver.  In  136  of  these  scans  (89%)  in  100  patients 
(84%),  tumor  in  the  liver  was  confirmed.  The  17 
false-positive  scans  (10.8%)  in  15  patients 
(12.6%)  were  due  to  cirrhosis  (ten),  hepatic 
congestion  (four  scans  in  two  patients),  hepatic 
cyst  (one),  abscess  (one),  and  prominence  of  the 
porta  hepatis  (one).  One  hundred  and  thirty-six 
of  these  140  scans  in  100  of  104  patients  had  def- 
inite confirmation  of  hepatic  tumor  by  some  oth- 
er modality.  In  only  seven  scans  (5%)  in  six  pa- 
tients (6%)  was  liver  involvement  not  suspected 
clinically  prior  to  the  scan. 

Conclusion 

From  the  scans  reviewed,  95%  of  the  liver- 
spleen  studies  diagnosed  as  having  hepatic  me- 
tastases demonstrated  clinical  evidence  of  liver 
involvement  prior  to  the  scan.  There  was  a 10.8% 
false-positive  rate. 

It  is  obvious  that  the  liver-spleen  scan  is  not 
infallible  in  diagnosing  liver  metastases.  The  val- 
ue of  combining  hepatic  scintiscans  with  other 
modalities  should  be  stressed;  clinical  correla- 
tion, ultrasound  and  computerized  tomography 
are  noninvasive  methods  of  confirming  suspi- 
cious liver  scintiscan  findings.  In  cases  still  in 
question  after  noninvasive  evaluation,  perito- 
neoscopy with  liver  biopsy  under  direct  visualiz- 
ation may  be  necessary. 

The  decision  to  perform  “routine”  liver-spleen 
scans  remains  debatable.  The  experience  at  this 
institution  has  shown  that  the  majority  of  symp- 
tom-free individuals  with  normal  liver  chemis- 
tries will  have  normal  hepatic  scans.  Present-day 
limitations  in  the  radionuclide  diagnosis  of  he- 
patic defects  are  such  that  most  lesions  are  clini- 
cally suspected  once  they  reach  a size  large 
enough  to  be  detected  on  scan.  However,  the 
variability  in  normal  hepatic  architecture  and  the 
presence  of  concomitant  medical  problems  may 
warrant  obtaining  a “baseline”  examination,  even 
of  a clinically  normal  liver,  if  malignant  disease  is 
known  to  exist  in  a patient. 
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Introduction 

Gastrointestinal  disorders  during  pregnancy 
and  the  puerperium  often  present  difficult  prob- 
lems. Moreover,  diagnosis  of  the  acute  abdomen 
in  this  period  is  confounded  by  physiologic  and 
anatomic  changes  occurring  during  pregnancy.  We 
present  a case  of  postpartum  enteritis  due  to 
Yersinia  enterocolitica. 

Case  Presentation 

A 32-year-old  woman,  gravida  4,  para  3,  had  an  uncom- 
plicated prenatal  course.  On  several  consecutive  days  at  term, 
she  presented  complaints  of  abdominal  cramping  and  sore- 
ness, but  each  day  abdominal  and  pelvic  examinations  were 
normal.  At  41  weeks  her  complaints  included  sharp,  inter- 
mittent generalized  abdominal  pain  and  a low  grade  fever. 
Her  temperature  was  100°F  but  physical  examination  was 
unchanged.  A clean  catch  urine  specimen  showed  numerous 
white  blood  cells.  Ampicillin  was  begun,  but  two  days  later, 
when  she  developed  continuous  abdominal  pain,  fever,  nau- 
sea, vomiting,  and  diarrhea,  she  was  hospitalized. 

On  admission,  vital  signs  were  normal.  Fundal  height  was 
35  cm;  there  were  no  contractions.  The  abdomen  was  mildly 
tender,  otherwise  there  was  no  sign  of  peritonitis.  Fetal  heart 
tones  were  normal,  and  the  pelvic  examination  remained  un- 
remarkable. The  hematocrit  was  31.7%  and  the  WBC  count 
was  10,100/cu  mm  with  a slight  left  shift.  Platelet  count, 
SM AC-20,  serum  amylase,  and  urinalysis  were  normal.  Ul- 
trasonography of  the  abdomen  showed  a normal  gall  bladder 
and  normal  extrahepatic  ducts.  No  fluid  was  seen  in  the  ab- 
domen or  pelvis. 

On  the  fourth  hospital  day,  with  the  gestation  now  at  42 
weeks  and  the  cervix  favorable,  labor  was  induced.  Her  ab- 
domen was  then  minimally  tender  and  without  peritoneal 
signs.  She  delivered  a viable  female  infant  with  Apgar  scores 
of  8 and  9,  and  underwent  postpartum  sterilization  through  a 
small,  infraumbilical  incision.  The  fallopian  tubes  were  nor- 
mal on  gross  inspection  and  histologically.  Thirty  hours  post- 
partum she  developed  diarrhea  and  acute  abdominal  pain 
unrelieved  by  analgesics.  The  abdomen  was  moderately  dis- 
tended and  bowel  sounds  were  decreased,  and  there  was 
tenderness  and  voluntary  guarding  over  the  right  lower  quad- 
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rant,  but  no  rebound  tenderness.  Laboratory  values  were  un- 
changed. Abdominal  x-rays  showed  mild  distention  of  multi- 
ple small  bowel  loops,  and  minimal  gas  in  the  colon,  consistent 
with  adynamic  ileus.  Repeat  ultrasound  of  the  abdomen  was 
normal. 

Forty  hours  postpartum,  the  patient’s  temperature  was 
101°F,  pulse  104,  and  blood  pressure  118/72  mm  Hg.  Bowel 
sounds  were  absent,  and  there  was  now  voluntary  guarding 
in  all  quadrants  and  rebound  tenderness  in  the  right  lower 
quadrant,  consistent  with  an  acute  abdomen,  believed  to  be 
due  to  a ruptured  appendix.  Exploratory  laparotomy  re- 
vealed suppurative  peritonitis,  predominantly  in  the  lower  right 
quadrant.  Her  appendix  was  normal,  but  there  was  an  in- 
tense inflammatory  reaction  involving  the  right  hemicolon  and 
distal  ileum,  with  an  abscess  involving  mesenteric  lymph  nodes 
of  the  terminal  ileum.  A culture  was  positive  for  Y.  entero- 
colitica, sensitive  to  tobramycin,  for  which  she  was  treated 
with  cefoxitin  and  tobramycin  for  five  days  and  then  dis- 
charged. 

Discussion 

Between  June  11  and  July  29,  1982  the  largest 
reported  outbreak  of  enteritis  caused  by  Yersinia 
enterocolitica  occurred  in  the  tri-state  area  of 
Tennessee,  Arkansas,  and  Mississippi.  Epidemi- 
ologic investigation  implicated  milk  pasteurized 
at  a local  plant  as  the  vehicle  of  infection.1 

Y.  enterocolitica  is  a Gram-negative,  aerobic, 
facultatively  anaerobic,  nonspore-forming  orga- 
nism which  is  bacillary  when  avirulent,  but  coc- 


TABLE 1 

FREQUENCY  OF  SYMPTOMS  ASSOCIATED  WITH 
YERSINIA  ENTERITIS 


Fever 

88% 

Diarrhea 

73% 

Abdominal  pain 

64% 

Nausea  and  vomiting 

46% 

Upper  respiratory  infection 

19% 

Bloody  stool 

19% 

Rash 

9% 

Arthralgia 

6% 
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cobacillary  when  virulent.  Transmission  has  usu- 
ally been  traced  to  contact  with  infected  animals 
or  contaminated  food  or  water. 

Yersinia  infection  has  been  associated  with 
both  acute  and  chronic  diarrhea  and  also  a self- 
limiting  form  of  mesenteric  adenitis,  clinically 
simulating  appendicitis.  Yersinia  can  also  cause  a 
syndrome  of  acute  ileitis  resembling  regional  en- 
teritis. Numerous  symptoms  have  been  associ- 
ated with  Yersinia  infections  (Table  1)  (Robert 
Rentdorff,  unpublished  data),  symptoms  similar 
to  those  frequently  observed  in  a wide  spectrum 
of  both  gynecologic  and  nongynecologic  condi- 
tions. 

As  in  this  case,  the  pregnant  uterus  may  form 
one  wall  of  an  abscess  and  thereby  localize  the 
signs  and  symptoms  of  an  acute  process.  With 
uterine  involution,  and  consequent  loss  of  one 


abscess  wall,  purulent  material  may  be  spilled  into 
the  peritoneal  cavity,  resulting  in  signs  of  peri- 
tonitis. 

Conclusion 

Medical  and/or  surgical  management  of  these 
patients  hinges  upon  consideration  of  the  entire 
differential  diagnosis.  When  considering  elective 
sterilization  in  a patient  with  signs  and  symptoms 
suggestive  of  a gastrointestinal  disorder,  either 
postponing  surgery  until  the  symptoms  have  re- 
solved, or  operating  through  an  incision  large 
enough  to  expose  the  entire  abdomen  should  be 
considered.  r S 
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Aspiration  Pneumonitis  With  Tracheal 
Erosion  and  Tracheomalacia  Supported 
With  High  Frequency  Jet  Ventilation 

BARRY  W.  BRASFIELD,  M.M.Sc.  and  CHARLES  COLE,  M.D. 


High  frequency  ventilation  is  a method  of  me- 
chanical ventilation  that  differs  from  convention- 
al ventilation  techniques  in  that  greater  than  usu- 
al frequencies  and  lower  than  usual  tidal  volumes 
are  used  to  effect  gas  exchange.  A subset  of  high 
frequency  ventilation  known  as  high  frequency  jet 
ventilation  (HFJV)  has  been  shown  to  be  highly 
successful  in  the  management  of  distal  airway 
disruption,  e.g.,  bronchopleural  fistula.  We  re- 
port the  use  of  this  ventilating  technique  to  sup- 
port a patient  with  a severe  proximal  airway  dis- 
ruption, tracheal  erosion,  and  tracheomalacia,  in 
the  setting  of  acute  aspiration  pneumonitis. 

Case  Report 

A 31-year-old  white  man  was  involved  in  a motor  vehicle 
accident  several  hours  prior  to  his  discovery  and  subsequent 
admission.  Upon  arrival  a subluxation/fracture  of  C5-C6  was 
discovered  and  subsequently  reduced  with  Gardner- Wells 
tongs  without  improvement  in  his  neurological  deficit.  A 
stormy  clinical  course  ensued,  with  adult  respiratory  distress 
syndrome,  a 70%  pneumothorax,  and  eventual  tracheostomy 
highlighting  a 32-day  period  of  mechanical  ventilatory  sup- 
port. 

After  transfer  from  the  intensive  care  unit  and  ten  addi- 
tional days  of  vigorous  pulmonary  hygiene,  the  tracheostomy 
tube  was  removed,  but  IPPB  therapy  as  well  as  the  patient’s 
marginal  nutritional  status  eventually  necessitated  surgical 
closure  of  the  tracheostomy  stoma.  Some  two  weeks  later,  a 
persistent  sore  throat  accompanied  by  choking  on  liquids  cul- 
minated in  respiratory  arrest  due  to  a massive  aspiration. 
When  attempts  to  orally  intubate  the  patient  were  unsuccess- 
ful due  to  the  presence  of  a cervical  stabilization  (“halo”) 
device,  digital  manipulation  of  the  tracheostomy  stoma  site 
allowed  insertion  of  an  endotracheal  tube  and  successful  re- 
suscitation. After  transfer  to  the  intensive  care  unit,  the  en- 
dotracheal tube  was  replaced  with  a tracheostomy  tube  and 
mechanical  ventilation  was  instituted.  Chest  x-ray  revealed 
an  ARDS-like  pattern  consistent  with  severe  aspiration  pneu- 
monitis. The  next  few  days  required  increasing  levels  of  oxy- 
gen and  positive  end-expiratory  pressure  (PEEP)  to  maintain 
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adequate  oxygenation.  Six  days  after  the  respiratory  arrest, 
the  patient  was  noted  to  have  significantly  enlarging  stoma  as 
well  as  a substantial  air  leak  during  the  ventilator  cycles.  This 
leak  could  not  be  sealed  by  increasing  the  volume  of  the  cuff, 
and  with  the  ventilator  generating  peak  airway  pressures  of 
60  to  70  cm  H20,  the  tracheostomy  tube  on  two  occasions 
was  forced  up  and  out  of  the  trachea,  dissecting  into  the  pre- 
tracheal fascia,  and  causing  acute  airway  obstruction.  Re- 
placement of  the  tracheostomy  tube  with  a long  endotracheal 
tube  alleviated  this  problem,  but  the  continuing  deterioration 
of  the  tracheal  stoma  required  over  100  cm  H;0  pressure  in 
the  endotracheal  tube  cuff  to  seal  the  trachea  and  allow  de- 
livery of  an  adequate  tidal  volume  (Fig.  1). 


Figure  1.  Portable  chest  x-ray  five  days  after  respiratory  arrest.  Note 
the  alveolar-interstitial  infiltrate  consistent  with  aspiration  pneumonitis 
and  the  greatly  overdistended  endotracheal  tube  cuff.  The  cervical 
halo  device  is  in  place. 
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Based  on  the  continuing  deterioration  of  the  patient’s  tra- 
chea and  increasing  loss  of  tidal  volume  around  the  overdis- 
tended endotracheal  tube  cuff,  the  decision  was  made  to  uti- 
lize a trial  of  high  frequency  jet  ventilation,  which  had  been 
shown  to  effectively  support  gas  exchange  in  major  airway 
disruption.1  The  technique  was  also  successfully  administered 
without  a cuffed  tube  in  normal,  anesthetized  patients.2  After 
the  experimental  nature  of  this  mode  of  ventilation  was  ex- 
plained to  the  patient  and  his  family,  informed  consent  was 
obtained,  and  the  Healthdyne  Impulse  high  frequency  jet 
ventilator  was  interfaced  with  the  patient.  A radial  artery 
catheter  was  inserted  for  careful  blood  pressure  monitoring 
and  frequent  arterial  blood  gas  samples;  in  addition,  a Biox 
IIA  ear  oximeter  was  utilized  to  monitor  02  saturation. 

Just  prior  to  instituting  HFJV,  arterial  blood  gases  at  an 
FI02  of  1.0  and  9 cm  H:0  PEEP  were  Po2  127  torr,  Pco2  57 
torr,  and  pH  7.42.  Following  two  days  of  stabilization,  arte- 
rial blood  gases  at  FI02  0.5  and  9 cm  H20  PEEP  on  HFJV 
were  Po2  89  torr,  Pco2  53  torr,  and  pH  7.41.  The  endotra- 
cheal tube  was  replaced  with  a conventional  tracheostomy 
tube,  and  the  cuff  pressure  was  lowered  to  24  cm  H20  with- 
out significant  leakage  and  loss  of  PEEP.  Utilizing  a ventila- 
tory rate  of  100  breaths  per  minute,  inspiratory  time  of  30%, 
and  FI02  of  0.4,  the  patient  was  weaned  from  ventilatory 
support  by  first  decreasing  PEEP  to  5 cm  H20  and  then  de- 
creasing the  driving  pressure  by  increments  of  5 psi  while  the 
patient  gradually  increased  his  own  spontaneous  respirations. 
On  the  15th  day  of  HFJV,  a fiberoptic  bronchoscopy  per- 
formed to  assess  the  state  of  the  airways  revealed  no  damage 
to  the  trachea  or  major  bronchi  from  jet  ventiliation.  Cuff 
pressure  over  the  last  10  to  12  days  of  HFJV  was  less  than 


Figure  2.  Portable  chest  x-ray  48  hours  after  institution  of  HFJV.  Note 
the  replacement  of  the  endotracheal  tube  with  a shorter  tracheostomy 
tube  and  the  significant  decrease  in  the  cuff  air  shadow. 


16  cm  H20,  the  tracheal  stoma  substantially  decreased  in  size, 
and  chest  x-ray  demonstrated  a normal  tracheal  air  shadow 
(Fig.  2). 

After  weaning  the  patient  to  5 cm  H20  continuous  posi- 
tive airway  pressure  (CPAP)  and  FI02  0.4,  arterial  blood  gas- 
es were  Po2  98,  Pco2  60,  and  pH  7 .36.  Vital  capacity  was 
850  ml  and  negative  inspiratory  force  was  — 45  cm  H20.  A 
low  level  of  HFJV  was  continued  at  night  for  the  next  eight 
days,  after  which  time  he  was  completely  weaned  from  ven- 
tilatory support. 

The  patient  was  doing  well  at  this  point,  but  on  the  day 
after  discontinuation  of  all  ventilatory  support,  he  apparently 
aspirated  again  in  spite  of  an  inflated  cuff  and  NPO  status. 
Increasing  respiratory  distress  required  return  to  HFJV,  from 
which  he  was  again  weaned  over  a five-day  period.  A com- 
bined laryngoscopy  and  bronchoscopy  on  the  fourth  day 
showed  loss  of  anterior  tracheal  rings  and  some  pressure  ne- 
crosis at  the  level  of  the  tracheostomy  cuff;  no  tracheoeso- 
phageal fistula  was  seen. 

The  patient’s  respiratory  status  remained  stable  after  the 
procedure,  but  some  48  hours  later,  he  developed  a clinical 
picture  of  sepsis  with  positive  blood  cultures,  and  in  spite  of 
antibiotic  and  inotrope  therapy,  expired.  No  autopsy  was  per- 
formed. 


Discussion 

High  frequency  ventilation  was  first  utilized  in 
Sweden  in  1972  for  supporting  gas  exchange  in 
patients  undergoing  abdominal  surgery.3  In  1977, 
a modification  on  the  technique  was  reported  by 
Klain  and  Smith4  utilizing  a percutaneous  trans- 
tracheal catheter  which  they  called  high  frequen- 
cy jet  ventilation  (HFJV).  Replacing  the  trans- 
tracheal catheter  with  a 14  or  18  gauge  injector 
cannula  and  using  rates  of  60  to  200  breaths  per 
minute  at  tidal  volumes  of  3 to  5 ml/kg,  HFJV 
was  demonstrated  to  be  effective  for  gas  ex- 
change in  a number  of  surgical  patients.5  6 In  1981, 
Turnbull  and  others1  reported  that  arterial  blood 
gases  could  be  at  least  temporarily  normalized  by 
using  HFJV  in  patients  with  major  airway  or  pul- 
monary disruption,  in  which  a major  portion  of 
each  tidal  breath  is  lost  through  a fistula.  A re- 
cent workshop  on  high  frequency  ventilation7  re- 
ported that  in  the  presence  of  a large  broncho- 
pleural fistula,  HFJV  is  thought  to  be  clearly 
superior  to  conventional  ventilation  techniques. 

Our  patient  had  a situation  similar  to  that  of 
a bronchopleural  or  tracheoesophageal  fistula. 
Loss  of  tidal  volume  was  occurring  around  an  in- 
competent endotracheal  tube  cuff/trachea  inter- 
face due  to  longstanding  insult  to  the  trachea, 
with  subsequent  loss  of  its  cartilaginous  structure 
in  the  region  of  the  cuff.  The  use  of  HFJV’s  rap- 
id injection  of  low  tidal  volumes  both  improved 
gas  exchange,  as  manifested  by  improving  arte- 
rial blood  gases,  and  allowed  the  pressure  in  the 
endotracheal  or  tracheostomy  tube  cuff  to  be 
substantially  decreased,  promoting  the  healing  of 
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the  tracheal  stoma.  Minimal  cuff  pressure  was 
necessary  to  maintain  the  desired  level  of  PEEP, 
otherwise  it  is  conceivable  that  the  cuff  could  have 
been  completely  evacuated  without  adversely  af- 
fecting C02  clearance. 

Another  pertinent  observation  in  this  patient 
was  the  occurrence  of  aspiration  the  day  after 
HFJV  was  completely  discontinued.  Klain  and 
others8  have  reported  that  HFJV  can  prevent  as- 
piration in  dogs  whose  mouths  have  been  filled 
with  liquid  while  utilizing  uncuffed  transtracheal 
catheters.  Once  HFJV  was  discontinued,  the  liq- 
uid immediately  flooded  the  trachea. 

Other  phenomena  noted  during  the  use  of 
HFJV  on  this  patient  have  been  supported  by 
previously  published  data.  On  two  occasions,  at- 
tempts to  return  the  patient  to  conventional  ven- 
tilation resulted  in  his  expression  of  a preference 
for  the  small,  rapid  volumes  of  HFJV.9  It  was  also 
noted  that  suppression  of  spontaneous  respira- 
tion occurred  at  or  near  normocarbia,10  and  that 
HFJV  could  be  used  for  an  extended  period  of 
time  (in  this  case,  approximately  40  days)  with- 
out significant  airway  damage  or  drying  of  secre- 
tions.1 

At  the  time  of  the  patient’s  death  from  over- 
whelming infection,  the  tracheal  stoma  was  heal- 
ing and  HFJV  had  provided  satisfactory  gas  ex- 
change. Future  studies  with  HFJV  may  focus  on 
the  ability  to  preserve  the  integrity  of  the  trachea 
by  the  use  of  lower  endotracheal  tube  cuff  pres- 
sures, possibly  even  using  uncuffed  tubes  or  a 
tube  smaller  than  that  required  for  a good  seal 
without  fear  of  aspiration.  This  may  be  particu- 
larly beneficial  in  pediatric  ventilation,  where  the 
trachea  is  more  sensitive  to  the  effects  of  pres- 


sure or  edema.  It  is  conceivable  that  such  use 
may  decrease  the  need  for  tracheostomy  in  the 
future. 

Summary 

We  have  presented  a case  of  aspiration  pneu- 
monitis accompanied  by  severe  tracheomalacia 
and  tracheal  stomal  erosion  is  presented.  Venti- 
latory support  in  the  face  of  extremely  high  cuff 
pressures  and  inspiratory  pressures  required  with 
conventional  equipment  was  accomplished  with 
HFJV,  which  allowed  a substantial  reduction  in 
cuff  pressure  and  subsequent  reduction  in  the  size 
of  the  tracheal  stoma.  HFJV  has  been  shown  to 
be  effective  in  a variety  of  clinical  situations,  par- 
ticularly those  in  which  there  is  major  airway  dis- 
ruption with  loss  of  effective  tidal  volume  from 
the  gas  exchange  zone.  r ^ 
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Elderly  Alcoholics  in  a General  Medicine  Practice 
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Introduction 

The  elderly  constitute  an  increasing  propor- 
tion of  the  practice  of  physicians,  and  elderly  al- 
coholics will  be  among  that  population.1  The  el- 
derly have  not  been  studied  in  as  great  a depth 
as  younger  alcoholics,  but  there  is  evidence  that 
problems  with  alcohol  dependence  in  the  elderly 
involve  more  subtle  physical  and  psychological 
disturbances  and  more  social  and  situational  fac- 
tors than  among  younger  alcoholics.2-3 

Although  there  is  evidence  that  the  elderly 
drink  less  alcohol  than  younger  drinkers  do,  sig- 
nificant numbers  of  the  elderly  experience  diffi- 
culties related  to  its  consumption.  The  identifi- 
cation of  the  elderly  alcoholic  may  require  an 
increased  awareness  on  the  part  of  the  physician 
as  to  the  possibility  of  alcohol-related  problems. 

Community  studies  of  elderly  alcoholics  indi- 
cate that  approximately  6%  of  the  elderly  are 
heavy  drinkers,  compared  to  up  to  12%  of  all 
ages  in  the  general  population.4-5^  An  alcohol- 
ism referral  center  in  Boston  identified  approxi- 
mately 10%  of  alcohol  information  calls  as  com- 
ing from  the  elderly.  5(p95) 

Materials  and  Methods 

All  patients  over  the  age  of  60  with  a diagno- 
sis of  alcoholism  were  identified  from  the  prac- 
tice of  one  faculty  member  with  an  interest  in 
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alcoholism  and  engaged  in  full-time  medical 
practice  at  Vanderbilt  University,  located  in  ur- 
ban Nashville.  The  practice  population  consisted 
of  1,693  patients  of  which  470  were  over  age  60. 
Of  121  alcohol-dependent  patients,  18  were  over 
age  60.  Patients  identified  as  alcohol-dependent 
met  DSM  3 criteria  for  alcohol  dependency  with 
social  and  physical  symptoms  serious  enough  to 
affect  their  overall  level  of  functioning.  Of  these 
elderly  alcoholics,  15  had  charts  complete  enough 
for  the  extraction  of  physical,  behavioral,  and 
treatment  data. 

Patients  were  classified  according  to  their 
drinking  patterns.  Chronic  drinkers  drank  for 
most  of  their  adult  lives.  Reactive  drinkers  began 
drinking  sometime  after  age  45,  and  identified 
their  problem  as  possibly  related  to  events  asso- 
ciated with  aging. 

Physical  examination  data  and  laboratory  pa- 
rameters were  reviewed  for  evidence  of  alcohol- 
ism. Stigmata  of  malnutrition,  chronic  liver  dis- 
ease, alcohol-related  neurologic  dysfunction,  and 
abnormal  serum  chemistries,  liver  function  tests, 
and  hematologic  parameters  were  noted. 

Treatment  plans  included  a combination  of  in- 
patient detoxification,  Alcoholics  Anonymous, 
and  four  to  six  weeks  of  inpatient  supportive  in- 
dividual and  group  therapy.  Evidence  of  sobriety 
was  self-reported. 

Results 

The  practice  population  contains  3.8%  elderly 
alcohol-dependent  patients  with  an  age  range  of 
61  to  81  and  a mean  age  of  71  (Table  1).  Patients 
came  from  all  occupations  and  economic  back- 
grounds, including  secretaries  and  barbers  to  ex- 
ecutives and  judges.  Many  had  other  medical 
problems  and  were  on  several  medications.  Lab- 
oratory parameters  were  not  helpful  in  identify- 
ing the  alcohol-dependent  patients,  being  abnor- 
mal only  in  the  case  of  very  obvious  chronic  liver 
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disease,  with  elevated  liver  enzymes  the  most 
common  finding.  The  chief  complaint  suggested 
alcoholism  only  20%  of  the  time,  although  in  ap- 
proximately half  of  the  patients  physical  exami- 
nation revealed  stigmata  of  chronic  alcohol  de- 
pendency. Approximately  three-fourths  of  the 
patients  had  a chronic  drinking  pattern  (Table  2). 
There  was  little  difference  between  chronic  and 
reactive  drinkers  with  respect  to  chief  complaint, 
physical  signs  of  alcoholism,  or  abstinence.  Re- 
active drinkers,  however,  were  more  likely  to  re- 
side with  another  family  member,  although  this 
was  not  statistically  significant.  Sixty  percent  of 
the  women  alcoholics  and  10%  of  the  men  in  our 
sample  were  reactive  drinkers. 

The  treatment  responses  were  gratifying.  With 
a follow-up  period  ranging  from  less  than  three 
months  to  12  years  (mean  4.6  years)  73%  of  the 


patients  were  abstaining  from  alcohol.  It  is  inter- 
esting to  note  that  many  of  the  patients  who  have 
continued  in  Alcoholics  Anonymous  have  found 
this  to  be  a very  important  source  of  socialization 
and  contact  outside  the  home. 

Several  representative  case  histories  are  illus- 
trative of  our  experience. 

Case  Reports 

Case  1.  Mr.  Z is  77  years  old.  His  family  was  very  con- 
cerned about  his  constant  drinking  and  belligerent  behavior. 
On  one  occasion,  while  vacationing  in  Florida,  he  was  found 
walking  on  the  beach  in  his  underwear,  pounding  on  the  doors 
of  other  cottages  on  the  beach,  angrily  demanding  to  see  his 
family.  Continued  drinking,  severe  hypertension,  and  in- 
creasing hepatomegaly  made  hospitalization  necessary.  An 
intervention  was  arranged  with  his  wife,  two  daughters  and 
brother,  who  confronted  him  with  his  bizarre  behavior  while 
intoxicated.  The  patient  agreed  to  go  to  a midwestern  inpa- 
tient treatment  facility  but  did  not  participate  enthusiastically 


TABLE  1 

ELDERLY  ALCOHOLIC  PATIENTS 


Case 

Age* 

Sex 

Residence  With  Presenting 
Family  Member  Complaint 

Drinking 

Patternt 

Physical 

Stigmata 

Therapy 

Follow-Up 

Period 

Abstinence! 

1 

62 

M 

Yes 

Cellulitis 

Chronic 

AA‘ 

5 yrs 

Yes 

2 

64 

F 

Yes 

Alcoholism 

Reactive 

Inpatient 
Detox,  AA 

<3  mos 

No 

3 

75 

M 

No 

Abdominal 

Pain 

Chronic 

Cirrhosis 

Nursing 

Home 

12  yrs 

Yes 

4 

69 

M 

Yes 

Toxic 

Ingestion 

Chronic 

Inpatient 
Detox,  AA 

3 yrs 

Yes 

5 

73 

M 

No 

Hypertension 

Chronic 

Enlarged 

Liver 

Inpatient 
Detox,  AA 

10  yrs 

Yes 

6 

71 

M 

No 

Arrhythmia 

Chronic 

Inpatient 
Detox,  AA 

2 yrs 

Yes 

7 

81 

M 

Yes 

Skeletal 

Pain 

Chronic 

Enlarged 

Liver 

<3  mos 

No 

8 

75 

F 

Yes 

Alcoholism 

Chronic 

Inpatient 
Detox,  AA 

4 yrs 

Yes 

9 

77 

F 

Yes 

Falling 

Spells 

Reactive 

AA 

11  yrs 

Yes 

10 

61 

M 

Yes 

Alcoholism 

Chronic 

Gl  Bleeding 
Fatty  Liver 

<3  mos 

No 

11 

76 

M 

No 

Seizures 

Reactive 

Cirrhosis 

Inpatient 
Detox,  AA 

4 yrs 

Yes 

12 

69 

M 

Yes 

Abdominal 

Pain 

Chronic 

Gl  Bleeding 
Cirrhosis 

AA 

2 yrs 

Yes 

13 

68 

F 

ves 

Depression 

Reactive 

Enlarged 

Liver 

AA 

5 yrs 

Yes 

14 

72 

F 

No 

Edema 

Chronic 

Fatty  Liver 

AA 

10  yrs 

No 

15 

70 

M 

No 

Emphysema 

Chronic 

AA 

1 yr 

Yes 

* Age  at  time  of  most  recent  follow-up. 
t Chronic  defined  as  most  of  adult  life. 

Reactive  defined  as  possibly  related  to  life  events  identified  by  patient, 
t Abstinence  at  time  of  most  recent  follow-up. 

§ Alcoholics  Anonymous. 
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TABLE  2 


ELDERLY  ALCOHOLICS— CHRONIC  VS  REACTIVE  DRINKING  PATTERNS  IN  15  PATIENTS 


Chronic  (%) 

Reactive  (%) 

All  (%) 

Drinking  Pattern 

73 

26 

Chief  Complaint  Alcoholism 

18 

25 

20 

Physical  Stigmata  of  Alcoholism 

55 

50 

53 

Residence  with  Family  Members 

55 

75 

60 

Abstinence 

72 

75 

73 

in  the  program,  making  a second  treatment  program  and  An- 
tabuse treatment  necessary.  After  this  rehabilitation  effort, 
he  joined  Alcoholics  Anonymous,  and  remains  on  Antabuse 
by  his  own  choice.  He  says  that  “it’s  good  protection  against 
that  hell  I was  in.”  He  remains  abstinent  and  normotensive. 

Case  2.  Mrs.  G is  age  72.  She  married  a college  classmate 
who  became  very  successful  in  the  financial  affairs  of  her  city. 
She  began  drinking  large  quantities  of  whiskey  at  home,  re- 
sulting in  frequent  automobile  accidents  in  her  neighbor- 
hood, but  the  police  did  not  jail  her  because  of  her  social 
position.  When  she  was  confronted  with  her  behavior  she 
agreed  to  go  to  an  inpatient  rehabilitation  program,  but  left 
the  rehabilitation  center  before  her  treatment  was  completed 
and  immediately  began  drinking  again.  A second  more  ex- 
tensive program  of  rehabilitation  for  alcoholism  was  complet- 
ed in  a western  state.  She  has  continued  to  have  small  slips 
in  which  she  drinks  and  falls.  Driving  accidents  have  yet  to 
recur. 

Case  3.  Mrs.  Q is  79  years  old.  Her  husband,  a prominent 
judge,  who  retired  from  the  bench  and  remained  at  home 
tending  roses  as  a hobby,  found  his  wife  fallen  in  the  rose 
bushes  reeking  of  Scotch  whiskey.  Embarrassed,  he  brought 
her  for  a physical  examination.  A detailed  history  revealed 
frequent  falls  related  to  daily  drinking  of  Scotch  whiskey.  Liver 
enzymes  were  mildly  abnormal.  Both  the  patient  and  her 
husband  agreed  to  attend  Alcoholics  Anonymous  and  Al- 
Anon  meetings  close  to  their  home.  She  has  remained  sober 
and  both  are  very  active  in  Alcoholics  Anonymous  and  Al- 
Anon. 

Case  4.  Mr.  H,  age  71,  was  admitted  to  a coronary  care 
unit  with  severe  ventricular  arrhythmia.  Liver  enzymes  were 
abnormal  and  alcoholism  was  suspected.  It  was  determined 
that  this  man  drank  large  quantities  of  beer,  and  when  his 
apartment  was  examined,  it  was  found  filled  with  empty  beer 
cans.  When  confronted  with  his  alcoholism  the  patient  agreed 
to  go  into  an  inpatient  rehabilitation  unit,  where  he  actively 
participated  in  the  program  and  joined  Alcoholics  Anony- 
mous; his  ventricular  arrhythmia  was  easily  controlled  with 
digoxin  and  quinidine  once  abstinence  was  achieved.  He  is 
now  actively  participating  in  Alcoholics  Anonymous  and  re- 
mains abstinent. 

Case  5.  Mr.  D is  76.  At  retirement  and  after  a divorce,  he 
began  mixing  vodka  with  his  morning  orange  juice  as  he 
looked  at  the  morning  television  programs.  He  also  began  to 
associate  with  drinking  friends,  although  his  usual  friendships 
were  in  the  local  Rotary  Club  and  church  group.  After  con- 
suming large  quantities  of  vodka  for  months  and  becoming 
bedridden  he  was  admitted  to  the  hospital  for  detoxification 
and  treatment.  After  confinement  to  bed  for  six  to  eight  weeks 
then  gradually  using  a walker,  then  a cane,  this  patient  was 
sent  to  an  inpatient  rehabilitation  unit.  He  benefited  from  the 
program  and  returned  home  to  his  church  activities  and  Ro- 
tary Club  meetings.  Associations  once  again  with  his  previous 
drinking  friends  led  to  a relapse,  and  he  was  again  admitted 
to  the  hospital  seriously  ill.  Once  again,  his  program  of  ab- 
stinence was  instituted  with  regular  attendance  at  Alcoholics 
Anonymous  meetings.  He  is  doing  well  currently. 


Discussion 

Alcoholism  in  the  elderly  is  of  particularly 
grave  concern,  since  elderly  individuals  appear  to 
be  more  sensitive  to  alcohol  because  of  higher 
peak  levels  of  alcohol  with  less  lean  body  mass 
and  volume  of  distribution.6  This  suggests  that 
even  social  drinking  may  cause  them  special 
problems.7  The  potential  serious  interaction  of 
alcohol  with  multiple  prescribed  drugs  is  also  a 
common  potential  hazard  in  elderly  patients.8-9 

Although  the  characteristics  of  older  alcohol- 
ics vary  according  to  the  population  studied,  two 
particular  subsets  of  elderly  alcoholics  have  been 
described.  The  first  includes  the  chronically  al- 
cohol-dependent person  who  drinks  into  old  age, 
the  so-called  alcoholic  who  grows  old.  The  sec- 
ond is  the  subset  of  reactive  drinkers,  defined  as 
those  whose  drinking  is  precipitated  by  life 
stresses  associated  with  aging,  such  as  retire- 
ment, loss  of  spouse,  and  physical  decline.1013  The 
chronic  alcoholic  is  exemplified  in  case  vignettes 
number  1,  2,  4,  and  the  reactive  alcoholic  by  cas- 
es 3 and  5.  Our  sample  showed  that  one-third  of 
elderly  alcoholics  have  a reactive  pattern  to  their 
drinking.  It  is  notable  that  patients  whose  alco- 
hol dependence  is  of  relatively  late  onset,  after 
45  years  of  age,  are  indeed  more  likely  to  live 
with  their  family,  have  more  social  affiliations,  a 
more  positive  work  history,  and  fewer  personali- 
ty problems.14  We  cannot  explain  the  higher  pro- 
portion of  reactive  women  alcoholics  in  our  se- 
ries. 

Although  approximately  16%  to  39%  of  all  al- 
cohol-dependent patients  abstain  after  treat- 
ment,1517 others  have  found  that  elderly  alcohol- 
ics have  a remarkable  tendency  for  improvement 
with  treatment.18  Our  successful  experience  may 
be  partially  attributed  to  their  predominantly 
middle  class  background  and  the  special  interest 
of  the  faculty  internist  in  the  subject  of  alcohol- 
ism. Premorbid  social  stability  is  also  an  impor- 
tant contribution  to  sustained  abstinence,17  with 
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those  of  greater  stability  enjoying  longer  absti- 
nence. 

It  is  imperative  that  physicians  be  aware  of  and 
suspect  the  possible  diagnosis  of  alcohol  depend- 
ence in  elderly  patients,  even  though  they  do  not 
often  report  alcohol  abuse.  The  numbers  of  el- 
derly alcoholics  will  undoubtedly  grow  with  the 
increased  age  of  the  population.  Health  hazards 
associated  with  excess  alcohol  intake,  particu- 
larly noncardiovascular  diseases  and  excess 
mortality1921  have  a much  greater  impact  on  el- 
derly populations.  Since  treating  the  elderly  al- 
coholic patient  can  produce  gratifying  results,  it 
behooves  physicians  to  identify  and  treat  their  el- 
derly alcohol-dependent  patients.  r 
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Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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EKG  of  the  Month 
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A 60-year-old  woman  was  admitted  to  St.  Thomas  Hospital  for  evaluation  of 
confusion  and  leukocytosis.  A previous  cerebral  vascular  accident  had  resulted  in 
left  hemiparesis.  She  had  a history  of  diabetes  mellitus  and  had  bilateral  renal 
calculi.  At  the  time  of  admission  her  white  blood  cell  count  was  42,000/cu  mm 
and  there  were  15  to  20  white  cells/hpf  in  the  urine.  The  patient’s  potassium  was 
3.7  mEq/liter,  and  she  was  slightly  azotemic  with  a BUN  of  32  mg/dl.  She  had  a 
history  of  congestive  failure  and  had  been  given  diuretics  prior  to  admission  but 
edema  persisted.  An  admission  electrocardiogram  was  obtained  (Fig.  1). 

Following  admission  she  was  treated  with  Claforan.  Declomycin  and  Tobra- 
mycin and  placed  on  sliding  scale  insulin,  Lasix,  and  potassium  20  mEq  daily.  The 
potassium  was  eventually  increased  to  40  mEq  orally  twice  daily,  Lasix  was  in- 
creased to  80  mEq  orally  twice  daily,  and  Bumex  2 mg  IV  every  12  hours  was 
added.  One  week  following  admission  frequent  PVCs  were  noted,  for  which  ther- 
apy with  Procan  SR  500  mg  orally  every  six  hours  was  begun.  Her  fever  disap- 
peared and  her  white  count  became  normal.  The  electrocardiogram  was  repeated 
(Fig.  2)  and  a 24-hour  Holter  scan  (Figs.  3 and  4)  showed  dysrhythmias. 

Two  days  later  she  suddenly  had  a cardiac  arrest.  A stat  potassium  was  2.8  mEq/ 
liter,  serum  magnesium  was  1.2  mEq/liter,  and  the  pH  was  7.24  with  a Pco2  of  61 
torr.  Following  correction  of  acidosis  and  hypokalemia,  she  continued  to  have 
recurrent  ventricular  fibrillation  and  eventually  could  not  be  resuscitated. 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital.  Box  380, 
Nashville,  TN  37202. 
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Discussion 


This  series  of  electrocardiograms  illustrates  a 
common  pattern  in  patients  who  have  cardiac 
disease  and  dysrhythmias.  The  admission  elec- 
trocardiogram (Fig.  1)  shows  mild  sinus  tachy- 
cardia at  a rate  of  106/min.  There  is  intra-atrial 
conduction  delay  with  broad  P waves  in  II,  III, 
aVF  and  terminally  inverted  P waves  in  Vx.  Non- 
specific ST-T  wave  changes  are  present.  The  QT 
interval  (measured  in  lead  aVL)  is  0.32  seconds. 
The  QTC  is  0.43  seconds  (upper  normal  limit  of 
QTC  is  0.44  seconds).1  The  patient  was  given  di- 
uretics, potassium  supplementation,  and,  after 
premature  ventricular  contractions  were  noted, 
procainamide. 

The  repeat  electrocardiogram  (obtained  eight 
days  later)  shows  persistent  tachycardia.  There  is 
a nonspecific  repolarization  change  with  the  T 
vector  now  oriented  rightward  and  interiorly 
(upright  in  II,  III,  aVF  and  inverted  in  I and 
aVL).  There  is  increase  in  the  QT  interval  to  0.42 
seconds.  The  QTC  at  this  heart  rate  of  100/min  is 
0.54  seconds. 

The  Holter  scan  obtained  at  this  time  shows 


frequent  episodes  of  ventricular  ectopy.  There  are 
runs  of  wide  complex  tachycardia  (Fig.  3)  which 
have  the  same  morphology  as  premature  ventric- 
ular beats  and  represent  ventricular  tachycardia. 
Many  of  these  episodes  of  tachycardia  are  quite 
uniform  in  QRS  morphology  (Fig.  3).  On  the 
same  tracing  are  other  episodes  of  ventricular 
tachycardia  that  disclose  a typical  pattern  of 
“torsades  de  pointes”2  (Fig.  4). 

The  nomenclature  of  ventricular  tachycardia 
has  been  confusing.  Some  groups  reserve  the  la- 
bel “torsades  de  pointes”  for  only  those  patients 
who  have  QT  prolongation3  while  others  recog- 
nize the  typical  pattern  of  torsades  de  pointes  in 
patients  with  normal  QT  intervals.4  The  arrhyth- 
mia has  also  been  referred  to  as  “atypical  ven- 
tricular tachycardia,”5  “polymorphous  ventricu- 
lar tachycardia,”6  “paroxysmal  ventricular 
fibrillation,”7  and  “transient  ventricular  fibrilla- 
tion.”8 

As  observed  by  Smith  and  Gallagher,9  patients 
who  do  not  have  QTC  prolongation  may  on  oc- 
casion respond  to  administration  of  class  I an- 
tiarrhythmic  agents  (e.g.,  procainamide,  quini- 
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dine  or  disopyramide),  whereas  class  I agents 
appear  to  be  a precipitating  factor  in  a large 
number  of  patients — especially  in  the  presence  of 
QTC  prolongations.  Morphology  of  the  tachycar- 
dia may  vary — as  exemplified  by  these  electro- 
cardiograms (Figs.  3 and  4)  and  many  authors 
prefer  the  term  “delayed  repolarization  syn- 
drome” for  these  arrhythmias  when  QTC  prolon- 
gation is  present.1011  In  this  patient,  in  spite  of 
potassium  repletion,  discontinuation  of  the  type 
I antiarrhythmic  drugs,  and  atrial  pacing,  the 
dysrhythmias  ultimately  proved  fatal. 

QTC  prolongation  with  ventricular  ectopy 
should  suggest  correction  of  any  hypokalemia  or 
hypomagnesemia,  avoidance  of  type  I antiar- 
rhythmic drugs,  and  avoidance  of  bradycardia. 
Occasional  patients,  however,  may  have  a fatal 
outcome  regardless  of  correction  of  these  fac- 
tors. 


IMPRESSION : (1)  Torsades  de  pointes;  (2)  QTC 
prolongation  in  presence  of  hypokalemia,  hy- 
pomagnesemia, and  procainamide  therapv. 
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CAT  Scan  of  the  Month 


JAMES  H.  MONTGOMERY,  M.D.  and  STEPHEN  L.  GAMMILL,  M.D. 


An  18-year-old  white  man  with  a two-week  history  of  ma- 
laise, now  presents  himself  with  fever,  a normal  chest  roent- 
genogram, and  this  CAT  scan. 

Please  examine  Figs.  1 and  2 and  choose  the  best  diag- 
nosis: 

(1)  Metastatic  seminoma 

(2)  Systemic  candidiasis 

(3)  Adult  polycystic  disease 

(4)  Malaria 

(5)  Coumadin  toxicity. 

Discussion 

This  patient  had  been  treated  for  acute  mye- 
locytic leukemia  and  had  achieved  a complete  re- 
mission 18  months  previously.  Two  weeks  prior 
to  this  scan,  his  white  blood  cell  count  began  to 
rise  and  many  immature  forms  were  seen  on  his 
smear.  All  the  findings  are  compatible  with  re- 
crudescent  acute  leukemia  complicated  by  can- 
didiasis. The  patient  died  a few  days  after  the 
CAT  scan  with  overwhelming  fungemia  and  sep- 
tic shock. 

Candida  is  the  most  common  opportunistic 
mycosis  in  the  world.1  Predisposing  factors  facil- 
itating this  systemic  infection  include  the  admin- 
istration of  steroids,  chemotherapeutic  agents, 
total  parenteral  nutrition,  broad  spectrum  anti- 
biotics, neutropenia,  impaired  cellular  immunity, 
and  mucosal  colonization.23  The  organism  may 
be  transmitted  from  person  to  person  (e.g.,  from 
mother  to  fetus  during  delivery,  between  sexual 
partners,  by  the  hands  of  medical  personnel  to 
patients,  and  through  intravenous  solutions).1 

Although  the  organism  may  invade  any  organ, 
the  most  frequent  sites  of  dissemination  are  bone 
or  soft  tissue,  the  eye,  the  kidney,  and  skin.  En- 
dophthalmitis may  be  seen  as  raised  white  patch- 
es on  the  retina,  usually  in  the  macular  area. 
Candida  directly  invades  renal  tubules,  first  sur- 
viving in  the  urine  then  causing  widespread  ab- 
scesses and  papillary  necrosis  that  may  obstruct 
the  ureter  by  either  sloughing  papillae  or  form- 
ing a fungus  ball.  This  progresses  to  renal  insuf- 
ficiency, pain,  and  dysuria  (personal  communi- 
cation from  S.  Ekkelkamp,  M.D.).  A critical 
question  to  be  answered  is  whether  Candida  dis- 

From  the  Department  of  Radiology,  Baptist  Memorial  Hospital, 
899  Madison  Ave.,  Memphis,  TN  38146. 

404 


Figure  1.  Multiple  lucent  filling  defects  may  be  seen  in  the  liver  and 
spleen. 


Figure  2.  A cut  4 cm  caudal  to  Figure  1 shows  multiple  lucent  filling 
defects  in  the  kidneys  (K).  (A  = aorta,  K = kidney,  L = liver,  R = right, 
S = spine) 


covered  in  urine  represents  a benign  infection  re- 
sulting from  prolonged  catheterization,  or  inva- 
sive pyelonephritis  with  or  without  abscess. 

Diagnosis  of  superficial  infections  may  be  made 
by  wet  potassium  hydroxide  preparation,  Gram 
stain,  or  culture.  The  most  reliable  evidence  of 
systemic  candidiasis,  however,  is  the  demonstra- 
tion of  the  organism  invading  tissue  in  a histolog- 
ic specimen.  Positive  blood  cultures  or  cultures 
from  catheter  tips  do  not  necessarily  establish  the 
diagnosis  of  systemic  candidiasis.  Fungemia  may 

(Continued  on  page  408) 
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The  Role  of  Patient  Assessment  in  Placement, 
Level  of  Care  Determination,  and 
Discharge  Planning 

CARL  E.  ADAMS,  M.D.,  and  JUDY  W.  POWELL,  R.N.,  M.A. 


Especially  in  long-term  care,  it  is  important  to 
care  for  the  patient  in  the  most  appropriate  set- 
ting with  the  correct  type  and  amount  of  staffing 
and  services,  as  well  as  to  continually  keep  the 
individual  at  the  highest  level  of  self-care  and  in- 
dependent functioning.  For  these  reasons,  place- 
ment, level  of  care  determinations,  and  dis- 
charge planning  require  continual  vigilance.  Also, 
appropriate  placement  and  correct  level  of  care 
determinations  will  assist  in  overall  cost  contain- 
ment and  improved  care  with  better  patient  out- 
come. Proper  discharge  planning  will  assure  that 
satisfactory  provisions  are  made  for  continuity  of 
care  following  discharge  and  will  keep  unneces- 
sary care  to  a minimum. 

Placement 

Prior  to  1975,  alternatives  to  nursing  home  care 
were  few  and  could  be  identified  only  in  the  oc- 
casional community.  Since  then  there  has  been  a 
progressive  increase  in  available  options  to  nurs- 
ing home  care,  and  increasing  use  is  being  made 
of  these  alternatives. 

In  1975  criteria  and  guidelines  for  placement 
were  established,  describing  as  available  options 
home,  home  with  assistance,  supervised  board- 
ing home  or  day  care  (or  home  with  regular  as- 
sistance), intermediate  care  facility  (ICF)  low 
level,  ICF  high  level  (with  more  than  usual  staff), 
skilled  nursing  facility  (SNF),  chronic  hospital/ 
high  level  SNF,  and  acute  general  hospital/psy- 
chiatric hospital.  These  were  used  extensively  in 
Rochester,  N.Y.,  and  in  other  areas  of  the  United 


From  the  TMA  Long-Term  Health  Care  Committee.  Dr.  Carl  E. 
Adams,  chairman.  Mrs.  Powell  is  patient  care  coordinator  and  direc- 
tor of  the  Patient  Assessment  Program  for  National  Health  Corpora- 
tion, Murfreesboro,  Tenn. 


States,  and  have  been  found  to  be  reliable  and 
effective  in  practice.  A summary  of  the  place- 
ment criteria  and  guidelines  is  found  in  the  Ap- 
pendix. 

The  items  needed  for  decision  making  in 
placement  are  readily  available  from  a functional 
patient  assessment  that  includes  patient  status 
(stable,  unstable,  deteriorating,  critical,  etc.), 
functioning  status  as  to  ambulation,  activities  of 
daily  living  (ADL),  bladder  and  bowel,  mental 
and  behavioral  levels  and  discharge  potential  with 
availability  of  social  support  systems,  physician 
services,  special  care,  rehabilitative  services,  and 
other  special  services,  such  as  licensed  nursing. 

Depending  on  existing  circumstances  in  sev- 
eral of  the  placement  designations,  more  than  one 
option  is  listed.  Usually  the  choice  will  depend 
on  the  availability  of  resources.  It  should  be  kept 
in  mind  that  nearly  any  patient  can  be  taken  care 
of  at  home  if  there  are  enough  resources,  includ- 
ing physical  facilities,  equipment,  time,  money, 
people  and  desire. 

Home  health  and  homemaker  (aid)  services 
offer  beneficial  support  when  needed  and  have 
been  much  more  available  in  the  past  five  to  eight 
years  than  before. 

Level  of  Care  Determinations 

Although  not  originally  designed  as  such,  the 
changing  interpretations  of  the  criteria  for  Med- 
icare approval  for  skilled  care  has  become  an  ef- 
fective cost  control  mechanism.  In  some  states, 
including  Tennessee,  Medicaid  skilled  care  has 
been  in  large  part  piggybacked  on  the  Medicare 
program. 

Skilled  Care\  The  criteria  for  skilled  care  as 
published  in  the  Federal  Register  in  September, 
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TABLE  1 

CONDITIONS  AND  SERVICES  REQUIRING  NURSING  STAFF  TIME, 
WITH  AMOUNT  AND  TYPE  OF  TIME  REQUIRED 


Total 

Service  Minutes 

Dispense  Meds  and  Chart*  30 

Skilled  Observation  and  Assessment  and/or  Vital 
Signs  Evaluation*  15 

Bathing,  Assist  and/or  Grooming,  Assist  18 

Bathing,  Total  20 

Dressing,  Assist  or  Total  30 

Walk/Wheel,  Assist  or  Total  32 

Eating/Feed,  Assist  20 

Eating/Feed,  Total  45 

Tube  Feeding*  90 

Catheter,  Indwelling  20 

Incontinence  48 

Bowel  Incontinence  with  Catheter  18 

Bladder  Training*  50 

Bowel  Training*  18 

Turn/Position  36 

Special  Skin  Care  10 

Special  Nursing  Treatment*  each  1 0+ 

Restorative  Nursing  (Range  of  Motion,  Meal 
Training,  ADL  Training,  Heat  Treatment, 

Ambulation)*  30 


* Licensed  Time. 

t At  this  point,  add  10%  if  special  attention  is  required  (disoriented,  inappropriate 
behavior,  threatening,  contracted  or  obese). 


1975,  includes  overall  management  and  evalua- 
tion of  care  plan,  observation  and  assessment  of 
the  patient’s  changing  condition,  skilled  behavior 
observation  (when  patient  is  in  a special  unit  for 
mental  conditions),  patient  education  services,  IV, 
tube  feeding,  multiple  injections  (except  vita- 
mins, iron,  insulin  and  B12  unless  diagnosis  of 
pernicious  anemia),  suctioning,  special  catheter 
care,  special  ostomy  care,  sterile  dressings,  de- 
cubitus care,  tracheostomy  care,  oxygen  therapy, 
drug  regulation,  isolation,  vital  signs,  physical 
therapy,  occupational  therapy,  speech  therapy, 
and  rehabilitative  nursing. 

Personal  care  and  maintenance  services  do  not 
qualify  for  skilled  care. 

A reliable  algorithm  for  determining  skilled 
care  is  a need  for: 

• Three  hours  (180  minutes)  or  more  of  total 
nursing  time  per  24  hours. 

• Any  one  of  the  specific  skilled  services  list- 
ed above. 

• Fifty  minutes  or  more  of  licensed  nursing 
time  per  24  hours. 

• Unstable,  deteriorating,  critical,  or  terminal 
medical  status  requiring  23/4  hours  (165  min- 
utes) or  more  of  nursing  time  per  24  hours. 


In  long-term  institutional  care  a major  com- 
ponent is  the  type  and  amount  of  personnel 
needed  to  give  proper  care.  Since  those  giving 
the  patient  care  represent  about  60%  of  the  cost 
of  operation  of  the  facility,  it  is  important  that  it 
be  monitored  and  adjustments  be  made  in  a 
timely  manner.  Also,  the  third  party  payors  are 
concerned  that  the  costs  be  appropriate  in  rela- 
tion to  the  charges. 

Through  studies  and  monitoring,  those  condi- 
tions and  services  requiring  nursing  staff  time,  and 
the  amount  and  type  of  time  (licensed  or  unli- 
censed) needed,  has  been  determined  (Table  1). 

The  patient  conditions,  the  specific  skilled 
services,  and  the  items  for  time  measurements 
with  licensed  and  unlicensed  type  of  care  can  all 
be  obtained  from  the  information  supplied  by 
completion  of  a functional  patient  assessment  that 
includes  the  items  mentioned  for  placement. 

Intermediate  Care : This  is  a level  of  patient  care 
that  does  not  qualify  for  skilled  care  and  is  more 
than  that  specified  for  personal  care.  An  absence 
of  adequate  support  systems  might  qualify  for  in- 
termediate care  an  individual  who  otherwise 
would  not  be  eligible. 

Personal  Care  ( Home  for  the  Aged):  These 
persons  should  be  able  to  ambulate  (walk  or 
wheel)  to  the  dining  room  (many  homes  for  the 
aged  do  not  accept  wheelchair  confined  individ- 
uals), should  be  capable  of  self-care  with  mini- 
mal assistance,  should  have  four  or  fewer  prob- 
lems requiring  assistance  only  (no  major 
problems),  and  should  require  no  more  than  IVi 
hours  of  nursing  care  per  24  hours. 

Discharge:  A candidate  for  discharge  should 
have  two  or  fewer  problems  (excluding  all  pa- 
tients with  a mental  or  mental  retarded  diagno- 
sis), and  have  available  indicated  support  sys- 
tems. r s 

APPENDIX 

CRITERIA  AND  GUIDELINES  FOR  PLACEMENT 

Home  Alone — Medically  stable,  mentally  alert;  self-care. 

Home  With  Assistance  or  Semi-Independent  Apartment — 

Medically  stable,  ambulatory,  minimal  assistance  with  per- 
sonal care,  household  duties,  shopping,  and  finances. 

Supervised  Boarding  Home  (Home  for  the  Aged),  Day  Care 
or  Home  With  Regular  Daily  Assistance — Medically  stable, 
ambulatory,  assistance  with  ADL,  minimally  confused,  needs 
some  supervision  but  can  manage  own  medications;  may  need 

(Continued  on  page  408) 
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Loss  Prevention  Case  of  the  Month 


Legal  Traps  in  Breast  Disease 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

During  routine  self  breast  examination,  26- 
year-old  Mrs.  Gray  (divorced  with  two  small 
children)  noticed  a lump.  After  some  procrastin- 
ation, she  made  an  appointment  to  see  her  ob- 
stetrician/gynecologist, Dr.  Black.  During  this 
examination  on  Jan.  10,  1983,  a 2-cm  nodule  was 
found  at  the  3 o’clock  position.  He  also  noticed 
some  “cystic  mastitis”  areas  around  the  nodule. 
Mrs.  Gray  was  sent  for  a mammogram  which  was 
performed  the  next  morning.  When  the  written 
report  returned  indicating  fibrocystic  disease  of 
the  breast,  Dr.  Black  phoned  her  informing  her 
the  mammogram  was  negative  for  cancer,  she  had 
a diffuse  disease  in  the  breast  which  might  be 
caused  by  prolonged  breast  feeding,  and  to  re- 
turn after  her  next  period  for  a recheck  of  the 
breast  mass  (the  phone  call  was  documented,  but 
the  instructions  to  return  were  not  included; 
Mrs.  Gray  later  denied  having  received  the  in- 
structions to  return  for  recheck).  Mrs.  Gray  did 
not  return. 

During  the  next  several  months,  Mrs.  Gray 
noticed  the  mass  continued  to  increase  in  size, 
but  did  not  immediately  return  to  the  doctor  due 
to  her  poor  financial  situation.  Her  family  finally 
convinced  her  to  seek  a second  opinion.  She 
scheduled  an  appointment  with  another  gynecol- 
ogist, Dr.  White,  who  saw  her  within  two  weeks. 
By  this  time,  it  had  been  six  months  since  the 
first  examination.  Dr.  White  saw  her  July  14,  1983 
with  complaints  of  a breast  mass  present  for  six 
months  and  that  had  been  steadily  increasing  in 
size.  His  examination  showed  a solitary  mass  now 
4 cm  x 2 cm  at  3 o’clock  position.  On  palpa- 
tion, the  mass  was  believed  to  be  cystic,  tender, 
mobile  and  unattached  to  surrounding  tissue. 
There  were  several  0.5-cm  nodules  also  noted  in 
the  same  area.  Dr.  White  obtained  a phone  re- 


Dr.  Avery  is  the  medical  director  of  State  Volunteer  Mutual  In- 
surance Company. 


port  of  the  January  mammogram,  and  based  on 
his  examination  and  the  report,  diagnosed  fibro- 
cystic disease  and  recommended  she  decrease  her 
caffeine  intake  by  excluding  coffee,  tea,  choco- 
late, and  colas  to  see  if  the  size  of  the  mass  de- 
creased. If  the  mass  did  not  decrease  she  would 
need  a breast  biopsy. 

One  month  later,  Aug.  16,  1983,  Mrs.  Gray 
returned  to  Dr.  White  with  complaints  of  heavy 
and  painful  periods.  No  breast  examination  was 
conducted  on  this  visit.  Dr.  White  did  ask  if  she 
had  decreased  her  caffeine  intake  which  she  in- 
dicated she  had  been  unable  to  do.  She  was  then 
instructed  to  return  after  her  next  period  for  re- 
check of  the  breast.  This  instruction  was  docu- 
mented in  the  record  and  Mrs.  Gray  later  denied 
the  instruction. 

Two  weeks  later,  Mrs.  Gray  became  alarmed 
at  the  steady  increase  in  size  of  the  mass  and  de- 
cided to  see  a surgeon  for  biopsy.  The  biopsy 
proved  the  lesion  to  be  an  infiltrating  intraductal 
carcinoma.  A radical  mastectomy  was  performed 
and  all  18  lymph  nodes  were  positive  for  metas- 
tasis. The  cancer  spread  to  her  spine  despite  ag- 
gressive chemotherapy,  and  she  ultimately  died 
of  the  disease. 

Loss  Prevention  Comments 

Dr.  Black’s  phone  call  to  Mrs.  Gray  following 
the  mammogram  showing  “cystic  mastitis,” 
should  have  been  documented  in  his  record  along 
with  his  instructions  to  return  for  follow-up  ex- 
amination after  her  next  menstrual  period.  Had 
specific  instructions  to  return  been  documented, 
in  all  probability  Dr.  Black  could  not  have  been 
successfully  charged  with  negligence. 

Some  six  months  later,  Dr.  White  saw 
Mrs.  Gray  and  was  given  a history  of  a mass  in 
the  breast  said  to  be  increasing  in  size.  Dr.  White 
obtained  a report  of  the  January  mammogram 
and  elected  to  advise  the  patient  on  a dietary 
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management  for  fibrocystic  disease.  With  an  en- 
larging mass  in  the  breast  of  six  months’  dura- 
tion, Dr.  White’s  appropriate  management  would 
have  been  to  refer  the  patient  to  the  surgeon  for 
his  opinion  and  his  surgical  intervention  if  the 
surgeon  felt  that  appropriate.  This  assumes,  of 
course,  that  Dr.  White  does  not  do  breast  sur- 
gery. Although  the  exclusion  of  caffeine  from  the 
diet  for  a period  of  one  month  might  possibly  be 
defended  even  in  the  case  of  an  enlarging  breast 
mass,  again  there  was  no  documentation  in  the 
record  proving  that  the  patient  was  definitely  in- 
structed to  return  in  one  month  for  reevaluation. 

When  a physician  who  does  not  do  breast  sur- 


CAT  Scan  of  the  Month  . . . 

( Continued  from  page  404) 

clear  spontaneously  with  the  removal  of  the  in- 
travascular focus  of  infection.1.  Skin  testing  is  not 
helpful  in  diagnosing  candidiasis  because  a posi- 
tive skin  test  is  seen  in  nearly  all  normal  people. 
Rising  titers  of  Candida  antibodies  are  usually 
compatible  with  dissemination.1. 

Therapy  should  be  with  intravenous  ampho- 
tericin B after  potential  sources  of  infection  (e.g., 
catheters)  are  removed.  Dosage  is  highly  varia- 
ble ranging  from  a total  dose  of  4 mg/kg  to  20  mg/ 
kg,  given  in  daily  doses.1'5 


Patient  Assessment . . . 

( Continued  from  page  406) 

limited  rehabilitation  services.  (Limited  supervised  boarding 
home  availability  in  Tennessee.) 

ICF-Low  Level  or  Home  With  Help  and  Supervision — 
Medically  stable,  ambulatory  within  dwelling,  help  with  ADL; 
not  more  than  minimally  confused;  needs  part-time  supervi- 
sion, help  with  medications;  needs  rehabilitation  services, 
nursing  plan,  social  plan,  or  therapeutic  diet. 

ICF-High  Level  (With  More  Than  Usual  Staff)  or  Home 
With  24-Hour  Help — Medically  stable  or  with  predictable 
changes;  needs  help  with  ambulation  and  ADL;  frequently 
incontinent,  not  more  than  moderately  confused;  needs  reg- 
ular physician  visits,  nursing  plan,  social  plan.  (Low-level  and 
high-level  are  variations  of  use  in  some  states,  and  have  dif- 
ferent designations  in  different  areas.) 
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gery  finds  a mass  in  the  breast  of  a patient  and 
elects  to  order  a mammogram,  he  should  proba- 
bly also  elect  to  involve  in  the  care  of  a patient, 
a surgeon  who  could  be  responsible  for  definitive 
surgical  treatment  if  that  became  necessary. 

The  mammogram  is  an  excellent  test,  but  it 
does  have  definite  limitations.  These  limitations 
should  be  communicated  to  the  patient,  who 
should  not  be  told  she  definitely  does  not  have 
cancer,  based  solely  on  a mammogram.  The 
scenario  above  is  all  too  frequent.  Even  when  the 
mammogram  does  not  show  any  evidence  of  ma- 
lignant disease,  an  enlarging  mass  in  the  breast 
deserves  biopsy.  r P 


ANSWER:  Disseminated  (systemic)  candidiasis. 
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SNF  or  Home  with  24-Hour  Help — Medically  stable  or  with 
predictable  changes;  needs  administration  of  medicines  with 
skilled  observation  of  their  effects  or  total  assistance  with 
ADL;  confused,  requiring  24-hour  supervision,  or  always  in- 
continent or  needs  daily  rehabilitation,  regular  and  extra 
physician  visits,  nursing  supervision  24-hour  basis,  social  plan. 

High  Level  SNF  or  Chronic  Hospital  (In  areas  where  uti- 
lized, may  be  included  in  SNF) — Medically  unstable,  or  needs 
extensive  rehabilitation  or  requires  specialized  care,  physi- 
cian available,  nursing  24-hour  care  and  supervision,  social 
plan. 

Acute  General  Hospital/Psychiatric  Hospital — Acutely  ill 
or  disabled,  or  able  to  benefit  from  diagnostic  or  therapeutic 
services  beyond  those  possible  on  ambulatory  basis  (includes 
mental  or  behavioral),  full  physician  and  hospital  services. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Health  and  Environment  Report 


Tennessee’s  Healthy  Children  Initiative 

FREDIA  S.  WADLEY,  M.D. 


Many  physicians  across  the  state  have  been 
actively  involved  in  Governor  Lamar  Alex- 
ander’s four-year  Healthy  Children  Initiative. 
Some  are  members  of  the  statewide  Healthy 
Children  Task  Force  chaired  by  Honey  Alex- 
ander, while  others  are  serving  on  one  of  the  Task 
Force’s  subcommittees,  on  a local  Healthy  Chil- 
dren Advisory  Committee,  or  as  a pediatric  con- 
sultant to  one  of  the  ten  regions  of  the  state. 

In  this  era  of  rapid  technological  advances  we 
often  have  difficulty  believing  that  preventable 
health  problems  exist  for  a significant  number  of 
our  children;  however,  indicators  are  available 
which  suggest  that  improvements  are  needed  in 
many  areas: 

• Almost  13%  of  the  babies  born  in  1982 
weighed  5.5  lb  or  less. 

• Over  900  infants  die  each  year  before  their 
first  birthday. 

• 83%  of  the  deaths  of  children  under  6 years 
of  age  occur  during  the  first  year  of  life.  Many  of 
these  deaths  are  preventable  with  good  prenatal 
care. 

• 27.5%  of  pregnant  women  do  not  receive 
prenatal  care  during  the  first  trimester. 

• 35%  of  the  deaths  of  children  between  1 and 
5 years  of  age  are  caused  by  car  accidents,  poi- 
sonings, or  drownings. 

• Almost  one-half  of  Tennessee’s  24  month 
olds  are  not  properly  immunized. 

• An  estimated  30%  of  children  do  not  have 
an  established  provider  for  medical  care. 

The  major  thrust  of  this  initiative  is  preven- 
tion. We  are  striving  not  only  for  primary  pre- 
vention but  also  for  early  identification  and  ap- 
propriate intervention  for  existing  health 
problems  to  minimize  complications.  Our  strate- 
gy for  prevention  will  be  to  establish,  strengthen, 
and  reinforce  networks  of  public  and  private  re- 
sources across  the  state.  The  Department  of 
Health  and  Environment  has  been  designated  the 
lead  agency,  but  this  is  an  interdepartmental  ini- 
tiative as  well  as  a joint  public  and  private  health 

From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville.  Dr.  Wadley  is  the  Department’s  chief  medical  officer. 


care  improvement  endeavor. 

Although  there  are  over  20  objectives  for  the 
Healthy  Children  Initiative  relating  to  personal 
health  care,  lifestyle  and  behavior,  social  issues, 
and  environmental  problems,  this  year  we  have 
concentrated  on  improving  our  prenatal  pro- 
gram; next  year  (1984-85)  will  be  devoted  to  es- 
tablishing “medical  homes”  for  children  and  pro- 
viding infant  follow-up  services  to  certain  groups 
of  infants  who  are  at  high  risk  for  health  prob- 
lems. The  regional  pediatric  consultants  are 
working  with  the  health  departments  to  identify 
private  physicians  in  the  area  who  are  interested 
in  accepting  additional  children  into  their  prac- 
tices. Some  physicians  prefer  to  provide  both  to- 
tal health  care  and  supervision  in  their  offices, 
whereas  others  are  electing  to  provide  only  acute 
medical  care,  with  the  health  department  provid- 
ing the  routine  preventive  services.  Since  the 
success  of  the  initiative  requires  that  the  Depart- 
ment be  committed  to  working  with  private  phy- 
sicians in  an  effort  to  supplement  and  not  dupli- 
cate services,  these  two  approaches,  as  well  as 
other  variations,  are  being  jointly  adopted  across 
the  state.  We  are  anxious  to  get  all  children  into 
a system  of  health  care. 

Hays  Mitchell,  M.D.,  of  Cleveland,  chairman 
of  the  Medical  Home  Subcommittee  of  the 
Healthy  Children  Task  Force,  and  Luthur 
Beazley,  M.D.,  of  Nashville,  chairman  of  the 
Tennessee  Chapter  of  the  American  Academy  of 
Pediatrics,  have  devoted  a great  deal  of  energy 
to  the  medical  home  component  of  the  initiative. 

You  will  be  hearing  more  about  the  Healthy 
Children  Initiative  over  the  next  few  years,  and 
I feel  sure  you  will  like  what  you  hear  about  in- 
fant follow-up,  genetic  services,  school  health 
endeavors,  and  accident  prevention.  The  Healthy 
Children  Initiative  has  brought  the  public  and 
private  health  providers  together  to  provide  a 
health  care  environment  that  will  allow  more 
Tennessee  children  to  grow  up  to  become  healthy, 
happy,  productive  adults.  “Children  are  our  most 
precious  resource — don’t  take  their  health  for 
granted.”  r s* 
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AMA  1983  Interim  Meeting  Report 


World  Medical  Association 


General  Background 

The  AM  A,  a founding  member  of  the  World  Med- 
ical Association  in  1947,  resigned  from  the  organiza- 
tion in  1974.  Renewal  of  AMA  membership  in  1979 
was  accomplished  when  WMA  accepted  four  basic 
principles  established  by  the  AMA  Board  of  Trustees. 

The  AMA  continues  to  provide  leadership  to  the 
Association  in  cooperation  with  other  national  medical 
associations.  These  member  associations  are  joined  to- 
gether to  work  for  the  implementation  of  this  purpose: 
To  achieve  the  highest  international  standards  in 
medical  education,  medical  science,  medical  art, 
medical  ethics  and  health  care  for  all  people  of 
the  world. 

To  qualify  for  membership,  national  medical  asso- 
ciations must  be  nongovernmental  associations  of  phy- 
sicians. The  WMA  is  a private,  professional  organiza- 
tion that  provides  a democratic  forum  for  the  discussion 
and  solution  of  international  health  problems,  and  from 
its.  deliberations  have  come  world-renowned  declara- 
tions to  guide  physicians  and  the  public  in  matters  of 
medical  ethics.  Further,  the  WMA  gives  members  the 
opportunity  to  study  alternative  models  of  health  care 
systems.  By  studying  the  pros  and  cons  of  various  sys- 
tems, member  associations  may  be  able  to  avoid  the 
pitfalls  and  emulate  the  successes  of  others. 

The  AMA  has  received  accolades  from  American 
ambassadors  with  whom  delegations  have  met  while 
attending  WMA  meetings.  Each  ambassador  has  con- 
firmed the  importance  of  the  AMA’s  role  in  support- 
ing efforts  to  provide  quality  health  care  for  all  people 
in  the  world.  In  addition,  the  ambassadors  have  un- 
derscored the  contribution  the  AMA  is  making  to 
building  better  international  understanding  by  sharing 
the  expertise  of  the  American  physician  with  other 
countries. 

WMA  Organizational  Structure 

The  WMA  structure  provides  for  a Council  whose 
members  are  selected  on  the  basis  of  both  proportion- 
al and  regional  representation.  The  Council  is  compa- 
rable to  a board  of  trustees.  The  World  Medical  As- 
sembly, which  is  comparable  to  a house  of  delegates, 
was  meeting  bienially  but  will  meet  annually  beginning 
in  1984. 

Of  the  present  12  Council  seats,  the  AMA  holds 
four.  The  following  physicians  serve  from  the  AMA: 
Joseph  F.  Boyle,  M.D.;  John  J.  Coury,  Jr.,  M.D.;  Wil- 
liam Y.  Rial,  M.D. ; and  James  H.  Sammons,  M.D. 

In  addition,  Dr.  Rial  serves  as  the  chairman  of  the 
Medical  Ethics  Committee  and  Dr.  Sammons  heads  the 
Finance  and  Planning  Committee.  These  four  Council 


This  is  AMA  Board  of  Trustees  Report  Y,  submitted  to  the  House 
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members,  along  with  Frank  J.  Jirka,  Jr.,  M.D.,  and 
William  S.  Hotchkiss,  M.D.,  served  as  delegates  to  the 
October  1983  World  Medical  Assembly  held  in  Ven- 
ice. The  Italian  Medical  Association  host  committee, 
in  cooperation  with  the  WMA,  organized  the  Scientif- 
ic Session  on  “The  Physician  and  Medical  Ethics.”  Dr. 
Rial  and  Dr.  Boyle  participated  in  the  program,  and 
Dr.  Jirka  addressed  the  Joint  Meeting  of  Medical  Ed- 
itors and  National  Secretaries/Officials. 

The  WMA  delegates  were  privileged  to  have  an  au- 
dience with  the  Pope.  The  AMA  delegation  attended, 
with  Dr.  Jirka  as  the  official  AMA  representative. 

WMA  Activities 

Medical  Ethics 

The  WMA  has  been  the  voice  of  physicians  world- 
wide in  the  shaping  of  international  codes  of  medical 
ethics.  Medical  ethics  will  continue  to  command  its  at- 
tention as  change  generates  new  issues  and  creates  the 
need  to  modify  existing  declarations  and  codes.  These 
declarations  and  codes  have  been  widely  promulgated 
and  serve  as  guidelines  for  national  medical  associa- 
tions and  governments  throughout  the  world. 

The  international  community  has  long  recognized 
the  preeminence  of  the  WMA  in  the  field  of  medical 
ethics.  For  example:  In  December  1982,  the  United 
Nations  adopted  the  UN  Principles  of  Medical  Ethics. 
The  principles  are  based  on  the  WMA  Declaration  of 
Tokyo  (guidelines  for  medical  doctors  concerning  tor- 
ture and  other  cruel,  inhuman  or  degrading  treatment 
or  punishment  in  relation  to  detention  and  imprison- 
ment). 

The  AMA  took  the  lead  within  the  WMA  to  de- 
velop a strategy  to  secure  adoption  of  the  final  UN 
draft  document  which  most  closely  adhered  to  the 
principles  embodied  in  the  WMA  Declaration  of  To- 
kyo. WMA  national  medical  associations  were  re- 
quested to  contact  leaders  in  the  Departments  of 
Health  and  Foreign  Affairs  of  their  countries.  The  de- 
partment leaders  were  asked  to  see  that  their  country’s 
delegates  to  the  UN  supported  that  draft.  The  AMA 
served  as  the  WMA’s  nongovernmental  organization 
representative  at  the  UN,  and  in  that  capacity  worked 
to  achieve  the  successful  adoption  of  the  document  in 
the  waning  days  of  the  1982  UN  General  Assembly. 

The  AMA  is  a key  force  within  the  WMA  to  im- 
plement necessary  revisions  in  the  WMA's  policy 
statements  and  to  create  a process  for  systematic  re- 
view of  existing  documents  and  the  development  of 
new  declarations. 

The  WMA  Council  considered  a number  of  docu- 
ments at  its  May  1983  meeting.  After  discussions  and 
some  modification,  the  declarations  were  approved  by 
the  Council  with  a recommendation  for  adoption  by 
the  35th  World  Medical  Assembly  in  October  1983.  At 
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this  Assembly,  the  delegates  adopted  two  new  docu- 
ments on  the  subject  of  boxing  and  terminal  illness, 
and  revised  existing  major  declarations  were  adopted 
as  amended  or  referred  back  to  the  Medical  Ethics 
Committee: 

Declaration  of  Sydney  (Determination  of  Death)  Adopted 


Twelve  Principles  of  Provision  of  Health  Care  Adopted 
Declaration  of  Sao  Paulo  (Pollution)  Referred 

Resolution  on  Computers  in  Medicine  Adopted 

Declaration  of  Helsinki  (Biomedical  Research 
Involving  Human  Subjects)  Adopted 

Family  Planning  Adopted 

Regulations  in  Time  of  Armed  Conflict  Adopted 

Medical  Care  in  Rural  Areas  Adopted 

Declaration  of  Oslo  (Therapeutic  Abortion)  Adopted 

International  Code  of  Medical  Ethics  Adopted 

Use  and  Abuse  of  Psychotropic  Drugs  Adopted 


The  AMA  has  introduced  a proposed  Declaration 
on  Child  Abuse  to  the  Medical  Ethics  Committee,  and 
this  document  will  be  considered  at  the  spring  1984 
meeting  of  WMA. 

CME  Program 

In  October  1982,  the  WMA  Medical  Education 
Committee  cooperated  with  the  Hawaiian  Medical  As- 
sociation (HMA)  in  cosponsoring  the  continuing  med- 
ical education  program  at  the  HMA  126th  Annual 
Meeting  in  Honolulu.  In  addition  to  a full-scale  CME 
program,  special  WMA  programs  were  (1)  Evaluation 
of  Methods  of  Continuing  Medical  Education.  (2)  Two 
discussion  sessions  on  the  subject  of  “Evaluation  of 
Methods  of  Continuing  Medical  Education.”  (3)  “Cur- 
rent Concepts  in  Leprosy.”  (4)  WMA/HMA  panel  on 
“Health  Care  Manpower”  in  Australia,  India  and  Bra- 
zil. (5)  Grand  Rounds  in  hospitals  in  Honolulu. 

International  Health  Program 

At  its  February  1983  meeting,  the  AMA  Board  of 
Trustees  directed  the  AMA  delegation  to  recommend 
to  the  WMA  that  it  develop  and  implement  an  inter- 
national health  program  to  be  entitled  “Declaration 
for  Infant  Health.”  The  objective  of  the  program  is  to 
urge  countries  to  establish  standard  goals  to  help  in- 
fants achieve  good  health.  It  was  developed  in  consul- 
tation with  the  Centers  for  Disease  Control. 

The  AMA  delegation  presented  the  program  to  the 
WMA  Council  at  its  May  meeting.  It  was  approved 
subject  to  financing,  either  from  WMA  resources  and / 
or  from  foundations  and  international  bodies  interest- 
ed in  maternal  and  child  health. 

Health  Promotion  and  Disease  Prevention  Program 

The  WMA  Council  has  approved  a program,  Health 
Promotion  and  the  Prevention  of  Disease,  submitted 
by  the  AMA.  Under  the  program,  the  WMA  is  sur- 
veying member  associations  on  their  health  promotion 
and  disease  prevention  programs,  based  on  the  15 
priority  criteria  established  by  the  U.S.  surgeon  gen- 
eral. 

Upon  completion  of  the  survey,  a report  will  be 
prepared  for  use  by  WMA  member  associations  and 
other  relevant  organizations.  In  its  proposal,  the  AMA 
recommended  the  WMA  member  associations  utilize 
the  15  priority  criteria  to  establish  their  own  goals  in 
their  countries.  B B 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 

Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
1407  Union  Avenue,  Suite  407 
Memphis,  TN  38104 
(901)  521-2855 
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Our  Image 


Thomas  K.  Ballard 


Our  image  as  physicians  has  become  somewhat  tarnished  within  the  last 
few  decades.  Popularity  polls  show  a decline  from  our  number  one  position, 
which  we  held  for  a long  period  of  time.  I have  been  concerned  about  the 
image  that  we  project  as  physicians,  both  in  our  practice  and  in  our  com- 
munity life.  We  have  only  ourselves  to  blame  for  this  predicament. 

On  the  cover  of  the  Saturday  Evening  Post  in  the  1930s,  artist  Norman 
Rockwell  portrayed  a kindly  physician  sitting  in  a living  room  taking  the 
pulse  of  a doll  being  held  by  a beautiful  child  approximately  six  years  of 
age.  The  older  physician  is  portrayed  with  a scarf  around  his  neck  and  rub- 
ber overshoes  on  his  feet.  However,  before  examining  the  child  he  is  exam- 
ining the  doll  who  has  a handkerchief  tied  around  her  chin.  In  taking  the 
time  to  examine  the  doll  before  the  child  he  shows  concern  for  the  doll  and 
therefore  gains  a rapport  with  his  patient.  This  picture  was  given  to  me  some 
20  years  ago  and  hangs  in  my  office.  Of  all  the  pictures  scattered  throughout 
my  office,  this  one  draws  the  most  comment  from  my  patients.  They  seem 
pleased  when  they  look  at  the  picture,  and  hardly  a day  goes  by  that  some- 
one doesn’t  comment  about  it  to  me. 

I think  that  we  need  to  reflect  on  what  this  picture  portrays  to  the  patient. 
To  me  it  portrays  three  things:  caring,  concern,  and  communication. 

In  our  everyday  life  and  busy  practice  we  must  show  that  we  do  care  for  our  patients,  for  their  well- 
being, and  for  the  problems  which  they  present  to  us  in  many  different  ways.  In  portraying  an  attitude 
of  caring  we  will  find  that  we  can  make  inroads  into  our  patients'  medical  problems,  and  will  be  able 
to  better  deal  with  their  emotional  and  their  physical  ailments. 

By  showing  our  concern  we  will  be  able  to  establish  rapport  with  our  patients  that  is  most  important 
in  these  days  and  times.  However,  there  are  pitfalls  in  showing  concern.  We  can  be  overly  concerned 
and  thereby  instill  into  our  patients  a sense  of  despair  and  they  will  respond  to  that  concern. 

Communication  even  between  physicians  is  a distinct  problem.  The  lack  of  communication  among 
physicians,  their  patients,  and  the  patients’  families  is  one  of  the  most  serious  weaknesses  that  I find 
in  the  practice  of  medicine.  Taking  time  to  communicate  with  our  patients  the  nature  of  their  illness, 
the  nature  of  their  treatment,  and  the  hopeful  outcome  of  their  treatment  is  certainly  time-consuming. 
We  all  are  busy;  however,  it  is  most  important  that  the  time  be  taken  with  all  patients  to  properly 
communicate  with  them,  and  instill  the  desire  to  recover  from  their  illnesses.  Communication  with 
patients  in  regard  to  their  personal  health  problems  is  most  important,  and  communication  with  pa- 
tients in  recommending  lifestyles  suited  to  individual  patients  is  equally  important.  Patient  education 
is  a part  of  our  practice  in  which  we  all  probably  fall  short. 

Our  footprints  follow  us  wherever  we  go,  whether  it  be  in  our  office,  on  hospital  rounds,  in  the 
emergency  room,  in  our  church  life,  or  in  our  community  activities.  These  footprints  are  always  there. 
What  type  of  footprint  do  you  leave? 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 
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ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 
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Mid-Memphis  Tower  Building 
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Memphis,  TN  38104 
(901)  521-2855 
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Our  Image 

Our  image  as  physicians  has  become  somewhat  tarnished  within  the  last 
few  decades.  Popularity  polls  show  a decline  from  our  number  one  position, 
which  we  held  for  a long  period  of  time.  I have  been  concerned  about  the 
image  that  we  project  as  physicians,  both  in  our  practice  and  in  our  com- 
munity life.  We  have  only  ourselves  to  blame  for  this  predicament. 

On  the  cover  of  the  Saturday  Evening  Post  in  the  1930s,  artist  Norman 
Rockwell  portrayed  a kindly  physician  sitting  in  a living  room  taking  the 
pulse  of  a doll  being  held  by  a beautiful  child  approximately  six  years  of 
age.  The  older  physician  is  portrayed  with  a scarf  around  his  neck  and  rub- 
ber overshoes  on  his  feet.  However,  before  examining  the  child  he  is  exam- 
ining the  doll  who  has  a handkerchief  tied  around  her  chin.  In  taking  the 
time  to  examine  the  doll  before  the  child  he  shows  concern  for  the  doll  and 
therefore  gains  a rapport  with  his  patient.  This  picture  was  given  to  me  some 
20  years  ago  and  hangs  in  my  office.  Of  all  the  pictures  scattered  throughout 
my  office,  this  one  draws  the  most  comment  from  my  patients.  They  seem 
pleased  when  they  look  at  the  picture,  and  hardly  a day  goes  by  that  some- 
one doesn’t  comment  about  it  to  me. 

I think  that  we  need  to  reflect  on  what  this  picture  portrays  to  the  patient. 
To  me  it  portrays  three  things:  caring,  concern,  and  communication. 

In  our  everyday  life  and  busy  practice  we  must  show  that  we  do  care  for  our  patients,  for  their  well- 
being, and  for  the  problems  which  they  present  to  us  in  many  different  ways.  In  portraying  an  attitude 
of  caring  we  will  find  that  we  can  make  inroads  into  our  patients’  medical  problems,  and  will  be  able 
to  better  deal  with  their  emotional  and  their  physical  ailments. 

By  showing  our  concern  we  will  be  able  to  establish  rapport  with  our  patients  that  is  most  important 
in  these  days  and  times.  However,  there  are  pitfalls  in  showing  concern.  We  can  be  overly  concerned 
and  thereby  instill  into  our  patients  a sense  of  despair  and  they  will  respond  to  that  concern. 

Communication  even  between  physicians  is  a distinct  problem.  The  lack  of  communication  among 
physicians,  their  patients,  and  the  patients’  families  is  one  of  the  most  serious  weaknesses  that  I find 
in  the  practice  of  medicine.  Taking  time  to  communicate  with  our  patients  the  nature  of  their  illness, 
the  nature  of  their  treatment,  and  the  hopeful  outcome  of  their  treatment  is  certainly  time-consuming. 
We  all  are  busy;  however,  it  is  most  important  that  the  time  be  taken  with  all  patients  to  properly 
communicate  with  them,  and  instill  the  desire  to  recover  from  their  illnesses.  Communication  with 
patients  in  regard  to  their  personal  health  problems  is  most  important,  and  communication  with  pa- 
tients in  recommending  lifestyles  suited  to  individual  patients  is  equally  important.  Patient  education 
is  a part  of  our  practice  in  which  we  all  probably  fall  short. 

Our  footprints  follow  us  wherever  we  go,  whether  it  be  in  our  office,  on  hospital  rounds,  in  the 
emergency  room,  in  our  church  life,  or  in  our  community  activities.  These  footprints  are  always  there. 
What  type  of  footprint  do  you  leave? 


Thomas  K.  Ballard 
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Signs  of  the  Times 

Something  around  25  years  ago  before  an  as- 
semblage that  numbered  most  of  academic  pa- 
thology’s best  and  brightest,  a young  (relatively) 
pathologist  who  had  just  been  appointed  director 
of  one  of  the  nation’s  foremost  research  institutes 
commented  that  if  his  wife  had  a breast  tumor,  he 
would  not  want  a pathologist  like  him  doing  the 
frozen  section,  but  instead  one  who  did  frozen 
sections  every  day.  His  remark  caused  a furor  at 
the  time,  but  in  fact  it  presaged  the  trend  in  med- 
icine over  the  past  quarter  of  a century  that  re- 
sulted from  the  information  and  technology 


explosion  following  World  War  II.  As  with  most 
developments,  it  has  produced  both  good  news 
and  bad  news. 

Technology  has  advanced  so  rapidly  that  the 
profession  has  had  difficulty  in  assimilating  it, 
leading  not  only  to  further  fragmentation  of  fields 
such  as  radiology  and  pathology,  but  also  to  exten- 
sive subspecialization  in  every  area  of  medicine. 
While  technology  has  presented  medicine  with  al- 
most unlimited  diagnostic  powers,  it  has  also  not 
infrequently  had  the  effect  of  causing  practitioners 
to  put  their  brains  in  neutral,  coasting  toward  a 
diagnosis  with  mindless  inattention  to  clinical  de- 
tail and  slavish  obeisance  to  laboratory  reports.  It 
has  endowed  physicians  with  an  almost  cavalier 
boldness  in  areas  in  which  their  clinical  acumen  is 
often  marginal.  Two  such  procedures  that  come 
to  mind  are  the  Pap  smear  and  the  mammogram. 

Every  pathologist  who  deals  in  cytology  knows 
that  there  are  tissue  changes  that  may  produce 
false-negative  smears  in  the  face  of  a significant 
clinical  lesion,  most  frequently  invasive  carci- 
noma. At  the  same  time,  such  lesions  are  visible, 
and  no  gynecologist  would  think  of  doing  a Pap 
smear  on  such  a patient.  He  would  immediately 
biopsy  the  lesion.  And  yet,  all  cytology  laborato- 
ries continue  to  receive  questions  from  physicians 
as  to  why  the  Pap  smear  was  negative  on  their 
patient  when  she  has  such  a bad  looking  cervix. 
The  “worst  scenario,”  of  course,  is  the  situation, 
unfortunately  not  unknown,  in  which  the  result  is 
not  questioned. 

If  the  human  body  and  its  parts  always  reacted 
to  stimuli  in  the  expected  logical  fashion,  medicine 
would  be  at  least,  if  not  easy,  a lot  less  complex. 
Though  breast  cancer,  and  even  premalignant 
breast  changes,  deflect  x-rays  in  characteristic 
ways,  producing  shadows  that  the  radiologist  can 
interpret  as  likely  being  due  to  cancer,  and  even 
though  the  breast  cancer  screening  projects  of  the 
past  decade  have  indicated  that  these  changes  have 
a relatively  high  level  of  both  specificity  and  sen- 
sitivity, changes  viewed  by  the  radiologist  as  sus- 
picious are  sometimes  found  on  biopsy  not  to  be 
due  to  cancer.  In  the  same  way,  cancers  sometimes 
refuse,  even  while  producing  a clinically  apparent 
lesion,  to  behave  for  mammography  in  the  ex- 
pected way.  Such  a case  is  presented  this  month 
by  Dr.  Avery  in  our  Loss  Prevention  article.  The 
situation  is  unfortunately  not  uncommon. 

To  return  to  the  comment  of  my  pathologist 
friend:  since  he  was  speaking  to  his  fellow  pathol- 
ogists, he  stopped  short  of  making  the  full  state- 
ment. That  statement  would  say  not  only  that  he 
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would  send  his  wife  to  a pathologist  whose  primary 
duty  is  surgical  pathology,  but  also  that  he  would 
send  her  to  a surgeon,  and  not  just  any  surgeon, 
but  one  who  works  on  breasts  every  day. 

Everything  I have  said  above  must  of  course 
bow  to  some  extent  to  pragmatism.  Although  ex- 
cept in  the  largest  hospitals  few  pathologists  con- 
fine their  work  to  surgical  pathology,  the  dictum 
that  it  should  be  an  everyday  and  not  a sometime 
activity  is  generally  accepted.  In  the  same  way,  to 
have  exclusively  “breast  doctors”  is  not  only  im- 
practical but  unnecessary  (though  it  may  one  day 
come  to  that — and  essentially  has  in  Sweden). 
Nevertheless,  only  a surgeon  who  frequently  deals 
with  breast  lesions — the  more  the  better — can  keep 
his  acumen  sufficiently  tuned  to  allow  him  to  weigh 
all  the  evidence  for  making  a decision  as  to  which 
lesions  need  surgery  and  which  can  be  safely 
followed. 

I saw  a sign  once  in  a restaurant  that  said,  “We 
have  a deal  with  the  bank:  They  don’t  sell  pizza, 
and  we  don’t  cash  checks.”  In  the  present  scheme 
of  things,  which  includes  both  complexity  in  med- 
icine and  a litigious  society,  very  few  surgeons 
would  consider  following  diabetics,  hypertensives, 
or  pregnant  women.  If  each  cobbler  would  stick 
to  his  own  last,  not  only  would  their  patients  be 
better  served,  but  a desirable  side  effect  might  be 
that  SVMIC  could  lower  your  premiums. 

J.B.T. 


SPQR 

Except  for  a brief  partial  respite  between  about 
four  and  six  o’clock  each  morning,  the  Porta  Pin- 
ciana,  a breach  created  in  the  crumbling  Aureli- 
an  Wall  of  ancient  Rome  to  allow  entry  to  the 
Villa  Borghese,  disgorges  into  the  Via  Vittorio 
Veneto  a smoking,  screeching,  roaring  mass  of 
autos,  trucks,  buses,  motorcycles,  mopeds,  and 
even  horse  drawn  vehicles  with  a cacophony  that 
at  times  is  well  nigh  unbearable.  Great  quanta  of 
this  din  pelt  our  eardrums  through  windows  open 
to  the  spring  night  air  as  we  try  to  sleep  in  our 
room  that  overlooks  this  bedlam  from  the  Grand 
Hotel  Flora,  favored  but  now  aging  grandee  of 
generations  of  American  travelers  to  Rome. 
Fumes  cast  a pall  over  the  Villa  Borghese  Gar- 
dens behind  the  gate,  and  stain  the  hotel’s  ochre 
front  and  the  pink  facade  of  the  Palazzo  Margh- 
erita,  now  the  American  Embassy,  down  the 
street.  The  fumes  are  slowly  doing  to  ancient 


monuments  what  millennia  of  weather,  quakes, 
and  Huns  never  accomplished. 

Farther  on  down  the  hill,  dominating  the  Pi- 
azza Venetzia,  stands  the  King  Victor  Emmanuel 
monument,  an  imposing,  even  overwhelming, 
bric-a-brac  erected  at  the  expense  of  a host  of 
ancient  edifices  to  commemorate  the  first  king  of 
unified  Italy.  It  is  left  behind  and  forgotten  on 
climbing  the  Capitoline  Hill  behind  it,  now  cov- 
ered by  Michelangelo’s  imposing  Campodoglio, 
itself  built  of  marble  quarried  from  the  face  of 
the  Colosseum  and  other  ancient  structures;  were 
it  not  for  the  silting  of  the  ages  it  is  doubtful  that 
anything  would  have  survived  from  those  golden 
days  of  the  Eternal  City.  Until  reclamation  activ- 
ities began  in  the  early  part  of  the  last  century, 
those  monuments  were  fair  game,  and  such  sev- 
enteenth century  poets  as  Keats  and  Byron  re- 
veled in  the  bucolic  atmosphere  of  plains  where 
cattle  grazed  among  the  projecting  tops  of  nearly 
buried  arches  and  pillars. 

From  the  Campodoglio  one  views  to  the  left 
the  Forum  Romanum,  now  thoroughly  excavated 
and  well  maintained;  there  one  can  tread  the 
pavement  in  the  steps  of  such  orators  as  Cicero 
and  Cato.  Only  fragments  of  pillars  and  statuary 
remain,  although  much  of  the  House  of  the  Ves- 
tals and  its  statuary  is  preserved  intact.  Above  it 
on  the  Palatine  other  imposing  excavations  inter- 
mix with  the  Renaissance  finery  of  the  Farnesi 
Palace  and  gardens.  Thus,  the  first  impression  of 
Rome — decay,  noise,  air  pollution,  utterly  cha- 
otic traffic,  and  ancient  ruins.  That  is  not  Rome. 

It  is  cool  and  sometimes  rainy,  but  mostly  the 
sun  shines  on  huge  azaleas  that  blaze  in  pots  along 
the  streets,  pots  changed  whenever  the  blossoms 
begin  to  fall.  They  transform  the  legendary 
Spanish  Steps  into  a multicolored  cascade  of 
white,  salmon,  pink,  and  red.  Pansies  and  nas- 
turtiums blossom  in  beds  throughout  parks  and 
piazzas,  and  the  Court  of  the  Vestals  encompas- 
ses a magnificent  rose  garden  whose  perfume 
hangs  heavy  on  the  air.  At  every  turn,  the  sun- 
light plays  sprightly  tunes  on  gushing  fountains, 
and  though  eroded  and  crumbling,  the  Fontana 
di  Trevi  justifies  all  the  tales  of  its  grandeur.  Even 
though  the  fountain’s  basin  is  cleaned  each  Mon- 
day, by  Saturday  the  three  coins  have  already 
multiplied  hundreds  of  times  over,  and  we  duti- 
fully add  our  own  to  the  burden. 

While  the  changing  of  the  guard  at  the  Quir- 
inal  Palace  on  Sunday  afternoon  scarcely  rivals 
that  at  Buckingham  in  magnificence,  it  is  never- 
theless a colorful  affair,  and  after  appropriate 
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ruffles  and  flourishes  the  excellent  marching  band 
favors  us  with  a fine  concert;  a popular  selection 
with  the  crowd,  some  but  by  no  means  the  ma- 
jority of  whom  are  Americano,  is  Anchors 
Aweigh.  A horse  show  has  been  in  progress  in 
the  Villa  Borghese  Gardens  through  the  week, 
and  at  its  close  later  on  in  the  long  Sunday  after- 
noon another  concert  by  a full  orchestra  floods 
the  great  woods  and  meadows  with  continental 
favorites,  mostly  selections  from  Viennese  oper- 
ettas and  Verdi  operas. 

Romans,  as  nearly  all  Italians,  lunch  from 
12:30  to  3:00,  and  dine  from  7:30  or  8:00  to  very 
late,  and  since  even  in  early  May  the  sun  does 
not  set  until  nearly  8:30,  they  indulge  in  long 
afternoon  strolls  through  parks  and  piazzas  on 
into  the  early  evening,  enjoying  the  cool  breez- 
es— it  is  hot  in  summer — and  taking  in  the  fra- 
grances and  the  music  of  orchestras  large  and 
small  and  of  the  bells  of  the  thousand-odd 
churches  that  grace  the  city. 

Saint  Peter’s  Square  and  its  magnificent  basil- 
ica— largest  in  the  world — defy  description.  Mi- 
chelangelo, standing  in  the  lovely  Duomo  in 
Florence,  then  the  largest  but  now  third  after  St. 
Peter’s  and  St.  Paul’s  in  London,  is  said  to  have 
murmured,  “I  go  to  Rome  to  build  your  sister — 
bigger,  but  no  more  lovely.”  His  Sistine  Chapel 
adjacent  is  a small  masterpiece,  and  works  by 
Raphael  and  other  masters  in  the  Vatican  mu- 
seum make  this  small  city-state,  aside  from  its 
religious  significance,  one  of  the  real  wonders  of 
the  world.  Rome  is  a marvel  of  color,  sound,  and 
artistic  majesty,  but  this  also  is  not  Rome. 

Though  violent  crime  is  rare,  bands  of  boys 
are  said  to  roam  the  city  streets  in  pairs  on 
mopeds,  one  driving  and  the  other  scooping  up 
the  purses  of  unwary  pedestrians  on  the  side- 
walks. Picking  pockets  has  been  developed  into 
an  art  and  science,  and  I was  shocked  to  find  my 
own  being  rifled  by  three  small  waifs,  all  girls, 
the  oldest  maybe  nine  or  ten  and  the  other  two 
perhaps  six  or  seven.  That  they  got  nothing  was 
not  due  to  their  lack  of  dexterity  but  to  my  prud- 
ence in  not  carrying  anything  in  my  pockets. 

It  would  be  easy  to  call  to  mind  the  decaying 
architecture,  the  pickpockets,  the  noisy  bed- 
room, and  the  crowded  streets,  with  bedlam  at 
intersections  and  piazzas — things  not  totally  un- 
known to  one’s  favorite  city  in  the  United  States. 

I shall  remember,  though,  the  man  who  walked 
with  me  for  two  blocks  out  of  his  way  to  point 
me  down  a narrow  street  to  the  Trevi  Fountain, 
because  neither  his  English  nor  my  Italian  were 
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quite  adequate  to  the  situation.  I’ll  remember  the 
opulent  dowager  on  her  way  from  church  who 
questioned  half  a dozen  people  in  her  attempt  to 
help  us  locate  a secluded  restaurant.  Though  we 
did  not  always  communicate  successfully,  never 
in  our  five  days  in  Rome  did  we  ever  receive  a 
short  answer  or  any  sign  of  unwillingness  to  be 
helpful.  Though  we  found  this  generally  true  in 
Italy  (and  in  fact  almost  everywhere  we  have  vis- 
ited), Rome  seemed  special. 

The  Grand  Hotel  Flora  may  not  be  quite  so 
grand  as  the  Grand  Hotel,  or  as  its  neighbor  the 
Excelsior,  not  even  as  grand  as  it  was  itself  in  its 
halcyon  days,  but  it  is  still  grand;  its  beds  are  good 
and  its  linen  crisp  and  spotless.  We  shall  remember 
best,  though,  the  maid  and  porter,  always  cheer- 
fully helpful,  and  the  outstanding  concierge,  who 
after  the  first  day  always  had  our  room  key  in  hand 
even  before  we  reached  his  desk;  though  this  was 
indeed  a part  of  his  job,  we  found  such  attentive- 
ness unusual  by  today’s  standards,  a hold-over  from 
a gentler,  less  hurried  time. 

The  piazzas  and  ancient  monuments  are  over- 
run with  groups  of  happy  school  children,  held 
gently  but  firmly  in  tow  by  usually  placid  teach- 
ers who  were  often  nuns  or  priests,  come  to  view 
their  heritage.  We  remember  those  many  to 
whom  the  urchins  on  the  Spanish  Steps  were  the 
unfortunate  exception.  As  we  lunched  in  the  caf- 
eteria at  the  Vatican  Museum,  one  side  of  which 
was  open  to  a courtyard,  members  of  a group  of 
boisterous  youngsters  picnicking  outside  waved 
merrily  to  my  wife  and  me  with  an  occasional 
“Ciao.”  We  observed  what  others  have  com- 
mented on,  and  the  masters  depicted,  that  Ital- 
ian children  are  uncommonly  beautiful. 

The  crowd  that  lined  the  streets  and  filled  the 
piazza  to  enjoy  the  parade  at  the  Quirinal  on 
Sunday  afternoon  contained,  to  be  sure,  some  of 
us  outlanders,  but  mostly  they  were  Italians  come 
to  admire  their  boys  (most  of  them  just  that)  in 
uniform,  and  to  enthusiastically  cheer  their  flag 
as  it  passed.  Though  the  civilization  is  ancient  al- 
most beyond  imagining  for  us  youngsters  on  the 
world  stage,  as  a nation  Italy  is  the  newcomer, 
the  various  states  having  been  unified  only  in 
1866.  Mussolini  swept  away  the  hovels  that  filled 
the  piazzas  in  the  early  years  of  this  century,  and 
began  the  work  of  uncovering  and  restoring; 
“SPQR”  (Senatus  Populusque  Romanus — the 
Senate  and  the  people  of  Rome)  reappeared — on 
signposts,  banners,  and  manhole  covers — re- 
minding the  inhabitant  of  the  city  that  with  the 
Caesars  they  are  Romans.  They  are  proud  to  be 
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Romans.  They  are  also  proud  to  be  Italian, 
evoking  the  saying  that  the  fortunate  are  born 
Italian;  all  the  others  are  born  something  else. 

There  you  have  the  Rome  I remember  best. 
Like  every  locality,  Rome  is  its  people.  Ancient 
wisdom  has  it  that  so  long  as  the  Colosseum 
stands,  Rome  will  last,  and  when  Rome  falls,  so 
will  the  world.  Though  Renaissance  builders  did 
their  utmost  to  ensure  its  demise  by  removing  its 
massive  marble  facade,  recent  restorative  efforts 
seem  to  have  ensured  continued  existence  for  that 
colossal  structure. 

I find  no  reason  to  discount  the  ancient  proph- 
ecy. Modern  weaponry  can  quickly  reduce  both 
Colosseum  and  Eternal  City  to  rubble — and  with 
it  the  world.  So  also  perhaps,  given  time,  can  air 
and  water  pollution.  One  way  or  another,  man- 
kind seems  bent  on  its  own  destruction.  But  until 
then,  Viva  Roma! 

J.B.T. 


Jackson  Philip  Lowe,  age  70.  Died  May  14,  1984. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Ernest  H.  Mathis,  age  41.  Died  May  16,  1984.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Michael  P.  Gallagher,  M.D.,  Maryville 
Alan  Lee  Smuckler,  M.D.,  Maryville 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Lora  Marie  Abell,  M.D.,  LaFollette 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Brahm  D.  Sethi,  M.D.,  Manchester 
Chander  M.  Sethi,  M.D.,  Manchester 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

David  N.  Jones,  M.D.,  Jackson 


DICKSON  COUNTY  MEDICAL  SOCIETY 

Jan  M.  Gorzny,  M.D.,  Dickson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Marek  M.  Pienkowski,  M.D.,  Knoxville 
Stephen  A.  Russell,  M.D.,  Knoxville 
Nanji  M.  Shekhat,  M.D.,  Knoxville 
Steven  C.  Weiss f eld,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

John  M.  Barron,  M.D.,  Memphis 
Allen  D.  Berry,  III,  M.D.,  Memphis 
Barry  Boston,  M.D.,  Memphis 
Ernest  L.  Britton,  M.D.,  Memphis 
Joseph  DeWane,  M.D.,  Memphis 
Victor  A.  Follarin,  M.D.,  Memphis 
Tommy  S.  Fowler,  M.D.,  Memphis 
Raymond  E.  Glotzbach,  M.D.,  Memphis 
Rachael  Ann  Hays,  M.D.,  Memphis 
Michael  D.  Heilman,  M.D.,  Memphis 
Randall  L.  Holcomb,  M.D.,  Memphis 
Edwin  M.  Holt,  M.D.,  Memphis 
James  W.  Johnson,  M.D.,  Memphis 
George  M.  Jones,  M.D.,  Memphis 
Ann  T.  Keifer,  M.D.,  Memphis 
Diane  M.  Long,  M.D.,  Memphis 
H.  Benjamin  Maddux,  M.D.,  Memphis 
Harold  M.  McSwain,  M.D.,  Memphis 
Frank  D.  Parks,  M.D.,  Memphis 
Thomas  H.  Pratt,  M.D.,  Memphis 
Larry  K.  Roberts,  M.D.,  Memphis 
Frederick  D.  Sanders,  M.D.,  Memphis 
John  F.  Schwerkoske,  M.D.,  Memphis 
Harold  Sexton,  M.D.,  Memphis 
Andrea  L.  Smith,  M.D.,  Memphis 
Judy  Spencer,  M.D.,  Memphis 
Pradad  R.  Sudha,  M.D.,  Memphis 
William  B.  Swafford,  Jr.,  M.D.,  Memphis 
William  B.  Thomsen,  M.D.,  Memphis 
Robert  L.  Wingate,  Jr.,  M.D.,  Memphis 
Robert  R.  Yarbrough,  M.D.,  Memphis 

(Student) 

Thomas  R.  Rimer,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Saul  A.  Juliao,  M.D.,  Nashville 


pcr/onal  new/ 


James  E.  Chapman,  M.D.,  Oak  Ridge,  has  been 
elected  to  membership  in  the  Society  for  Clinical  Vas- 
cular Surgery. 

Paul  J.  Marsidi,  M.D.,  Union  City,  has  received  Board 
certification  in  pediatric  and  adult  urology. 

John  E.  Wilkison,  M.D.,  Springfield,  was  honored  with 
the  Springfield  Rotary  Club’s  Paul  Harris  Fellow  of  the 
Rotary  Foundation  award. 
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TMA  Members  Receive  AMA  Physician’s  Recognition  Award 


Fifty-four  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  April  1984. 

To  qualify  for  the  PRA,  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over  a 
three-year  period;  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


Earl  Baines,  M.D.,  Erwin 

H.  Brian  Balfour,  M.D.,  Nashville 

Marvin  R.  Batchelor,  M.D.,  Cleveland 

Robert  R.  Bendt,  M.D.,  Nashville 

Sidney  W.  Bondurant,  M.D.,  Nashville 

James  W.  Bryant,  M.D.,  Memphis 

Alex  G.  Carabia,  M.D.,  Oak  Ridge 

F.  Hammond  Cole,  Jr.,  M.D.,  Memphis 

Paul  S.  Crane,  M.D.,  Nashville 

Diane  W.  Crocker,  M.D.,  Memphis 

David  R.  Daugherty,  M.D.,  Memphis 

Walter  E.  Derry  berry,  M.D.,  Cookeville 

Mark  L.  Donnell,  M.D.,  Madison 

John  H.  Dougherty,  M.D.,  Fairfield  Glade 

James  W.  Felch,  M.D.,  Franklin 

Gail  H.  Gallemore,  M.D.,  Johnson  City 

Perry  F.  Harris,  M.D.,  Nashville 

William  P.  Hutcherson,  M.D.,  Chattanooga 

Wesley  F.  Jones,  Jr.,  M.D.,  Lexington 

James  B.  Kelley,  M.D.,  Columbia 

Eugene  R.  Kidwell,  Jr.,  M.D.,  Kingsport 

Wayne  Y.  Kim,  M.D.,  Chattanooga 

R.  Bruce  Koefoot,  Jr.,  M.D.,  Knoxville 

John  W.  Lamb,  M.D.,  Nashville 

Frederick  D.  Lansford,  Jr.,  M.D.,  Chattanooga 

William  E.  Long,  M.D.,  Memphis 

James  J.  Madden,  Jr.,  M.D.,  Nashville 


G.  Patrick  Maxwell,  M.D.,  Nashville 
Ben  R.  Mayes,  M.D.,  Nashville 
Herbert  T.  McCall,  M.D.,  Madison 
James  R.  McFerrin,  M.D.,  Nashville 
Charles  E.  McKay,  HI,  M.D.,  Nashville 
Michael  M.  Miller,  M.D.,  Knoxville 
Don  G.  Mills,  M.D.,  Chattanooga 
William  H.  Murray,  M.D.,  Pulaski 
William  A.  Nelson,  Jr.,  M.D.,  Knoxville 
Denis  M.  O’ Day,  M.D.,  Nashville 
Peter  A.  Oliva,  M.D.,  Johnson  City 
Leslie  B.  Reynolds,  Jr.,  M.D.,  Kingsport 
SamuelS.  Riven,  M.D.,  Nashville 
Allen  L.  Schlamp,  M.D.,  Jackson 
Grover  F.  Schleifer,  III,  M.D.,  Union  City 
Jeno  I.  Sebes,  M.D.,  Memphis 
James  O.  Shaw,  M.D.,  Union  City 
Ronald  S.  Smith,  M.D.,  Kingsport 
Russell  R.  Smith,  M.D.,  Madison 
Steven  A.  Smith,  M.D.,  Chattanooga 
Brian  R.  Swenson,  M.D.,  Nashville 
Helen  L.  B.  Tepley,  M.D.,  Chattanooga 
Lloyd  R.  Thomas,  Jr.,  M.D.,  Memphis 
Steven  M.  Thomas,  M.D.,  Chattanooga 
Robert  B.  Whittle,  M.D.,  Knoxville 
James  H.  Williams,  M.D.,  Milan 
Claude  H.  Workman,  Jr.,  M.D.,  Memphis 


national  neui/ 


From  the  AMA’s  Office  in  Washington,  D.C. 

PRO  Bids  Rejected  for 
Many  States 

Operation  of  a new  Medicare  review  system  has 
suffered  yet  another  delay  in  15  states  where  all  the 
bids  for  the  peer  review  organization  (PRO)  contracts 
have  been  rejected  as  “technically  unacceptable.” 

The  rejected  states  have  about  40%  of  all  Medicare 
hospitalizations.  New  bidders  there,  along  with  the  18 
rejected  organizations,  now  have  until  July  5,  to  sub- 
mit proposals.  The  rejected  organizations  met  with 
Health  Care  Financing  Administration  officials  May  30- 
31  to  learn  the  specific  deficiencies  in  their  bids. 

In  two  states — California  and  Michigan — multiple 
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bids  were  submitted  and  rejected,  according  to  HCFA 
spokesmen.  In  the  other  13  states,  only  one  bid  was 
submitted.  They  are  Alaska,  Connecticut,  Hawaii, 
Idaho,  Illinois,  Maine,  Ohio,  Oklahoma,  Pennsylva- 
nia, Texas,  Vermont,  Virginia  and  Washington. 

Bidding  for  47  PRO  areas  closed  April  27  and 
HCFA  officials  say  they  did  receive  at  least  one  bid 
from  each  of  these  areas.  Bid  requests  were  issued  lat- 
er and  remain  open  until  June  12  for  three  territories 
and  for  four  states  (Massachusetts,  Maryland,  New 
Jersey,  and  New  York)  with  Medicare  waivers.  With 
the  bid  rejections  in  15  areas,  the  bidding  is  now  com- 
pleted in  32  states  and  open  in  19  states  and  the  terri- 
tories. 

In  issuing  the  notice  of  reopened  bids,  HCFA  not- 
ed that  if  it  finds  “no  proposal  acceptable”  in  the  15 
areas,  it  will  be  “required  to  award  a contract  to  a 
payer  organization  for  that  area.”  Officials  in  charge 
of  implementing  PROs  say  if  it  becomes  necessary  to 
use  fiscal  intermediaries  for  review,  the  bids  will  not 
be  reopened.  Rather  the  new  duties  will  simply  be 
added  to  existing  intermediary  contracts. 

These  officials  added,  however,  that  they  “still  feel 
very  strongly  that  PROs  should  be  run  by  physician- 
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sponsored  organizations”  and  are  “giving  the  physi- 
cian community  every  opportunity  to  participate.” 

Observers  say,  however,  that  the  HCFA  staff  had 
hoped  for  greater  competition  for  the  PRO  contracts 
and  now  wants  to  encourage  competition  from  strong- 
er out-of-state  bidders  for  contracts  in  the  15  states. 

Inadequacies  in  the  18  rejected  bids  reportedly  fell 
into  three  categories:  the  contractual  arrangements  with 
subcontractors  were  either  inadequate  or  involved  too 
many  subcontractors;  the  data  base  used  by  the  bidder 
was  seen  as  inappropriate;  or  the  objective  setting  was 
ruled  deficient. 

Following  the  HCFA  debriefing,  AMPRA  will 
sponsor  a meeting  at  which  the  South  Carolina  and 
Wisconsin  PSROs,  which  reportedly  submitted  the 
strongest  PRO  bids,  will  discuss  their  techniques.  The 
AMA  has  also  offered  its  assistance  to  the  organiza- 
tions that  are  resubmitting  proposals.  Most  of  the  or- 
ganizations say  they  will  definitely  bid  again  though 
some  are  not  certain. 

Redefining  Physician  for  the 
Government 

An  AMA-backed  bill  regarding  the  definition  of 
physician  under  Medicare  law  has  been  introduced  by 
Mississippi  Democrat  Wayne  Dowdy. 

The  definition,  used  to  delineate  the  types  of  prac- 
titioners and  services  Medicare  pays  for,  has  been  ap- 
plied in  other  contexts  as  well — including  Medicare’s 
proposed  conditions  of  participation  for  hospitals. 

Through  the  years,  as  Congress  expanded  Medicare 
benefits  by  broadening  the  physician  definition,  the 
definition  has  grown  to  include  dentists,  podiatrists, 
chiropractors,  and  optometrists,  in  addition  to  doctors 
of  medicine  and  osteopathy.  Under  Rep.  Dowdy’s  bill, 
only  doctors  of  medicine  and  osteopathy  would  be  de- 
fined as  physicians.  Medicare  coverage  for  the  services 
of  the  other  practitioners  would  be  unchanged,  but 
these  practitioners  would  be  defined  separately.  Den- 
tists would  be  defined  as  dentists;  podiatrists,  chiro- 
practors and  optometrists  as  “independently  licensed 
health  care  practitioners.’ 


Shorter  Stays  Under  DRGs? 

Medicare’s  new  diagnosis  related  groups  (DRGs) 
payments  are  having  the  desired  effect  of  reducing 
hospital  lengths  of  stay  without  the  unwanted  side  ef- 
fect of  increasing  admissions,  federal  officials  are  re- 
porting. 

Data  on  the  impact  of  the  DRG  program  to  date 
were  presented  to  the  Healthcare  Financial  Manage- 
ment Association  May  5 by  James  Scott,  Acting  Dep- 
uty Administrator  of  the  Health  Care  Financing 
Administration. 

As  of  March  31,  43%  of  all  hospitals  were  under 
DRGs  for  Medicare  patients.  The  most  prevalent  DRG 
was  127  for  heart  failure  and  shock;  the  second  most 
prevalent  was  DRG  39  for  lens  procedures. 


Between  Oct.  1,  1983  (when  DRGs  were  imple- 
mented in  the  first  hospitals)  and  March  31,  1984,  the 
average  length  of  stay  for  Medicare  patients  billed  un- 
der DRGs  was  7.2  days.  This  compared  with  9.1  days 
for  non-DRG  bills  and  9.4  days  in  the  same  period  a 
year  earlier,  Scott  said. 

The  7.2  day  average  may  rise  somewhat,  however, 
because  bills  for  complicated,  long  stays  may  only  now 
be  filtering  in  for  payment  and  because  many  of  the 
hospitals  first  affected  by  DRGs  were  in  the  South, 
where  length  of  stay  tends  to  be  shorter  than  in  the 
Northeast. 

In  the  first  five  months  of  fiscal  1984,  an  estimated 
4.826  million  Medicare  patients  were  admitted  to  hos- 
pitals as  compared  to  4.792  million  in  the  same  period 
in  1983,  Scott  advised.  When  adjusted  for  leap  year, 
this  is  a 0%  increase  in  a year  when  admissions  were 
projected  to  increase  by  3.4%,  he  added,  “so  it  is  safe 
to  conclude”  that  hospitals  are  not  “jerking  every  third 
senior  citizen  they  see  on  a street  corner  off  to  the 
hospital  to  maximize  DRG  payments.” 


Stopping  the  ‘Hoppers’ 

Physicians  and  other  practitioners  who  lose  their  li- 
cense in  one  state  should  not  be  permitted  to  hop  from 
state  to  state,  continuing  to  treat  patients  and  collect- 
ing from  Medicare  and  Medicaid  in  the  process.  That 
was  the  general  agreement  among  physicians,  federal 
officials  and  congressmen  reacting  to  a General  Ac- 
counting Office  study  that  recommends  tightening 
Medicare  and  Medicaid  laws  to  permit  the  exclusion 
from  the  two  programs  of  any  practitioner  whose  li- 
cense has  been  removed  by  a state  licensing  board. 

GAO  reviewed  the  proposal  at  a May  hearing  of 
the  Senate  Special  Committee  on  Aging  where  all  wit- 
nesses— including  the  Inspector  General  of  the  De- 
partment of  Health  and  Human  Services  and  a repre- 
sentative of  the  American  Medical  Association — 
supported  the  proposal’s  concept. 

HHS  Inspector  General  Richard  Kusserow  said  his 
office  is  drawing  up  legislation  to  expand  HHS’  au- 
thority against  sanctioned  providers.  AMA  Board  of 
Trustees  member  John  J.  Ring,  M.D.,  reported  that 
the  AMA  is  expanding  its  dissemination  to  medical  li- 
censure boards  of  license  revocation  notices  received 
for  the  AMA  Physician  Masterfile. 

Others  suggested  remedies  such  as  requiring  states 
to  report  disciplinary  actions  to  a national  clearing- 
house or  denying  controlled  substances  permits  to 
physicians  who  are  disciplined  by  licensure  boards  or 
who  leave  a jurisdiction  while  an  investigation  is  pend- 
ing. 

The  GAO  based  its  recommendation  on  a study  that 
traced  health  practitioners  whose  licenses  were  re- 
voked in  Michigan,  Pennsylvania  or  Ohio  between  1977 
and  1982.  Of  the  328  sanctioned  practitioners  (which 
included  osteopaths,  pharmacists,  podiatrists,  chiro- 
practors, and  dentists  in  addition  to  144  physicians), 
58%  had  lost  their  license  due  to  quality  of  care  prob- 
lems such  as  malpractice,  alcohol  and  drug  abuse,  or 
immoral  conduct.  Twenty-three  percent  involved  drug 
law  violations. 
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A little  more  than  a third  of  the  practitioners  held 
a license  in  at  least  one  other  state  and  39  of  these 
(including  24  physicians)  enrolled  in  Medicare  and 
Medicaid  in  another  state. 

0MB  vs  HCFA:  Battle 
Lines  Drawn 

A long-brewing  battle  between  the  Health  Care  Fi- 
nancing Administration  and  the  Office  of  Manage- 
ment and  Budget  has  prompted  HCFA  head  Carolyne 
Davis  to  charge  that  OMB  is  “usurping”  her  agency’s 
authority  over  Medicare  waivers  and  demonstrations. 

The  waivers  and  demonstrations  permit  Medicare 
to  participate  in  state  hospital  rate-setting  programs  and 
other  payment  experiments.  Medicare  law  gives  au- 
thority to  grant  waivers  to  the  Department  of  Health 
and  Human  Services  where  it  is  Davis’  agency  which 
makes  the  initial  decision  to  award  or  deny  a waiver. 

For  the  past  two  years,  however,  OMB  has  used 
various  tactics — including  denial  of  the  necessary  forms 
for  evaluating  demonstrations — to  hold  up  demonstra- 
tions. Since  January,  the  Budget  Office  has  required 
HCFA  to  submit  for  its  approval  any  waiver  applica- 
tions involving  more  than  $1  million  a year. 

. HCFA  protests  resulted  in  an  interim  agreement  in 
which  OMB  has  30  days  to  reach  a decision  on  Medi- 
caid research  waivers,  10  days  for  policy  waivers  such 
as  home  and  community  based  services,  and  90  days 
for  program  waivers.  Davis  regards  the  OMB  role  as 
“fundamentally  inappropriate,”  however,  and  in  a 
memo  to  OMB  early  in  May  she  accused  the  Budget 
Office  of  “usurption  of  HCFA’s  role.” 

The  most  obvious  casualty  to  date  has  been  an 
HCFA-approved  experiment  with  social  HMOs  that 
OBM  has  held  up  with  various  demands  for  analysis. 
Still  to  come  is  the  major  battle  involving  waivers  from 
Medicare’s  new  prospective  pricing  system  for  state 
rate-setting  programs.  The  PPS  law  requires  HHS  to 
exempt  from  the  federal  plan  state  programs  that  meet 
certain  criteria,  including  the  expectation  that  they  will 
not  cost  more  than  the  federal  system. 

Regulations  to  implement  the  PPS  waivers  have  not 
yet  been  issued,  however,  despite  repeated  congres- 
sional inquiries.  Critics  charge  that  the  waiver  author- 
ity is  being  held  hostage  in  the  battle  between  HCFA 
and  OMB,  and  they  claim  that  the  administration  wants 
to  deny  PPS  waivers  to  any  states  other  than  the  four 
that  already  have  them. 

Medicare  Budget  Bills  Ready 
for  Conference 

Senate  approval  of  a deficit  reduction  bill  and  a fis- 
cal 1985  budget  resolution  in  May  have  cleared  the 
way  for  a House-Senate  conference  and  final  action  on 
the  measures. 

Among  the  provisions  to  be  taken  up  in  conference 
is  a Senate-endorsed  physician  fee  freeze.  The  propos- 
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al  would  freeze  Medicare’s  customary  and  prevailing 
fee  limits  for  all  physicians  for  one  year.  Prevailing  fee 
limits  would  remain  frozen  for  a second  year  for  those 
physicians  who  don’t  agree  to  take  all  claims  on  as- 
signment. 

The  final  Senate  measure  claims  Medicare  savings 
of  $8.2  billion  over  the  next  four  years.  In  addition  to 
the  fee  freeze,  calculated  to  save  $1.5  billion  over  four 
years,  the  measure  would  increase  Part  B premiums  to 
save  around  $2  billion  and  curtail  Medicare  hospital 
payments  to  save  $1  billion. 

In  the  House  bill,  Medicare  savings  would  be  $833 
million  over  the  next  three  years.  The  House  rejected 
a freeze  and  mandatory  assignment  on  physician  serv- 
ices to  hospital  inpatients.  The  House  measure  also 
does  not  include  the  continued  freeze  on  prevailing  fees 
for  physicians  who  don’t  take  assignments,  reduced 
payments  to  hospital  or  increased  beneficiary  cost- 
sharing. 

Both  the  House  and  Senate  measures  set  up  fee 
schedules  for  payments  to  clinical  laboratories  and  call 
for  a study  of  pacemaker  reimbursement.  The  House 
plan  would  move  up  to  July  1985  the  date  by  which 
the  Department  of  Health  and  Human  Services  must 
report  on  the  “advisability  and  feasibility”  of  a diag- 
nosis related  group  payment  system  for  physicians. 


Medicare  Goes  HMO 

Nearly  two  years  after  enactment  of  a law  setting 
up  a prospective  payment  option  for  Medicare  HMO 
enrollees,  the  regulations  to  implement  the  law  have 
been  released  by  the  Department  of  Health  and  Hu- 
man Services.  The  new  plan  will  cost  the  federal  gov- 
ernment nearly  $100  million  in  its  early  years  but  long- 
range  savings  are  expected. 

The  proposed  regulations,  which  reportedly  were 
delayed  due  to  Office  of  Management  and  Budget  cost 
concerns,  were  outlined  at  an  HHS  press  conference 
May  22  and  will  be  issued  in  final  form  this  fall. 

Under  the  prosposal,  HMOs,  preferred  provider 
organizations  (PPOs)  and  other  alternative  delivery 
arrangements  would  have  the  option  to  continue  un- 
der the  cost-based  arrangements  most  HMOs  now  have 
with  Medicare;  or  they  could  move  to  a prospectively 
determined,  capitated  payment. 

Under  prospective  payment,  Medicare  would  pay 
the  HMO  up  to  95%  of  the  adjusted  average  per  cap- 
ita cost  for  Medicare  beneficiaries  in  the  fee-for-serv- 
ice  system.  The  new  plans  are  expected  to  reduce  or 
eliminate  Medicare’s  current  cost-sharing.  Benefici- 
aries would  continue  to  pay  Medicare’s  monthly  Part 
B premium,  now  at  $14.60  a month,  however,  and 
could  be  charged  a new  monthly  HMO  premium  as 
well.  That  premium  is  expected  to  vary  from  about 
$20  to  $50  a month. 

About  775,000  or  2.5%  of  all  Medicare  benefici- 
aries are  now  enrolled  in  HMOs.  Most  of  these  are  in 
21  demonstration  plans  where  reimbursement  is  simi- 
lar to  that  in  the  new  regulations. 

HHS  Secretary  Margaret  Heckler  predicted  that 
another  600,000  Medicare  beneficiaries  would  enroll 
in  HMOs  within  the  next  three  or  four  years.  She  said 
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the  new  payment  arrangement  will  “mean  more  com- 
plete medical  coverage  with  lower  out-of-pocket  costs” 
for  beneficiaries  and  “long-term  savings  for  the  Medi- 
care program”  as  well.  She  acknowledged,  however, 
that  the  plan  is  expected  to  cost  Medicare  about  $30 
million  in  its  first  year  of  operation  and  $65  million  in 
the  second.  Indeterminate  savings  are  anticipated  in 
the  third  year  of  the  plan. 


Senate  Gets  Malpractice  Bill 

A medical  malpractice  bill  introduced  earlier  this 
spring  by  Reps.  Richard  Gephardt  (D-MO)  and  Hen- 
son Moore  (R-LA)  now  has  a Senate  sponsor. 

Minnesota  Republican  David  Durenberger  intro- 
duced the  measure  in  the  Senate  on  May  17.  Called 
the  Alternative  Medical  Liability  Act  of  1984,  the  bill 
would  apply  the  no-fault  concept  to  medical  liability. 
It  would  apply  only  to  patients  whose  care  was  paid 
for  by  the  federal  government  though  states  would  be 
encouraged  to  expand  it  to  other  citizens. 

In  introductory  remarks,  Durenberger  said  that 
while  he  does  “not  agree  with  all  the  provisions”  in 
the  bill,  he  does  see  it  as  “an  important  focus  for  na- 
tional discussion”  of  the  malpractice  issue. 

Candidates’  Outlook  on 
Medicare 

The  major  health  policy  difference  between  the  two 
front-running  Democratic  presidential  contenders  lies 
in  their  attitude  toward  preventive  care,  the  candi- 
dates’ health  policy  advisers  agree. 

Colorado  Senator  Gary  Hart’s  policy  would  rely 
much  more  heavily  on  enhanced  prevention  measures 
to  control  health  costs  than  would  former  Vice  Presi- 
dent Walter  Mondale. 

Both  men,  however,  support  a nationally  mandat- 
ed, state-run  health  care  cost  containment  program  that 
would  control  hospital  and  physician  charges  for  all 
hospital  inpatients.  Though  details  of  the  proposals  may 
vary,  both  proposals  are  admittedly  similar  to  legisla- 
tion introduced  by  Sen.  Edward  Kennedy  (D-MA)  and 
Rep.  Richard  Gephardt  (D-MO). 

The  candidates’  views  were  outlined  at  a May 
meeting  of  the  Healthcare  Financing  Management  As- 
sociation. Yale  Professor  Theodore  Marmor,  Ph.D., 
discussed  Mondale’s  views.  Hart’s  positions  were  de- 
tailed by  Andrew  Dunham,  Ph.D.  White  House  advis- 
er Jack  Svahn,  who  had  been  scheduled  to  present 
President  Reagan’s  views,  withdrew  from  the  pro- 
gram. 


Government  Loses  Baby  Doe 

The  government’s  controversial  Baby  Doe  regula- 
tions, challenged  by  the  AM  A,  have  once  again  been 
struck  down  by  the  courts. 


In  his  May  23  order,  Judge  Charles  L.  Brieant  of 
the  U.S.  District  Court  for  the  Southern  District  of 
New  York  called  the  regulations  “invalid,  unlawful,  and 
without  statutory  authority.” 

He  based  his  ruling  on  a May  2 decision  against  the 
government  in  the  case  United  States  v.  University 
Hospital  (Baby  Jane  Doe),  which  limited  the  statutory 
authority  of  Section  504  of  the  Rehabilitation  Act. 
Section  504 — the  government’s  anti-discrimination 
law — was  the  legal  backbone  of  the  Baby  Doe  regula- 
tions. 

The  government  had  contended  that  Section  504 
applied  whenever  an  infant’s  handicap  could  influence 
medical  decision-making.  However,  the  court’s  earlier 
ruling  stressed  that  Section  504  was  designed  to  apply 
to  issues  of  education,  employment,  and  transporta- 
tion. 

“The  AMA  is  elated  with  the  ruling  invalidating 
the  final  Baby  Doe  regulations.  This  ruling  affirms  that 
the  federal  government  does  not  belong  in  cases  in- 
volving the  medical  treatment  of  severely-handicapped 
newborns,”  according  to  a joint  statement  issued  by 
Frank  J.  Jirka,  Jr.,  M.D.,  president  of  the  AMA,  and 
John  J.  Coury,  Jr.,  M.D.,  chairman  of  the  AMA  Board 
of  Trustees. 

The  AMA — joined  in  its  suit  by  the  American  Hos- 
pital Association,  the  American  College  of  Obstetri- 
cians and  Gynecologists,  the  American  Academy  of 
Family  Physicians,  the  Hospital  Association  of  New 
York  State,  and  the  Association  of  American  Medical 
Colleges — argued  that  the  regulation  exceeded  the  au- 
thority of  Section  504. 

Surgeon  General’s  Report  on 
Smoking 

Physicians  can  play  an  important  role  in  reducing 
chronic  lung  disease  which  claims  50,000  lives  each  year 
from  cigarette  smoking,  stresses  the  1984  Surgeon 
General’s  Report  on  Smoking  released  in  May. 

Cigarette  smoking  causes  80%  to  90%  of  all  cases 
of  chronic  obstructive  lung  disease.  In  many  studies, 
heavy  smokers  experienced  30  times  the  chronic  lung 
disease  mortality  rate  of  non-smokers,  said  Surgeon 
General  C.  Everett  Koop,  M.D.,  in  a Washington  press 
conference. 

For  the  first  time,  the  report  describes  the  actual 
mechanism  of  disease:  the  inflammatory  response  to 
smoke  produces  high  levels  of  elastase,  an  enzyme  that 
degrades  lung  tissue;  at  the  same  time,  smoke  inacti- 
vates alpha-l-antiprotease,  the  protein  that  blocks 
elastase  activity.  Excess  elastase  can  lead  to  diseases 
such  as  emphysema,  according  to  the  report. 

It  also  underlines  the  need  for  physicians  to  pro- 
mote quitting.  “I  am  happy  to  report  that  we  physi- 
cians have  for  the  most  part  abandoned  cigarette 
smoking;  only  10%  of  us  still  smoke,  compared  to  more 
than  half  of  all  physicians  and  surgeons  just  a few  years 
ago,”  said  Dr.  Koop. 

Just  days  prior  to  the  report,  Dr.  Koop  called  for  a 
smoke  free  society  by  year  2000,  echoing  AMA’s  1983 
policy  statement. 
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New  Cigarette  Labels 

After  months  of  negotiating  between  health  and  to- 
bacco groups,  Congress  is  on  the  verge  of  approving 
explicit  warning  label  legislation  that  stresses  the  spe- 
cific risks  of  cigarette  smoking. 

If  approved  in  June  as  expected,  cigarette  packages 
would  contain  a different  warning  every  three  months: 

• “Smoking  causes  lung  cancer,  heart  disease,  em- 
physema, and  may  complicate  pregancy,” 

• “Smoking  by  pregnant  women  may  result  in  fetal 
injury,  premature  birth,  and  low  birth  weight  infants,” 
and 

• “Cigarette  smoke  contains  carbon  monoxide.” 

The  new  labels  would  be  printed  in  a heavily  bor- 
dered rectangle  50%  larger  than  the  current  label. 
Similar  warnings  would  be  used  in  cigarette  advertise- 
ments on  billboards. 


House  Committee  Approves 
New  Organ  Bill 

On  May  1,  the  House  Energy  and  Commerce  Com- 
mittee passed  a bill  which  would  authorize  $40  million 
over  four  years  for  grants  to  agencies  that  arrange  for 
organ  donations,  and  $30  million  over  two  years  to 
provide  drugs  needed  by  organ  recipients.  It  also  sets 
up  a national  transplantation  network  for  matching  or- 
gans to  needy  patients. 

The  House  bill,  HR-5580,  does  not  include  the 
controversial  provisions  listed  in  an  earlier  version,  HR- 
4080,  which  permitted  Medicare  to  limit  coverage  for 
all  procedures — not  just  transplants — to  selected  pa- 
tients, practitioners,  and  institutions. 

Video  Terminals  No  Hazard, 
Physicians  Tell  Congress 

Video  display  terminals  (VDTs)  pose  no  serious 
hazard  to  vision  or  pregnancy,  physicians  told  mem- 
bers of  a subcommittee  of  the  House  Education  and 
Labor  Committee  during  investigative  hearings  in  May. 

Since  the  early  1970s,  when  the  use  of  VDTs  be- 
came widespread,  there  have  been  reports  of  health 
effects  produced  by  radiation  emission.  The  most  se- 
rious complaints  focused  on  cataracts,  miscarriages  and 
birth  defects. 

The  level  of  radiation  emitted  from  VDTs  is  insuf- 
ficient to  cause  spontaneous  abortions  or  birth  defects, 
said  Marcus  B.  Bond,  M.D.,  of  the  American  College 
of  Obstetricians  and  Gynecologists  (ACOG). 

Both  ACOG  and  the  American  Academy  of  Oph- 
thalmology agreed  that  fatigue  and  physical  discomfort 
may  result  from  VDT  use.  Improper  illumination, 
glare,  a poorly  designed  workstation,  and  other  stress 
factors  should  be  changed  to  improve  the  working  en- 
vironment, they  said. 
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FDA  Commissioner  Selected 

Frank  E.  Young,  M.D.,  dean  and  vice  president  of 
Health  Affairs  at  the  University  of  Rochester  School 
of  Medicine  & Dentistry,  has  been  selected  as  the  new 
Commissioner  of  the  Food  and  Drug  Administration. 

A microbiologist,  Dr.  Young  has  devoted  several 
years  to  the  study  of  genetic  cloning  and  mapping  of 
bacteria.  Most  recently,  he  published  papers  on  the 
cloning  of  a Streptomyces  neomycin-resistant  gene  into 
E.  coli,  cloning  of  a gonorrhea  plasmid  into  E.  coli, 
and  cloning  of  an  E.  coli  gene  into  Bacillus  subtilis. 

Dr.  Young  will  begin  his  appointment  sometime 
after  July.  He  is  a member  of  the  American  Medical 
Association,  the  American  Association  of  Medical 
Colleges,  the  American  Association  of  Medical  Col- 
leges, the  American  Association  of  Pathologists,  and 
the  American  Society  of  Microbiologists. 


Vaccine  Compensation 
Bill  Heard 

When  an  individual  is  vaccinated,  society  is  pro- 
tected from  disease.  It  is  only  fair  for  society  to  pro- 
tect the  individual  from  the  risks  of  vaccination,  say 
supporters  of  the  newly  proposed  National  Childhood 
Vaccine-Injury  Compensation  Act. 

“Large  scale  participation  in  the  immunization  pro- 
gram is  essential  for  its  success.  Thus,  there  should  be 
a public  commitment  to  assure  some  form  of  compen- 
sation to  those  unavoidably  injured,”  said  sponsor  Sen. 
Paula  Hawkins  (R-FL)  in  May  hearings  on  the  new  bill 
before  the  Senate  Committee  on  Labor  and  Human 
Resources. 

The  bill  should  ease  the  concerns  of  both  parents 
and  vaccine  manufacturers,  said  Sen.  Hawkins.  By 
promising  reimbursement  for  the  medical  expenses  that 
result  from  adverse  reactions,  it  may  restore  public 
confidence  in  the  nation’s  vaccination  program.  By  as- 
suming liability  for  these  adverse  effects,  it  may  en- 
courage drug  companies  to  stay  in  the  vaccine  busi- 
ness. 

If  the  bill  is  passed,  physicians  can  expect:  manda- 
tory recording  requirements  for  each  vaccine’s  lot  and 
number,  plus  the  physician’s  name  and  address;  man- 
datory reporting  requirements  of  every  serious  reac- 
tion occurring  within  30  days  after  vaccination;  new 
regulations  describing  “high-risk”  groups  and  in- 
stances when  vaccination  should  be  delayed  or  avoid- 
ed altogether. 

All  childhood  vaccines  mandated  by  state  laws 
would  be  covered:  diphtheria,  tetanus,  pertussis,  mea- 
sles, mumps,  rubella  and  polio. 

Although  the  AM  A supports  the  concept,  it  has 
several  major  criticisms:  the  court  system  route  should 
be  closed  altogether,  not  left  as  an  alternative  route; 
specific  vaccine  injuries  should  not  be  listed  in  legis- 
lation, because  there  are  too  many  variables;  general 
revenue  funding,  not  surcharges,  should  finance  the 
program;  and  the  list  of  high-risk  groups  and  specific 
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adverse  effects  should  be  eliminated,  because  it  inter- 
feres with  professional  judgment,  according  to  Alan 
Nelson,  M.D.,  a member  of  the  AMA  Board  of  Trust- 
ees who  testified  during  the  hearing. 


Animal  Research  Once 
Again  Under  Fire 

Yielding  to  public  opposition,  researchers  are  turn- 
ing away  from  large-scale  unnecessary  use  of  labora- 
tory animals,  according  to  participants  in  a May  sym- 
posium sponsored  by  the  National  Coalition  for  Science 
and  Technology. 

“There  has  been  a silent  psychological  change 
among  toxicologists,  laboratory  managers,  and  mem- 
bers of  the  public.  There  is  increasing  sensitivity  to 
animals  as  living  beings,”  said  Lawrence  E.  Cunnick, 
president  of  the  consulting  firm  Biocon,  Inc. 

“We  all  have  a stake  in  eliminating  unnecessary  an- 
imal testing  and  accelerating  good  research,”  said 
Donald  Stein,  Ph.D.,  of  Clark  University  and  chair- 
man of  the  Coalition.  “For  anyone  engaged  in 
biomedical  research,  the  value  of  their  work  depends 
on  maintaining  the  health  and  welfare  of  their  animals 
to  the  highest  degree  possible.” 

Animals  may  always  be  essential  to  our  under- 
standing of  surgical  techniques,  immune  responses,  and 
any  basic  biological  function.  Tissue  pathology  is,  in 
many  cases,  an  important  experimental  endpoint. 

Their  emotional  appeal  creates  problems  for  re- 
searchers, however.  Public  uproar  over  animal  care  has 
resulted  in  a flurry  of  new  rules. 

The  pressure  toward  decreasing  animal  use  is  ap- 
parent in  every  comer: 

Private  Industry.  Increasing  numbers  of  industries 
are  upgrading  their  toxicology  methods.  Procter  & 
Gamble  Co.  has  developed  an  alternative  to  the  Draize 
eye  irritation  test  and  now  uses  the  Ames  bacterial  as- 
say instead  of  live  animals  in  first  level  mutagenicity 
screenings.  Smith  Kline  & French  is  offering  Animals 
Welfare  Achievement  Awards  to  encourage  conserva- 
tion of  animals  and  new  in-vitro  techniques.  Revlon 
reports  a 20%  reduction  in  the  number  of  animals  used; 
Avon,  a 33%  reduction;  and  Colgate  Palmolive,  a 50% 
reduction. 

Academic  Institutions.  Increasingly,  toxicologists  are 
experimenting  with  bacteria,  yeast,  fruit  flies,  cell  cul- 
tures, and  even  computers  to  test  chemicals.  The 
University  of  Texas  Medical  Branch’s  Integrated  Func- 
tional Laboratory  uses  an  Apple  II  Plus  Computer  to 
simulate  the  physiological  functions  of  animals,  thus 
reducing  the  number  of  animals  needed  for  laboratory 
instruction.  At  Rockefeller  University,  Dennis  Stark, 
D.V.M.,  Ph.D.,  has  reproduced  the  chemical  hall- 
marks of  irritancy — traditionally  obtained  by  gross  vis- 
ualization using  the  Draize  test — in  chemical-sensitive 
cell  cultures. 

Congress.  At  least  four  bills  focus  attention  on  the 
use  and  care  of  laboratory  animals  in  research:  S-657, 
introduced  by  Sen.  Robert  J.  Dole  (R-KS);  S-773, 
containing  a provision  inserted  by  Sens.  Orrin  Hatch 


(R-UT)  and  Edward  Kennedy  (D-MA);  HR-2350,  in- 
troduced by  Reps.  Doug  Walgren  (D-PA)  and  Edward 
R.  Madigan  (R-IL)  and  passed  by  the  House  last  No- 
vember; and  HR-5098,  newly  introduced  by  Rep. 
Robert  Torricelli  (D-NJ). 

State  Legislators.  This  year  alone,  there  have  been 
an  estimated  120  state  bills  introduced  involving  ani- 
mals; of  these,  at  least  20  directly  relate  to  laboratory 
animals. 

Federal  Agencies.  The  National  Institutes  of  Health 
recently  unveiled  proposed  changes  in  government 
policy  on  animal  experimentation.  The  new  rules,  if 
enacted,  would  require  institutions  to  provide  more 
specific  information  on  animal  research  programs.  An- 
imal research  committees  would  review  and  approve 
the  care  and  use  of  all  animals  in  grant  applications 
and  proposals.  The  regulation,  proposed  April  5,  is 
now  open  for  public  comment. 


New  Drug  Approvals 

The  Food  and  Drug  Administration  (FDA)  ap- 
proved a new  antibiotic,  cefonicid  (Smith  Kline  & 
French  Laboratories).  Because  it  acts  for  up  to  five 
hours  in  the  patient  instead  of  minutes  as  do  current 
antibiotics,  a single  daily  injection  works  as  well  as  four 
daily  injections  of  current  agents.  If  cefonicid  catches 
on,  and  it  will  be  widely  advertised,  it  will  cut  the  costs 
of  administering  antibiotics  in  hospitals  and  make  more 
patients  eligible  for  treatment  as  outpatients.  This  will 
have  a major  impact  on  health  care  costs — one  study 
estimates  that  as  much  as  $277  million  could  be  cut 
from  the  nation’s  hospital  bill  if  the  drug  is  used  suf- 
ficiently widely. 

Cefonicid  is  only  the  first  of  what  are  likely  to  be  a 
series  of  such  long-acting  antibiotics.  Hoffman-La 
Roche  has  applied  to  the  FDA  for  approval  for  anoth- 
er, similar  agent  with  an  even  longer  action  and  a 
slightly  different  spectrum  of  antibacterial  activity. 

FDA  is  getting  ready  to  approve  the  use  of  a kidney 
stone  drug  which  will  help  prevent  the  formation  of 
some  types  of  kidney  stones  and  thus  avoid  the  need 
of  surgery.  The  drug  is  potassium  citrate  (Urocit,  Mis- 
sion Pharmacal).  It  is  one  of  the  so-called  orphan  drugs 
although  the  studies  leading  to  the  pending  approval 
were  supported  by  NIH  rather  by  FDA. 


Ibuprofen  Goes  Over-the- 
Counter 

The  popular  painkiller,  ibuprofen — marketed  under 
the  brand  names  Motrin  and  Rufen — will  soon  be 
available  as  an  over-the-counter  drug.  The  Food  and 
Drug  Administration  approved  non-prescription  mar- 
keting of  the  drug  on  May  18. 

The  drug  will  be  labeled  for  temporary  relief  of 
aches,  pain  from  menstrual  cramps,  and  fever  reduc- 
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tion.  Manufacturers  say  the  drug  causes  less  stomach 
irritation  and  less  risk  of  overdose  than  aspirin. 

One  product,  produced  by  Upjohn  Co.  and  distrib- 
uted by  Bristol-Myers,  will  be  called  Nuprin.  A second 
product,  marketed  by  Whitehall  Laboratories,  will  be 
sold  as  Advil.  Both  companies  said  distribution  and 
advertising  of  the  painkiller  will  begin  as  soon  as  pos- 
sible. 


announcement/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


Aug. 

9-12 

Aug. 

12-16 

Aug. 

19-23 

Aug. 

20-22 

Aug. 

26-31 

Aug. 

27-29 

International  Doctors  in  Alcoholics  Anony- 
mous— Hyatt  Regency,  Minneapolis 
International  Society  for  Experimental 
Hematology — Atlanta  Downtown  Marriott 
Hotel 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Indianapolis 
International  Congress  on  Hyperbaric  Med- 
icine— Hyatt  Regency,  Long  Beach,  Cal. 
American  Physiological  Society — Hyatt  Re- 
gency, Lexington,  Ky. 

American  Medical  Fly  Fishing  Associa- 


tion— Ranch  Hotel,  West  Yellowstone, 
Mont. 

. 5 World  Congress  on  Pain  (sponsored  by  IntT. 
Association  for  the  Study  of  Pain) — Seattle 
International  Congress  of  the  International 
Academy  of  Pathology — Fontainebleau  Hil- 
ton, Miami  Beach 

American  Electroencephalographic  Soci- 
ety— Hotel  Utah,  Salt  Lake  City 
American  Group  Practice  Association — 
Leows  Anatole,  Dallas 
American  Institute  of  Ultrasound  in  Medi- 
cine— Westin  Crown  Center,  Kansas  City, 
Mo. 

American  Academy  of  Pediatrics — Hyatt 
Regency,  Chicago 

American  Academy  of  Otolaryngic  Aller- 
gy— Las  Vegas 

American  College  of  Radiology — Century 
Plaza,  Los  Angeles 

American  Thyroid  Association — Waldorf 
Astoria,  New  York 

American  Association  for  the  Surgery  of 
Trauma — Hyatt  Regency,  New  Orleans 
American  College  of  Nutrition — Boston  Park 
Plaza 

American  Society  of  Bariatric  Physicians — 
MGM  Grand,  Reno,  Nev. 

American  Society  of  Internal  Medicine — 
Hilton  Palacio,  San  Antonio,  Tex. 

American  Academy  of  Occupational  Medi- 
cine— Hotel  Utah,  Salt  Lake  City 
Congress  of  Neurological  Surgeons — Hilton 
Oct.  5 Hotel,  New  York 


Aug. 

31-Sept 

Sept. 

3-7 

Sept. 

10-15 

Sept. 

12-15 

Sept. 

15-19 

Sept. 

15-20 

Sept. 

16-20 

Sept. 

17-20 

Sept. 

19-22 

Sept. 

20-22 

Sept. 

20-22 

Sept. 

20-23 

Sept. 

20-23 

Sept. 

25-28 

Sept. 

30- 

Dodson  leads  the  way  to  DIVIDENDS 


On  Workers’ 

Compensation 

Insurance 

A service  approved  by 
Tennessee  Medical  Association 

Dividends  have  averaged  24%  over  the  past 
five  years.  Now,  a 15%  advance  discount 
applies  when  your  policy  is  issued.  Yearly 
dividends  are  paid  as  earned. 

For  details,  write  or  call  our  toll-free  number 
800-821-3760. 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 

P.O.  Box  559 
Kansas  City,  MO  64141 
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Tennessee  Medical  Association 
Membership  Statistics — July,  1984 


CAROLYN  SANDLIN 
TMA  Membership  Department 

The  Tennessee  Medical  Association  continues  to 
reap  the  benefits  of  an  in-house  computer  by  provid- 
ing current  information  for  and  to  the  membership. 
The  overwhelming  response  to  the  TMA  request  for 
the  membership  profiles  has  made  our  information 
more  accurate. 

The  Association  has  4,817  dues-paying  members  and 
798  members  who  are  exempt  from  dues  because  of 
age,  retirement  at  age  65,  disability,  military,  and  stu- 
dent status.  Our  statistics  also  show  that  60%  of  the 
membership  has  been  certified  by  the  American  Spe- 
cialty Boards. 

Figure  1 shows  that  the  percentage  of  the  TMA 
membership  with  degrees  from  Tennessee  Medical 
schools  has  dropped  from  59%  last  year  to  58%  cur- 
rently, with  2,520  graduates  from  the  University  of 


Tennessee  Center  for  Health  Sciences,  628  graduates 
from  Vanderbilt  University  School  of  Medicine,  and 
72  graduates  from  Meharry  Medical  College.  Figure  2 
lists  all  of  the  medical  schools  in  the  United  States  and 
Canada  represented  in  the  TMA  membership. 

Figure  3 provides  a study  in  age  distribution.  Phy- 
sicians in  the  35  to  45  year  age  group  comprise  29% 
of  the  membership  compared  to  28%  last  year,  and  the 
65  and  over  age  group  comprise  14%  this  year  as  com- 
pared to  13%  last  year.  The  female  membership  re- 
mains at  5%,  with  280  members. 

Figure  4 gives  the  number  of  physicians  in  the  listed 
specialties  as  indicated  by  the  physician  or  as  listed  by 
the  Licensing  Board  for  the  Healing  Arts  for  the  State 
of  Tennessee. 


FIGURE  1 

TMA  MEMBERSHIP  PROFILE  BY  LOCATION  OF  MEDICAL  EDUCATION 
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FIGURE  2 

MEDICAL  SCHOOLS  IN  UNITED  STATES  AND  CANADA  REPRESENTED  IN  TMA  MEMBERSHIP 


University  of  Tennessee/TN  2,520 

Vanderbilt  University/TN  628 

Tulane  University/LA  100 

Loma  Linda  University/CA  78 

University  of  Louisville/KY  77 

Emory  University/GA  74 

University  of  Virginia/VA  74 

Meharry  Medical  College/TN  72 

Medical  College  of  Georgia/GA  67 

University  of  Arkansas/AR  62 

Duke  University/NC  61 

University  of  Mississippi/MS  57 

Medical  College  of  Virginia/VA  56 

Johns  Hopkins  University/MD  55 

University  of  Alabama/AL  50 

Harvard  Medical  School/MA  46 

Washington  University/MO  44 

University  of  Pennsylvania/PA  43 

Louisiana  State  University/LA  41 

University  of  North  Carolina/NC  37 

Medical  College  of  South  Carolina/SC  37 

Bowman  Gray  School  of  Medicine/NC  36 

Indiana  University/IN  36 

Northwestern  University/IL  32 

University  of  lllinois/IL  31 

Baylor  College  of  Medicine/TX  29 

Jefferson  Medical  College/PA  29 

Ohio  State  University/OH  28 

University  of  Michigan/Ml  27 

George  Washington  University/DC  26 

University  of  Cincinnati/OH  23 

University  of  Texas/TX  23 

Columbia  University/NY  22 

Temple  University/PA  20 

University  of  Oklahoma/OK  1 9 

St.  Louis  University/MO  19 

Wayne  State  University/Ml  19 

University  of  Kansas/KS  1 8 

University  of  Kentucky/KY  1 8 

University  of  Rochester/NY  1 8 

Cornell  University/NY  17 

State  University  of  New  York,  Brooklyn/NY  1 7 

University  of  Maryland/MD  16 

Case  Western  Reserve  University/OH  15 

Georgetown  University/DC  15 

University  of  lowa/IA  1 5 

New  York  University/NY  15 

West  Virginia  University/WV  1 5 

University  of  Wisconsin/WI  1 5 

University  of  Florida/FL  14 

University  of  Pittsburgh/PA  1 4 

University  of  Texas,  Southwestern/TX  14 

Pritzker  School  of  Medicine/IL  13 

University  of  Miami/FL  12 

Medical  College  of  Wisconsin/WI  1 2 

McGill  University/Canada  1 1 

New  York  Medical  College/NY  1 1 

Yale  University/CT  1 1 

Loyola  University/IL  10 


Hahnemann  Medical  College/PA  9 

Tufts  University/MA  9 

University  of  Minnesota/MN  8 

University  of  Nebraska/NE  8 

Medical  College  of  Pennsylvania/PA  8 

Albany  Medical  College/NY  7 

Boston  University/MA  7 

University  of  Colorado/CO  7 

Howard  University/DC  7 

University  of  Missouri/MO  7 

University  of  California/CA  6 

State  University  of  New  York,  Buffalo/NY  6 

University  of  Vermont/VT  6 

University  of  Washington/WA  6 

University  of  South  Alabama/AL  5 

Creighton  University/NE  5 

Dalhousie  University/Canada  5 

University  of  South  Florida/FL  5 

State  University  of  New  York,  Syracuse/NY  5 

University  of  Western  Ontario/Canada  5 

University  of  Utah/UT  5 

University  of  Alberta/Canada  4 

Chicago  Medical  School/IL  4 

University  of  Ottawa/Canada  4 

Pennsylvania  State  University/PA  4 

University  of  Southern  California/CA  3 

Louisiana  State  University/LA  3 

University  of  Manitoba/Canada  3 

Mayo  Medical  School/MN  3 

Mount  Sinai  School  of  Medicine/NY  3 

Ohio  State  University/OH  3 

University  of  Oregon/OR  3 

Rush  Medical  College/IL  3 

University  of  Texas,  San  Antonio/TX  3 

University  of  British  Columbia/Canada  2 

University  of  California,  Los  Angeles/CA  2 

University  of  Connecticut/CT  2 

Memorial  University  of  Newfoundland/Canada  2 

Southern  Illinois  Medical  School/IL  2 

Michigan  State  University/Ml  2 

University  of  New  Mexico/NM  2 

University  of  Toronto/Canada  2 

Albert  Einstein  College/NY  1 

University  of  Arizona/AZ  1 

University  of  Calgary/Canada  1 

University  of  California,  Irvine/CA  1 

University  of  California,  San  Diego/CA  1 

Denver  & Gross  College/CO  1 

East  Virginia  Medical  School/VA  1 

General  Medical  College/IL  1 

Laval  University/Canada  1 

McMaster  University/Canada  1 

University  of  Montreal/Canada  1 

New  Jersey  Medical  School/NJ  1 

University  of  North  Dakota/ND  1 

University  of  Puerto  Rico/PR  1 

Queens  University/Canada  1 

Texas  Tech  University/TX  1 

Foreign  Medical  Schools  389 


428 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


FIGURE  3 

TMA  MEMBERSHIP  PROFILE  BY  AGE 


FIGURE  4 


NUMBER  OF  TMA  MEMBERS  IN  LISTED  SPECIALTIES* 


Internal  Medicine 

711 

Neurological  Surgery 

79 

General  Preventive  Medicine 

11 

Family  Practice 

521 

Dermatology 

72 

Pediatric  Surgery 

10 

General  Surgery 

493 

Plastic  Surgery 

66 

Hematology 

9 

Obstetrics/Gynecology 

348 

Thoracic  Surgery 

59 

Nuclear  Medicine 

9 

General  Practice 

311 

Gynecology 

48 

Colon  & Rectal  Surgery 

8 

Pediatrics 

306 

Gastroenterology 

47 

Pediatric  Allergy 

7 

Orthopedic  Surgery 

248 

Neurology 

46 

Endocrinology 

7 

Anesthesiology 

242 

Pulmonary  Diseases 

38 

Otology 

7 

Radiology 

219 

Occupational  Medicine 

35 

Pediatric  Cardiology 

6 

Ophthalmology 

212 

Cardiovascular  Surgery 

30 

Physical  Med.  Rehabilitation 

6 

Psychiatry 

188 

Oncology 

29 

Aerospace  Medicine 

5 

Pathology 

187 

Public  Health 

29 

Diabetes 

5 

Urology 

154 

Child  Psychiarty 

18 

Neonatal-Perinatal  Medicine 

5 

Otorhinolaryngology 

114 

Rheumatology 

18 

Child  Neurology 

4 

Cardiovascular  Diseases 

98 

Allergy  Immunology 

16 

Obstetrics 

3 

Emergency  Medicine 

95 

Nephrology 

16 

Other 

22 

Diagnostic  Radiology 

86 

Therapeutic  Radiology 

15 

‘Only  primary  specialties  listed  in  this  study. 
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TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 

CHATTANOOGA  CHOO  CHOO  CENTENNIAL  CENTER 
October  1-2, 1984 


MONDAY,  OCTOBER  1, 1984  TUESDAY,  OCTOBER  2, 1984 


7:30  a.m. 

Registration 

7:30  a.m. 

Registration 

ADVANCES  IN  SURGERY 
AND  FAMILY  PRACTICE 

ADVANCES  IN  ENDOCRINOLOGY 

8:15  a.m.  Howard  R.  Nankin,  M.D.,  Columbia,  SC 

8:15  a.m. 

John  J.  Bergan,  M.D.,  Chicago 
“ADVANCES  IN  VASCULAR  SURGERY” 

“SEXUAL  DYSFUNCTION 
IN  THE  MALE” 

9:00  a.m. 

Abe  Macher,  M.D.,  Bethesda,  MD 
“ACQUIRED  IMMUNE  DEFICIENCY 
SYNDROME” 

9:00  a.m. 

Harold  E.  Lebovitz,  M.D.,  Brooklyn 
“SECOND  GENERATION  ORAL 
HYPOGLYCEMIC  AGENTS” 

9:45  a.m. 

Coffee  Break — Exhibit  Visitation 

9:45  a.m. 

Coffee  Break — Exhibit  Visitation 

10:15  a.m. 

Eugene  A.  Stead,  Jr.,  M.D.,  Durham,  NC 
“UNIQUENESS  OF  THE  ELDERLY  PATIENT” 

10:15  a.m. 

Robert  S.  Weinstein,  M.D.,  Augusta,  GA 
“METABOLIC  BONE  DISEASE” 

1 1 :00  a.m. 

Melvin  J.  Steinhart,  M.D.,  Albany,  NY 
“THE  EMOTIONAL  ASPECT  OF  A 

1 1 :00  a.m. 

James  G.  Johnson,  M.D.,  Memphis 
“ACUTE  RENAL  FAILURE” 

MYOCARDIAL  INFARCTION” 

11:45  a.m. 

Questions  & Answers 

11:45  a.m. 

Questions  & Answers 

12:00  noon 

LUNCHEON 

12:00  noon 

LUNCHEON 

Studio  Room,  Chattanooga  Choo-Choo 
SPEAKER:  Fred  J.  Young,  Chicago 
SUBJECT:  “PERSONAL  FINANCIAL 

Studio  Room,  Chattanooga  Choo-Choo 
SPEAKER:  Margaret  Rhea  Seddon,  M.D. 
Houston 

SUBJECT:  “A  VIEW  FROM  SPACE” 

SECURITY” 


FRONTIERS  OF  MEDICINE 

1 :30  p.m.  Anne  Colston  Wentz,  M.D.,  Nashville 
“IN-VITRO  FERTILIZATION” 

2:15  p.m.  William  W.  Stead,  M.D.,  Durham,  NC 
"COMPUTERS  IN  MEDICINE” 

3:00  p.m.  Coffee  Break — Exhibit  Visitation 
3:30  p.m.  Robert  H.  Alford,  M.D.,  Nashville 

“IMMUNIZATIONS  1984:  HEPATITIS  B, 
HERPES,  INFLUENZA  AND 
PNEUMOCOCCUS” 

4:15  p.m.  Roy  Curtiss,  III,  Ph.D.,  St.  Louis 

“GENETIC  ENGINEERING  AND  OTHER 
SOCIO-MEDICAL  ISSUES” 

5:00  p.m.  Questions  & Answers 


ADVANCES  IN  INTERNAL  MEDICINE 


1:30  p.m. 

John  W.  Hollifield,  M.D.,  Nashville 
“SUDDEN  DEATH” 

2:15  p.m. 

James  K.  Penry,  M.D.,  Winston-Salem,  NC 
“ADVANCES  IN  EPILEPSY” 

3:00  p.m. 

Coffee  Break — Exhibit  Visitation 

3:30  p.m. 

Thomas  G.  Peters,  M.D.,  Memphis 
“TRANSPLANTATION— UPDATE” 

4:15  p.m. 

Martin  J.  Collen,  M.D.,  Bethesda,  MD 
“MEDICAL  TREATMENT  OF  PEPTIC  ULCER 
DISEASE” 

5:00  p.m. 

Questions  & Answers 
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Ureteroscopic  Stone  Removal: 

Early  Experience  in  a Rural 
Tennessee  Community  Hospital 

PAUL  J.  MARSIDI,  M.D.  and  SUSANNE  D.  McNEELY,  R.N. 


Ureterorenoscopic  stone  removal  has  been 
used  with  increasing  frequency,  and  its  routine 
use  in  rural  hospitals  can  reduce  morbidity  and 
lost  work  hours. 

Materials  and  Methods 

Since  May  1983  we  have  used  the  11.5  Storz 
ureterorenoscope  which  consists  of  a 41-cm  sheath 
with  a 5 french  working  channel  and  a 5°  or 
70°  lens.  With  proper  equipment  it  can  be  used 
to  dilate,  fulgurate,  biopsy,  and  remove  stones 
with  or  without  ultrasonic  fragmentation. 

Between  May  1983  and  May  1984  we  used  the 
ureterorenoscope  in  23  patients  for  ureteral  stone 
extraction;  17  were  in  men.  The  ages  ranged  from 
23  to  70  years.  All  of  the  stones  were  analyzed 
as  calcium  oxalate  except  one  uric  acid  stone. 
Two  patients  had  multiple  calculi  removed  dur- 
ing the  same  stay.  Nine  patients  went  home  the 
day  following  surgery,  and  78%  were  discharged 
within  four  days.  Two  patients  needed  open  sur- 
gery for  perforation  or  avulsion  of  the  ureter.  One 
patient  had  several  oxalate  stones  as  a result  of 


From  the  Department  of  Urology,  Baptist  Memorial  Hospital, 
Union  City,  Tenn. 

Reprint  requests  to  1020  Reelfoot  Ave.,  Union  City,  TN  38261 
(Dr.  Marsidi). 


his  ileal  bypass  for  obesity,  necessitating  several 
procedures  for  stone  removal,  but  during  his  most 
recent  admission  no  stone  could  be  seen  on  x- 
ray.  The  question  arose  if  the  patient  has  become 
a drug  addict,  but  at  diagnostic  ureteroscopy  four 
stone  fragments  were  removed.  In  this  instance, 
use  of  the  ureteroscope  prevented  unnecessary 
suffering  and  mislabeling  of  the  patient.  A 70- 
year-old  patient  underwent  a transurethral  pros- 
tatectomy without  any  ill  effects  immediately  aft- 
er stone  removal. 

Discussion 

Endoscopic  diagnosis  and  treatment  have  fas- 
cinated man  for  centuries,  but  the  first  endoscop- 
ic attempt  was  attributed  to  Bozzini  in  1806.  Since 
then  the  use  of  endoscopy  found  many  applica- 
tions in  various  forms,  of  which  cystoscopy  is  the 
most  widely  used. 

It  is  natural  that  urologists  tried  to  extend  their 
reach  farther  than  the  bladder,  into  the  ureter  and 
kidney.  Ureteral  endoscopy  is  one  of  the  newer 
techniques  utilizing  both  flexible  and  rigid  instru- 
ments. Experimental  use  of  the  ureteroscope  has 
been  reported  by  several  authors,  starting  with 
Goodman,1  who  used  a pediatric  cystoscope,  and 
further  developed  by  Lyon  et  al2  3 who  has  been 
involved  in  over  200  applications  of  the  uretero- 
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scope.  Although  the  point  of  the  procedure  is  to 
avoid  open  surgery,  he  reported  failure  necessi- 
tating open  surgery  in  10%  of  the  cases.  Never- 
theless, he  advocates  the  use  of  the  ureteroren- 
oscope  because  it  allows  direct  visualization  and 
recognition  of  the  defect.  It  also  allows  accurate 
grasping  of  stones,  providing  an  element  of  se- 
curity unachievable  with  the  Dormia  basket.  Al- 
though the  authors  reported  their  experience  only 
in  stone  removal,  several  other  applications  are 
possible. 

Used  in  the  renal  pelvis,  it  may  help  in  the 
diagnosis  of  structural  distortion  such  as  renal  tu- 
mors, tuberculosis,  abscess,  pyelonephritis,  ste- 
nosis and  papillary  necrosis,  determination  of 
function,  e.g.,  in  ureteropelvic  junction  obstruc- 
tion, and  diagnosis  of  filling  defects,  e.g.,  blood 
clots,  tumor,  and  sloughed  papillae. 

Direct  visualization  of  filling  defects  in  the 
ureter,  e.g.,  in  ureteritis  cystica  and  with  non- 
opaque stones,  will  limit  or  eliminate  ambiguous 
diagnoses  such  as  “essential  hematuria,”  “filling 
defect,”  and  “either  blood  clot  or  nonopaque 


stone”  that  we  have  all  encountered  in  medical 
practice. 

Kaufman4  warned,  however,  against  over-en- 
thusiasm in  using  new  urologic  endoscopic  pro- 
cedures, and  in  his  article  stressed  that  compli- 
cations do  occur.  The  patient  should  be  informed 
of  the  inherent  risk  of  such  procedures,  and  the 
urologist  must  be  wary  of  the  problems  that  might 
occur.  He  also  urged  urologists  to  report  their 
experience  in  upper  tract  endoscopy. 

Although  until  recently  the  use  of  this  instru- 
ment has  been  largely  limited  to  major  institu- 
tions, with  increased  experience  and  commercial 
availability,  it  will  be  used  more  and  more  as  the 
procedure  of  choice.  Properly  used,  the  uretero- 
renoscope  can  reduce  diagnostic  procedures  and 
lost  work  hours,  resulting  in  cost  effectiveness 
benefiting  the  hospital,  physician,  and  patient, 
even  in  a rural  setting  as  we  have  shown,  r ^ 
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Help  for  Impaired  Physicians 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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Small  Cell  Carcinoma  of  the 

Esophagus: 

Case  Report  and  Review  of  the  Literature 

ANAND  KARNAD,  M.D.  and  THOMAS  R.  POSKITT,  M.D. 


Small  cell  carcinoma  of  the  esophagus  is  a rare 
tumor,  first  described  by  McKeown  in  1952. 1 Ap- 
proximately 24  cases  have  been  described  in  the 
medical  literature.  These  cases  have  both  histo- 
logic and  clinical  characteristics  of  small  cell  lung 
cancer  with  a rapidly  fatal  course  when  untreat- 


From the  Department  of  Internal  Medicine,  East  Tennessee  State 
University,  Quillen-Dishner  College  of  Medicine  and  the  Mountain 
Home  Veterans  Administration  Medical  Center,  Johnson  City.  Tenn. 

Reprint  requests  to  Veterans  Administration  Medical  Center. 
Mountain  Home,  TN  37684  (Dr.  Poskitt). 


ed.2  Our  patient  had  a prompt  remission  with 
combination  chemotherapy  despite  the  presence 
of  extensive  metastases.  Recent  reports  have 
likewise  indicated  a good  response  to  multi-agent 
chemotherapy.3-4 

Case  Report 

A 46-year-old  man  jvith  a one-month  history  of  dysphagia 
was  found  to  have  an  irregular  filling  defect  and  stricture  of 
the  mid-esophagus  on  barium  esophagram  (Fig.  1A).  Physi- 
cal examination  revealed  an  enlarged,  nontender  liver  as  well 


Figure  1.  (A)  Spot  film  of  barium  esophagram  performed  on  admission  demonstrating  mid-esophageal  mucosal  defects  and  severe  stricture 
(arrow).  (B)  Reexpansion  of  lumen  after  two  cycles  of  chemotherapy. 
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as  firm,  nontender,  mobile  2-cm  lymph  nodes  in  both  axillae 
and  groin.  Neurological  examination  was  unremarkable.  Eso- 
phagoscopy  showed  an  irregular  stricture  28  cm  from  the  in- 
cisors with  the  lumen  measuring  3 to  4 mm.  A fine  needle 
aspirate  of  the  axillary  and  inguinal  lymph  nodes,  a liver  bi- 
opsy, and  biopsy  of  the  esophageal  lesion  all  showed  undif- 
ferentiated small  cell  carcinoma.  Because  of  the  possibility  of 
an  occult  primary  bronchogenic  carcinoma  eroding  into  the 
adjacent  mid-esophagus,  a CT  scan  of  the  chest  as  well  as 
bronchoscopy  were  performed  and  were  both  normal.  A CT 
scan  of  the  brain  showed  multiple  metastases  in  the  right  par- 
ietal cortex.  The  patient  was  treated  with  five  cycles  of  cyclo- 
phosphamide 750  mg/sq  m,  doxorubicin  50  mg/sq  m,  and  vin- 
cristine 1 mg/sq  m every  three  weeks  in  addition  to  receiving 
3,000  rads  of  whole  brain  radiation.  After  two  courses  of 
chemotherapy,  the  patient’s  dysphagia  resolved,  and  repeat 
barium  esophagram  showed  irregular  mucosal  defects  but  no 
stricture  (Fig.  IB).  On  completion  of  whole  brain  radiation, 
a repeat  CT  scan  showed  complete  resolution  of  the  metas- 
tases. Six  months  after  starting  chemotherapy,  he  was  read- 
mitted with  dysphagia.  A barium  esophagram  revealed  marked 
mucosal  defects  and  stricture.  His  condition  deteriorated  rap- 
idly with  the  development  of  Gram-negative  sepsis,  and  he 
died  shortly  thereafter;  postmortem  examination  was  denied. 


Comments 

Extrapulmonary  small  cell  carcinomas  are  rel- 
atively uncommon  neoplasms.  In  a series  of  400 
patients  with  a histologic  diagnosis  of  small  cell 
carcinoma  seen  in  a six-year  period  at  two  insti- 
tutions, Fer  et  al5  found  20  patients  (5%)  who 
had  no  detectable  pulmonary  lesions.  McKeown1 
found  only  two  extrapulmonary  small  cell  carci- 
nomas in  9,000  autopsies.  Extrapulmonary  small 
cell  carcinoma  has  been  described  in  a variety  of 
sites  as  listed  in  Table  1 . Approximately  24  cases 
of  small  cell  carcinoma  of  the  esophagus  have 
been  reported  in  the  English  literature  (Table  2). 
These  have  usually  been  single  case  reports,  and 
the  true  incidence  is  difficult  to  evaluate.  The  tu- 
mor occurs  twice  as  often  in  men  as  in  women 
with  an  age  range  from  52  to  76.  They  are  usu- 
ally fungating  or  polypoid  lesions  occurring  with 
equal  frequency  as  solitary  lesions  in  the  middle 
and  lower  thirds  of  the  esophagus.  An  apparent 
multifocal  presentation  has  been  reported  in  one 
case.4 

Microscopically,  about  one-half  of  the  cases 
have  been  pure  small  cell  carcinoma,  whereas 
others  have  shown  intermingled  squamous  cell 
carcinoma  with  two  cases  showing  glandular  dif- 
ferentiation. Ultrastructurally,  a classic  feature  has 
been  the  presence  of  cytoplasmic  argyrophil 
granules. 

Earlier  reports  indicated  a dismal  prognosis 


with  an  average  survival  of  six  months  after  di- 
agnosis. More  recently  the  use  of  chemotherapy 
has  shown  encouraging  results.  Kelsen  et  al3 
treated  a patient  with  chemotherapy  alone  and 
achieved  a partial  remission  with  a survival  of 
nine  months.  Fer  et  al5  reported  a patient  with 
supraclavicular  lymph  node  metastastes  who  was 
treated  with  multi-agent  chemotherapy  and 
achieved  a complete  remission  confirmed  at  au- 
topsy 11  months  later.  Rosenthal  and  Lemkin4 
reported  a complete  though  brief  remission  with- 
out evidence  of  metastases  after  five  courses  of 
combination  chemotherapy  in  a patient  with 
multiple  synchronous  small  cell  carcinomas  of  the 
esophagus.  Our  patient,  although  having  meta- 
static disease  to  liver,  lymph  nodes,  and  brain, 
achieved  a rapid  partial  response  to  chemother- 
apy and  whole  brain  radiation  therapy. 

Small  cell  carcinoma  has  to  be  considered  in 
the  differential  diagnosis  of  undifferentiated  can- 
cer of  the  esophagus,  especially  when  metastases 
involve  the  liver,  brain,  or  peripheral  lymph 
nodes.  The  importance  of  careful  histologic  eval- 
uation has  to  be  stressed  so  as  to  identify  small 
cell  carcinoma  that  may  be  associated  with  inter- 
mingling squamous  differentiation.  A pathologic 
diagnosis  of  undifferentiated  esophageal  carci- 
noma should  be  pursued,  if  possible,  with  elec- 
tron microscopic  evaluation  to  attempt  to  identi- 
fy characteristic  neurosecretory  granules.  Early 
recognition  is  important,  and  initial  treatment 
should  consist  of  standard  chemotherapy  used  in 
treating  small  cell  carcinoma  of  the  lung.  If  a large 
obstructing  primary  lesion  fails  to  respond 
promptly  to  chemotherapy,  radiation  therapy 
would  appear  to  be  a logical  alternative  in  view 


TABLE  1 

SITES  OF  EXTRAPULMONARY  SMALL  CELL  CARCINOMA 


Paranasal  Sinuses 

Minor  Salivary  Glands 

Hypopharynx 

Larynx 

Trachea 

Gastrointestinal  Tract 

Thymus 

Skin 

Breast 

Prostate 

Cervix 
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TABLE  2 


REPORTED  CASES  OF  SMALL  CELL  CARCINOMA  OF  THE  ESOPHAGUS 


Authors/Year 

Treatment 

Course 

Metastases  at  Autopsy 

McKeown,  1952 
(2  cases) 

1.  Died  5 days  after  admission 

2.  Died  in  hospital 

1.  Lymph  nodes,  liver,  adrenals,  bone  mar- 
row 

2.  Lymph  nodes 

Morson  et  al 

? 

? 

? 

Turnbull  et  al,  1975 

Surgery 

Died  18  months  postoperatively 

Lymph  nodes,  adrenals,  liver,  pancreas 

Rosen  et  al,  1975 

- 

Died  5th  hospital  day 

Liver,  ribs,  pleura,  vertebrae,  lymph  nodes 

Cooke  et  al,  1976 

Surgery 

Died  immediately  postoperatively 

Lymph  nodes 

Matsusaka  et  al,  1976 
(3  cases) 

1 . Died  1 month  after  diagnosis 

2.  Died  3 months  after  admission 

3.  Died  soon  after  admission 

All  had  widespread  metastases 

Tateishi  et  al,  1976 
(6  cases) 

All  had  surgery 

4 died  an  average  of  6 months  postoper- 
atively. One  alive  at  24  months;  one  alive 
at  14  months 

All  had  widespread  metastases 

Imai  et  al,  1978 

Bleomycin 

No  response;  died  6 months  after  diagno- 
sis 

Liver,  spleen,  vertebrae,  lymph  nodes 

Horaei  et  al,  1978 

? 

? 

9 

Kelsen  et  al,  1980 

DDP,  VP-16  followed 
by  CAV 

Partial  remission;  died  11  months  after  di- 
agnosis with  bone  metastases 

No  autopsy 

Reid  et  al,  1980 

Surgery  followed  by 
chemotherapy  (drug 
not  stated) 

Response  not  stated;  Died  7 months  after 
diagnosis 

Liver 

Sarmer,  1981 

- 

Died  1 month  after  diagnosis 

Liver,  adrenals,  kidney,  vertebrae,  pleura, 
lymph  nodes 

Rosenthal  and 
Lemkin,  1983 

CAV 

Complete  remission;  patient  alive  after  5 
cycles  of  CAV;  no  evidence  of  disease 

Present  case 

CAV 

Whole  brain  RT 

Disappearance  of  brain  metastastes;  im- 
provement in  primary  lesion.  Died  at  6 
months 

No  Autopsy 

Abbreviations:  CAV — Cyclophosphamide,  Adriamycin,  vincristine 
RT — Radiotherapy 
DDP — Cis-Diaminedichloroplatinum 


of  the  radiosensitivity  of  small  cell  carcinoma  in 
general.  Since  extrapulmonary  small  cell  cancers 
also  have  a high  potential  for  early  metastasis, 
prophylactic  whole  brain  radiation  might  also  be 
considered. 

Summary 

A 46-year-old  man  with  small  cell  carcinoma 
of  the  esophagus  and  extensive  metastases  to  liv- 
er, brain,  and  peripheral  lymph  nodes  was  treat- 
ed with  combination  chemotherapy  and  whole 
brain  radiation,  resulting  in  a prompt  remission 
with  significant  palliation  lasting  six  months.  Al- 
though this  is  an  uncommon  tumor,  recognition 


is  important  because  of  its  responsiveness  to 
chemotherapy  and  the  potential  for  significant 
palliation  of  symptoms  without  surgical  interven- 
tion. r y 
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Pleuropericardial  Window 
Without  Thoracotomy: 
The  Subxyphoid  Approach 


PATRICIO  A.  I LAB  AC  A,  M.D. 


Pericarditis  can  occur  as  a primary  disease  or 
secondary  to  a systemic  disease.  Inflammation  of 
the  pericardium  can  manifest  itself  in  various 
pathologic  changes  which  may  lead  to  accumula- 
tion of  fluid  within  the  pericardial  sac.  Evacua- 
tion of  this  fluid  is  sometimes  necessary  and  the 
creation  of  a pleuropericardial  window  through 
an  anterior  thoracotomy  has  been  advocated  for 
chronic  or  recurrent  pericardial  effusions.  The 
subxyphoid  approach  has  also  been  described  to 
make  a pericardial  window  without  entering  the 
pleural  space.14 

In  this  communication  a technique  describing 
the  creation  of  a pleuropericardial  window 
through  the  subxyphoid  approach  is  described. 

Anatomic  Considerations 

The  anterior  wall  of  the  pericardium  is  par- 
tially covered  by  the  lungs  and  separated  from  it 
by  the  mediastinal  pleura,  which  is  intimally  ad- 
herent to  the  pericardium.  The  external  projec- 
tion of  the  pericardium  and  pleura  in  the  ante- 
rior chest  wall  is  shown  in  Fig.  1. 

Surgical  Technique 

Under  general  anesthesia  and  with  the  patient 
in  the  supine  position,  a vertical  incision  is  made 
over  the  last  1 cm  of  the  sternal  body  and  carried 
down  to  about  2 cm  below  the  end  of  the  xy- 
phoid  process.  The  incision  is  deepened  in  the 
midline  of  the  abdomen  by  severing  the  linea  alba 
and  then  the  dissection  is  carried  superiorly  be- 
neath the  costal  margin  in  the  preperitoneal 
space.  The  xyphoid  process  and  about  1 cm  of 


From  Baptist  Memorial  Hospital,  Memphis. 
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Figure  1.  Pleural  and  pericardial  projections  over  the  chest  wall.  Note 
right  anterior  overlapping  of  pleura  and  pericardium  (cross-hatched 
area). 


sternum  are  removed  with  a rongeur.  The  peri- 
cardial sac  at  this  point  is  easily  and  directly  ac- 
cessible to  the  surgeon. 

A retractor  is  placed  behind  the  sternum  and 
with  the  assistant  pulling  up  on  it,  the  pericar- 
dium is  incised  and  the  fluid  aspirated.  With  the 
electrocautery  the  pericardial  incision  is  carried 
caudad  to  ±0.5  cm  of  the  diaphragmatic  reflec- 
tion and  cephalad  for  4 to  5 cm.  At  both  ends, 
the  pericardial  incision  is  carried  to  the  right  with 
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the  lungs  deflated,  opening  the  pleura.  A pleu- 
ropericardial flap  is  created  and  removed  en  bloc 
thus  creating  a pericardial  window.  Care  must  be 
taken  not  to  extend  the  incision  too  far  poste- 
riorly in  the  pericardium  to  avoid  damage  to  the 
phrenic  nerve.  A chest  tube  is  left  in  the  right 
chest  and  the  pericardial  sac,  and  then  the  wound 
is  closed  in  layers  in  routine  fashion. 

We  have  used  this  technique  in  six  patients 
with  massive  uremic  and  metastatic  pericardial 
effusions  with  excellent  control  of  drainage,  no 
recurrence  of  effusions,  and  no  pleural  compli- 


cations. It  should  not  be  used  if  infection  is  sus- 
pected because  of  secondary  contamination  of  the 
right  pleural  cavity;  open  pericardial  drainage 
without  entering  the  pleura  would  be  preferable 
in  these  cases.  r ^ 
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PENINSULA  HOSPITAL 

Louisville.  Tennessee 


Peninsula  Hospital  is  a 75-bed  private  psychiatric  hospi- 
tal, providing  treatment  for  acute  emotional  disturbances, 
drug  and  alcohol  abuse,  for  both  adolescents  and  adults. 

Peninsula  is  fully  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  is  a member  of  the  Amer- 
ican Hospital  Association,  Tennessee  Hospital  Associa- 
tion, Federation  of  American  Hospitals  and  the  National 
Association  of  Private  Psychiatric  Hospitals. 

The  Professional  Staff  is  composed  of  psychiatrists,  li- 
censed clinical  psychologists,  psychiatric  social  workers, 
psychiatric  registered  nurses,  adjunctive  therapists,  and 
mental  health  workers.  This  experienced  team,  together 
with  ancillary  hospital  workers,  provides  a dynamic  treat- 
ment program  designed  for  each  individual  to  bring  about 
change  and  emotional  growth  in  the  patient. 

Peninsula  provides  a special  treatment  program  for  alco- 
holic and  drug  abuse  patients.  Another  program  is  de- 
signed specifically  for  adolescents.  The  adolescent  treat- 
ment program  includes  a fully  staffed  school  program.  An 


individual  education  plan  is  designed  for  each  adoles- 
cent. 

A variety  of  therapeutic  programs  are  scheduled  for  each 
patient's  day.  These  include  intensive  individual  psy- 
chotherapy, group  psychotherapy,  community  meetings 
with  staff  and  many  collateral  activities. 

Patients  may  be  referred  to  Peninsula  by  their  own  phy- 
sician, former  patients,  or  may  be  self-referred.  Voluntary 
patients  as  well  as  those  who  are  directed  to  the  hospital 
by  a court  are  accepted  for  treatment.  It  is  desirable  for 
the  hospital  to  receive  information  from  physicians,  ther- 
apists, family  and  friends  who  know  the  patient.  Treat- 
ment is  individualized  based  upon  the  needs  of  the  pa- 
tient. 

Appointments  for  admission  can  be  made  by  calling  the 
hospital  directly.  The  phone  numbers  are: 

Knoxville  573-7913 

Maryville  983-8216 
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AMA  1983  Interim  Meeting  Report 


Health  Care  for  an  Aged  Population 


Introduction 

In  response  to  Resolution  85,  the  Board  has  ana- 
lyzed emerging  socioeconomic  trends  affecting  the  de- 
livery of  medical  and  health-related  services  to  the  el- 
derly (i.e.,  persons  aged  65  and  over),  in  order  to 
provide  a basis  for  policy  initiatives  by  organized  med- 
icine. Aging  issues  related  to  clinical  practice  and  sci- 
entific policy  will  be  discussed  in  later  reports. 

Since  the  projected  increase  in  the  number  and 
proportion  of  the  elderly  will  be  one  of  the  most  crit- 
ical factors  affecting  the  health  care  system  during  the 
next  several  decades,  an  understanding  of  the  key  is- 
sues and  developments  in  the  delivery  and  financing 
of  care  to  the  aged  will  help  physicians  respond  to  a 
changing  environment.  Accordingly,  this  report  pro- 
vides a broad  assessment  of  these  issues  by  focusing 
on  the  following  topics:  environmental  conditions  af- 
fecting health  care  for  the  aged  population;  key  issues 
and  developments  in  alternative  mechanisms  for  fi- 
nancing and  delivering  health  care  to  the  aged;  and 
proposed  Association  activities  necessary  for  AMA  to 
consider  in  its  ongoing  assessment  of  this  issue. 

The  Board’s  work  on  this  topic  to  date  suggests  that 
although  most  physician  care  is  oriented  toward  pa- 
tients under  age  65  with  single,  acute  illness  and  pri- 
vate insurance,  the  elderly  patient  often  exhibits  mul- 
tiple, multifaceted  and  chronic  conditions,  and  have 
their  care  paid  for  by  public  programs.  The  analysis 
also  suggests  that  the  growth  in  the  aged  population 
will  increase  the  need/demand  for  health  services,  par- 
ticularly those  delivered  in  hospitals  and  nursing  homes. 
The  rapid  growth  in  the  over  age  75  population  will 
create  an  upward  pressure  on  health  expenditures, 
which,  in  turn,  will  create  additional  pressures  to 
change  health  care  financing  and  delivery  mechanisms, 
especially  with  the  increasing  ability  of  medical  tech- 
nology to  prolong  the  lives  of  the  very  old. 

The  analysis  further  suggests  that  limits  on  public 
sector  capabilities  to  finance  needed  services  will  place 
increasing  pressure  on  the  private  sector  to  take  a 
leadership  role  in  dealing  with  emerging  societal  is- 
sues. In  response  to  the  health-related  problems  of  an 
aging  population,  physicians,  health  care  profession- 
als, institutions,  and  payors  are  beginning  to  assess  their 
current  and  future  role  in  caring  for  older  persons.  It 
is  the  Board’s  opinion  that  a major  policy  issue  facing 
the  AMA  is  a delineation  of  its  role  in  educating  the 


This  is  AMA  Board  of  Trustees  Report  D,  submitted  to  the  House 
of  Delegates  at  its  Interim  Meeting  in  December,  1983.  Past  House 
Action:  A-83: 105-106;  1-82:91;  A-81:222. 
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profession  and  the  public  on  the  multiple  chronic  af- 
flictions affecting  the  elderly,  and  the  socioeconomic 
implications  involved  in  financing  and  delivering  acute 
and  long-term  care  to  this  population. 

Environmental  Conditions  Affecting 
Health  Care  for  the  Elderly 

Several  aspects  of  health  care  delivery  to  the  aged 
emphasize  the  importance  of  this  issue  in  the  coming 
decades  and  the  need  for  AMA  to  help  physicians  as- 
sess and  respond  to  a changing  demographic  environ- 
ment. 

Complex  Health  Problems 

The  health  care  problems  of  the  elderly  are  often 
more  complex  than  those  of  other  age  groups.  These 
complexities  include: 

• Physiological  and  Metabolic  Changes:  As  a part 
of  the  normal  process  of  aging,  certain  changes  such 
as  the  weakening  of  sensory  perceptions  occur.  Be- 
cause of  these  changes  and  their  secondary  ramifica- 
tions, the  treatment  of  elderly  persons  for  medical 
problems  is  often  more  complex  than  treatment  for  the 
same  problems  in  younger  patients. 

• Higher  Incidence  of  Disease:  Persons  age  65  and 
over  have  a higher  incidence  of  most  of  the  major  se- 
rious diseases,  including  cardiovascular  diseases,  can- 
cer, glaucoma,  dementia,  and  hypertension. 

• Increased  Prevalence  of  Chronic  Illness:  The 
prevalence  of  chronic  degenerative  illness  rises  dra- 
matically with  age;  on  average,  elderly  persons  report 
having  nearly  three  times  the  number  of  chronic  con- 
ditions as  adults  aged  45  to  64. 

• Severe  Functional  Disability:  The  severity  of  dis- 
ability also  increases  with  age.  Elderly  persons  are  4.5 
times  more  likely  to  suffer  significant  activity  limita- 
tion due  to  chronic  conditions  than  those  under  65. 

• Multiple  and  Multifaceted  Problems:  The  combi- 
nation of  a higher  incidence  of  disease  and  increased 
prevalence  of  chronic  illness  and  functional  disabilities 
often  results  in  older  persons  having  more  than  one 
major  health  problem.  The  compounding  of  health 
problems  eventually  affects  the  elderly  person’s  social, 
economic  and  family  status. 

Higher  Utilization  of  Health  Services 

As  a result  of  having  extensive  and  complicated 
health  problems,  elderly  persons  use  more  health  serv- 
ices. Persons  over  age  65  average  6.4  physician  visits 
each  year  compared  to  4.0  for  men  and  5.3  for  women 
under  age  65.  Although  comprising  11%  of  the  total 
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population,  elderly  patients  make  30%  of  all  patient  vis- 
its to  office-based  physicians. 

In  addition,  the  elderly  are  the  largest  users  of  hos- 
pital services.  Almost  40%  of  total  hospital  inpatient 
days  are  used  by  persons  aged  65  and  over.  The  elder- 
ly are  admitted  to  a hospital  three  times  more  fre- 
quently and  have  an  average  length  of  stay  76%  great- 
er than  younger  adults.  Approximately  25%  of  those 
over  65  receive  at  least  one  hospital  outpatient  service 
each  year;  10%  visit  the  hospital  emergency  room  at 
least  once  each  year. 

Nursing  home  use  is  dominated  by  the  aged.  Some 
1.35  million  elderly — 5%  of  those  aged  65  and  over — 
occupy  90%  of  the  beds  in  20,185  nursing  homes  na- 
tionwide. Nearly  20%  of  the  elderly  will  spend  some 
time  in  a nursing  home  before  dying. 

Finally,  it  is  the  very  old  who  use  health  services 
the  most.  For  instance,  in  1979  hospital  utilization  by 
those  aged  85  and  over  was  more  than  double  the  days 
of  hospital  care  per  1,000  population  for  elderly  per- 
sons aged  65-74.  Also,  the  percentage  of  elderly  resid- 
ing in  nursing  homes  rises  from  1.4%  to  21.6%  for  the 
same  age  groups.  Persons  aged  85  and  over  accounted 
for  35%  of  all  nursing  home  days  in  1977,  while  com- 
prising only  8%  of  the  elderly  population. 

Greater  Per  Capita  Health  Expenditures 

Since  the  use  of  health  care  services  increases  with 
age,  so  does  the  level  of  personal  health  care  expend- 
itures. The  elderly  accounted  for  32.6%  of  the  $255 
billion  total  spent  for  personal  health  care  in  1981. 
Persons  aged  65  and  over  incurred  $3,140  per  capita  in 
personal  health  care  expenditures — over  three-and-one- 
half  times  the  $828  per  capita  expenditure  for  persons 
under  age  64. 

Most  of  these  expenditures  are  through  public  pro- 
grams. Public  programs  finance  almost  two-thirds  of 
the  personal  health  care  expenditures  incurred  by  the 
elderly;  Medicare  payments  cover  45%  of  the  health 
expenditures  of  the  aged,  Medicaid  reimburses  an  ad- 
ditional 14%.  In  contrast,  private  financing,  primarily 
private  health  insurance  and  direct  payments,  is  the 
major  channel  of  payment  for  younger  age  groups. 

Public  and  private  nursing  home  costs  are  growing 
particularly  fast.  In  1960,  expenditures  for  nursing 
home  care  comprised  only  2.1%  (an  estimated  $500 
million)  of  total  personal  health  care  expenditures.  By 
1981,  nursing  home  services  accounted  for  9.5%  of  to- 
tal personal  health  care  expenditures,  having  more  than 
quadrupled  their  share  and  totaling  over  $24  billion. 
Almost  75%  of  all  Medicaid  expenses  for  the  aged  are 
for  nursing  home  care.  However,  unlike  hospital  care, 
Medicare  and  private  insurance  provide  little  or  no 
coverage  for  the  aged — over  97%  of  private  nursing 
home  expenditures  are  out-of-pocket.  Accordingly, 
nursing  home  care  is  a major  out-of-pocket  expense 
among  the  aged,  and  is  in  many  instances  a financial 
catastrophe  for  them  or  their  families. 

Growing  Demand  for  Service  as  Elderly 
Population  Grows 

Between  1983  and  2025,  the  total  population  is 
projected  to  grow  by  almost  30%.  In  contrast,  the  el- 
derly population  will  double  to  a total  of  58  million, 
or  19.4%  of  the  population.  Further,  the  over  75  group 


is  growing  at  an  even  faster  pace.  Currently,  40%  of 
the  elderly  are  age  75  or  older;  by  2025,  this  figure  will 
increase  to  45%.  Those  age  85  and  older  now  number 
about  2.5  million  persons;  by  2025  this  group  will  tri- 
ple to  7.6  million  people. 

The  increasing  number  of  elderly  people  suggest  that 
need/demand  for  health  services  is  likely  to  grow  dra- 
matically among  this  population.  Major  increases  can 
be  expected  in  the  use  of  hospitals  and  nursing  homes, 
if  past  patterns  continue.  Under  current  use  rates  and 
length  of  stay  assumptions,  hospital  utilization  by  the 
elderly  will  increase  from  105  million  total  hospital  days 
in  1980  to  almost  275  million  in  2000 — nearly  tripling 
the  use  of  hospital  care  by  the  aged  in  a 20  year  peri- 
od. Again,  assuming  current  use  rates,  the  number  of 
elderly  nursing  home  patients  will  increase  54%  over 
the  next  20  years. 

Financial  Implications  for  Health  Services  Delivery 

At  the  same  time  that  the  need  for  health  care  serv- 
ices by  the  aged  is  increasing  rapidly,  the  government’s 
ability  to  raise  the  tax  dollars  necessary  to  provide  such 
care  will  be  significantly  constrained,  particularly  as  the 
children  of  the  post- World  War  II  baby  boom  turn  65 
in  2010  and  thereafter.  The  aged  dependency  ratio 
provides  a rough  measure  of  these  fiscal  constraints. 
The  ratio  is  simply  the  number  of  persons  in  the  “re- 
tirement years”  (i.e.,  over  64)  per  100  persons  of 
working  age  (16-64).  This  ratio  is  a reasonable  approx- 
imation of  the  number  of  “dependent”  (i.e.,  non- 
working) elderly  people  which  each  tax-paying  worker 
must  support.  In  1983,  the  dependency  ratio  is  18.  If 
the  retirement  age  is  not  raised,  and  if  birth  rates  re- 
main relatively  stable,  the  ratio  will  begin  rising  in 
about  20  years  and  will  reach  32  by  2025,  a 77%  in- 
crease. 

This  alarming  scenario  could  be  mitigated  by  a 
number  of  factors,  such  as  a higher  retirement  age, 
higher  birth  rates,  or  greater  labor  force  participation 
among  the  16-64  age  group,  particularly  among  wom- 
en. Nevertheless,  the  overall  financial  and  services  im- 
plications for  caring  for  an  aging  population  are  clear. 
To  meet  the  expected  growth  in  need  for  health  care 
services  to  the  aged,  more  financial  resources  will  be 
required,  either  to  purchase  more  hospital  and  nursing 
home  services,  or  to  provide  a different  mix  of  services 
aimed  at  caring  for  the  elderly  in  the  community. 

Policy  Issues 

The  above  environmental  assessment  suggests  that 
health  care  for  the  aged  will  become  an  increasingly 
important  socioeconomic  policy  issue.  The  limits  on 
public  sector  capabilities,  and  perhaps  willingness,  to 
finance  this  care  will  put  increasing  pressure  on  the 
private  sector  to  take  a leadership  role  with  regard  to 
emerging  societal  issues.  In  addressing  the  problems  in 
caring  for  a growing  aged  population,  three  key  policy 
issues  are:  the  appropriate  role  of  social  and  other 
health-related  services  in  providing  long-term  care  for 
the  chronically  ill  elderly;  the  reimbursement  and  serv- 
ice delivery  implications  of  our  increasing  ability  to 
develop  and  use  expensive  life-sustaining  medical 
technology  to  keep  alive  those  who  are  old  and  very 
ill;  and  the  relative  role  of  government,  private  sector, 
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family,  and  individual  in  financing  acute  and  long-term 
care  services  for  the  aged. 


Expansion  of  Health  Care  Concepts:  The  Issue  of 
Long-Term  Care 

As  the  characteristics  of  the  aged  patient  popula- 
tion shift  from  acute  to  chronic  illness,  the  definition 
of  health  status  is  expanding  beyond  presence  or  ab- 
sence of  disease,  to  encompass  the  functional  ability 
of  the  aged.  Although  functional  ability  is  an  indirect 
measure  of  health,  research  indicates  that  it  is  the  most 
important  determinant  of  the  health  resources  and 
services  required  to  meet  the  elderly’s  growing  need 
for  long-term  care. 

The  phrase  “long-term  care”  describes  a range  of 
medical  and  supportive  services  for  individuals  who 
have  lost  some  capacity  for  self-care  due  to  a chronic 
illness  or  condition,  and  who  are  expected  to  need  care 
for  an  extended  period.  Individuals  needing  long-term 
care  typically  suffer  from  multiple  problems  that  cause 
both  functional  impairment  and  physical  dependence 
on  others.  Coping  with  these  problems  requires  a 
complex  array  of  services  including  physician  care, 
nursing  care,  physical  and  occupational  therapy,  per- 
sonal care  services  (e.g.,  assistance  with  bathing, 
dressing,  eating,  walking,  etc.);  case  management; 
homemaker  services  (light  housekeeping,  meal  prepa- 
ration, and  shopping);  and  chore  services  (heavier  and 
less  frequent  tasks  necessary  to  maintain  a house  or 
apartment).  Long-term  care  services  are  often  con- 
cerned with  minimizing  the  effects  of  one  or  more  dis- 
eases and  delaying  deterioration  of  the  person’s  func- 
tional capabilities  rather  than  with  curative  effects. 

Until  very  recently,  long-term  care  referred  primar- 
ily to  health-related  services  provided  in  various  types 
of  institutions,  primarily  nursing  homes.  Gradually,  it 
has  been  expanded  to  include  services  to  chronically 
ill  and  impaired  persons  to  enable  them  to  live  outside 
institutions.  The  services  involved,  particularly  the  less 
medically  oriented  personal  care  and  supportive  serv- 
ices, can  be  provided  either  formally — by  individuals 
or  agencies  who  are  paid  for  their  services — or  infor- 
mally— by  relatives  or  friends  who  provide  assistance 
without  pay.  Studies  by  the  General  Accounting  Office 
and  the  U.S.  Department  of  Health  and  Human  Serv- 
ices indicate  that  between  60%  and  80%  of  the  long- 
term care  the  disabled  elderly  receive  in  the  community 
is  provided  informally  by  a spouse,  other  relatives,  and/ 
or  friends. 

The  significance  of  informal  assistance  for  deliver- 
ing health  care  services  to  the  aged  is  suggested  by 
data  that  show  nursing  home  use  rates  for  the  unmar- 
ried (widowed  and  single)  elderly  to  be  considerably 
higher  than  for  the  married  aged.  These  differences  in 
use  rates  far  exceed  the  differences  by  sex  and  by  type 
of  diagnosis.  Women,  in  particular,  have  a higher  risk 
of  institutionalization  because  their  longer  life  span 
means  they  are  more  likely  to  be  widowed  or  have 
children  who  themselves  are  old  and  disabled.  These 
studies  suggest  that  the  availability  of  a spouse  and/or 
children,  rather  than  any  specific  health  service,  is  the 
most  important  determinant  of  entering  a nursing  home 
among  the  disabled  elderly. 

Consideration  of  the  appropriate  role  of  social 
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services  in  caring  for  the  aged  has  important  resource 
allocation  implications  for  physicians,  health  care 
practitioners,  institutions,  and  payors.  On  the  one 
hand,  failure  to  consider  these  services  in  overall  care 
planning  will  force  the  institutionalization  of  elderly 
persons  who  could  otherwise  receive  needed  medical 
care  while  living  at  home  or  in  the  community.  Be- 
tween 10%  and  40%  of  the  elderly  residing  in  nursing 
homes  are  estimated  to  be  capable  of  returning  to  the 
community  if  appropriate  support  services  were  avail- 
able. Such  institutionalization  also  creates  problems  for 
patients  who  remain  in  a hospital  because  a needed 
nursing  home  bed  is  unavailable.  According  to  a 1982 
study  by  the  Health  Care  Financing  Administration, 
Medicare  and  Medicaid  pay  for  between  1 and  9.2  mil- 
lion days  annually  of  inpatient  hospital  care  for  pa- 
tients awaiting  nursing  home  placement. 

On  the  other  hand,  broader  coverage  of  in-home 
and  community-based  social  services  could  be  ex- 
tremely expensive.  There  is  little  evidence  that  cover- 
age of  these  services  reduces  total  health  care  expend- 
itures. Indeed,  most  of  the  evidence  from  federally 
funded  demonstration  programs  is  to  the  contrary.  This 
is  because  expanded  service  benefits  largely  go  to  a 
new  (additional)  service  population  rather  than  substi- 
tuting for  nursing  home  care. 

Whether  and  on  what  terms  to  make  available  a 
broad  range  of  social  services  to  the  chronically  ill  el- 
derly to  avoid  the  costly  implications  of  inappropriate 
institutionalization  will  likely  become  a major  issue  in 
the  near  future.  Demographic  changes  such  as  differ- 
ences in  longevity  of  men  and  women,  the  increasing 
divorce  rate,  the  decline  in  the  birth  rate,  the  growth 
of  single  parent  families,  and  the  increasing  participa- 
tion of  women  in  the  workforce  all  militate  against  the 
family  providing  personal  care  to  those  of  its  chroni- 
cally ill  members  who  need  it.  The  Board  is  concerned 
that  these  demographic  changes  suggest  that  the  pro- 
jected demand  for  institutional  care  may  exceed  cur- 
rent estimates  which  are  based  on  simple  growth  in 
age-specific  use  rates. 


The  Role  of  Medical  Technology  in  Extending  Life  and 
Caring  for  the  Terminally  III  Elderly 

Advances  in  medical  technology  continue  to  in- 
crease the  ability  to  keep  alive  those  who  are  old  and 
very  ill.  As  a result,  there  is  growing  concern  over  the 
substantial  resources  devoted  to  the  extension  of  life 
and  treatment  of  the  terminally  ill.  Much  of  this  con- 
cern stems  from  the  belief  that  the  cost  of  care  provid- 
ed to  prolong  life  or  treat  the  terminally  ill  in  conven- 
tional settings  may  be  excessive,  especially  when 
compared  to  alternative  therapies  or  delivery  mecha- 
nisms. 

Research  indicates  that  during  the  last  year  of  life, 
the  elderly  are  an  extremely  high  cost  segment  of  the 
patient  population.  In  1976,  1.225  million  elderly  per- 
sons— 5.2%  of  all  Medicare  enrollees — accounted  for 
28.2%  of  Medicare  expenditures  ($4,275  billion)  in 
their  last  year  of  life.  Over  46%  of  these  expenditures 
were  spent  in  the  last  60  days  of  life.  Overall,  the 
Medicare  program  spent  $3,351  per  capita  on  behalf 
of  enrollees  in  their  last  year  of  life,  a figure  6.6  times 
that  of  the  $509  spent  per  capita  for  survivors. 
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Another  high  cost  segment  of  the  elderly  popula- 
tion are  those  patients  benefiting  from  the  new  medi- 
cal technologies  coming  into  use  offering  a prolonga- 
tion of  life,  but  at  very  large  costs  (e.g.,  coronary 
bypass  surgery,  renal  dialysis).  For  example,  the  total 
cost  of  Medicare’s  End-Stage  Renal  Disease  (ESRD) 
program  in  1982  was  estimated  at  $1.6  billion.  The 
71,000  Medicare  beneficiaries  who  received  ESRD 
services,  less  than  half  of  one  percent  of  all  Medicare 
beneficiaries,  accounted  for  over  3%  of  total  Medicare 
expenditures. 

The  extent  to  which  extraordinary  measures  should 
be  used  to  sustain  life  is  fundamentally  an  ethical 
question.  However,  in  a period  where  resource  avail- 
ability for  health  care  for  the  aged  may  become  in- 
creasingly constrained,  greater  attention  will  inevitably 
be  given  to  the  delivery  of  appropriate  life-sustaining 
services  at  lower  costs.  For  example,  the  issue  over 
which  type  of  dialysis  therapy  (primarily  home  or  in- 
center) is  least  costly  is  increasingly  under  debate.  At 
the  same  time,  there  is  a renewed  interest  in  methods 
by  which  kidney  donor  availability  can  be  increased. 
Proponents  argue  that  kidney  transplantation,  when 
feasible,  is  a preferable  alternative  to  dialysis  since  the 
costs  are  lower  in  the  long  run,  and  the  quality  of  life 
of  renal  patients  is  improved. 

These  concerns  have  also  led  to  an  increased  inter- 
est in  hospice  care,  which  emphasizes  management  of 
pain  and  other  symptoms  associated  with  terminal  ill- 
ness and  the  provision  of  care  to  the  family  as  well  as 
the  patient.  Proponents  of  hospice  care  argue  that  for 
a certain  carefully  defined  segment  of  the  very  ill  pop- 
ulation (i.e.,  those  diagnosed  as  terminally  ill),  high 
technology  and  the  inpatient-curative  model  offer  few 
benefits  and  many  disadvantages  as  well  as  very  high 
costs.  Instead,  they  argue,  community-based  palliative 
care  of  the  terminally  ill  provides  greater  patient  and 
family  satisfaction  at  significantly  lower  costs. 

Despite  the  lack  of  definitive  cost  and  quality  infor- 
mation on  hospice  care,  the  hospice  movement  has 
grown  rapidly  in  the  United  States.  A recent  report 
from  the  General  Accounting  Office  indicated  that  the 
number  of  hospice  programs  has  grown  from  6 in  1976, 
to  132  in  1979,  to  an  estimated  1,200  in  the  operation 
today.  Thirty-five  separate  Blue  Cross  and  Blue  Shield 
plans  currently  offer  hospice  coverage,  usually  through 
an  existing  home  health  or  inpatient  benefit  plan. 
Hospice  care  as  a Medicare  benefit  was  signed  into 
law  as  part  of  the  1982  Tax  Equity  and  Fiscal  Respon- 
sibility Act  (P.L.  97-248). 

As  cost  pressures  increase,  there  will  be  a growing 
need  for  new  policies,  programs,  and  financing  ar- 
rangements designed  to  provide  care  to  elderly  per- 
sons. A key  challenge  of  health  care  delivery  will  be 
the  assurance  of  financial  access  to  appropriate,  cost- 
effective  technologies  aimed  at  improving  the  quality 
of  life  among  the  old  and  very  ill. 

Alternative  Approaches  for  Financing  Acute  and 
Long-Term  Care 

Perhaps  the  most  critical  policy  issue  affecting  the 
care  of  an  aging  population  in  the  coming  years  is  how 
to  finance  the  elderly’s  growing  need  for  acute  and 
long-term  care  services.  In  the  short  run,  this  issue  will 


stem  from  the  projected  insolvency  of  the  Federal 
Hospital  Insurance  Trust  Fund,  which  finances  all  in- 
stitutional care  under  Medicare.  In  the  longer  term,  as 
the  elderly  continue  to  increase  in  numbers  relative  to 
the  working  age  population  (whose  taxes  effectively 
pay  for  government-sponsored  health  care  programs) 
increasing  attention  will  turn  to  alternative  funding  ap- 
proaches and  the  relative  role  of  the  private  sector, 
family,  and  individual  in  financing  health  care  services 
for  the  aged. 

Some  of  the  major  issues  and  trends  that  will  influ- 
ence that  debate  follow: 

1.  Increased  Individual  Cost-Sharing  and  Cata- 
strophic Coverage.  One  approach  is  to  have  the  elderly 
pay  a greater  share  of  the  costs  of  providing  acute  and 
long-term  care  services.  Cost-sharing  can  take  a vari- 
ety of  forms  including  deductibles,  coinsurance,  co- 
payments, and  limits  on  reimbursement  or  benefits. 
Increased  cost-sharing,  it  is  argued,  reduces  the  elder- 
ly’s dependence  on  publicly  supported  care  and  en- 
courages more  prudent  use  of  health  care  services. 
However,  because  a small  but  significant  percentage  of 
the  elderly  population  are  high  cost  users  of  health  care 
services,  such  an  approach  might  worsen  the  financial 
position  of  the  very  ill,  unless  there  is  some  protection 
against  catastrophic  expenses. 

One  positive  trend  supporting  a somewhat  in- 
creased reliance  on  cost-sharing  is  that  poverty  among 
the  aged  is  declining.  Between  1969  and  1978,  the 
number  of  elderly  with  incomes  below  the  poverty  lev- 
el dropped  from  25.3%  of  the  population  over  age  65 
to  13.9%.  Recent  studies  indicate  that  incomes  of  the 
elderly  grew  faster  than  those  of  the  remaining  popu- 
lation over  the  past  decade.  One  study  also  found  that 
general  price  inflation  was  no  more  devastating  to  the 
budgets  of  the  elderly  than  to  those  of  other  age 
groups. 

Despite  increased  incomes,  however,  persons  age 
65  and  over  spent  a higher  fraction  of  their  total  per- 
sonal income  on  medical  care  in  1980  than  1970  (19.1% 
and  16.8%  respectively).  The  distribution  of  these 
burdens  are  extremely  uneven.  While  over  half  of  all 
Medicare  beneficiaries  are  expected  to  pay  less  than 
$300  for  health  care  in  1984,  about  11%  are  expected 
to  have  Medicare  related  cost-sharing  in  excess  of 
$1,000.  Proposals  to  shift  an  increasing  portion  of  the 
cost  of  acute  care  services  to  these  individuals  will  need 
to  be  considered  carefully. 

Another  key  financing  issue  is  the  catastrophic  cost 
of  long-term  care.  Direct  out-of-pocket  expenses  ac- 
count for  virtually  all  private  payments;  insurance  pay- 
ments and  charitable  contributions  account  for  less  than 
3%  of  all  expenditures.  Commercial  insurers  do  not 
generally  offer  long-term  care  coverage  because  of 
perceptions  that  premiums  are  too  expensive  for  the 
elderly  and  costs  too  difficult  to  predict.  Whether  ef- 
forts to  increase  the  disposable  income  of  the  elderly 
(e.g.,  long-term  care  dedicated  individual  retirement 
accounts,  reverse  annuity  mortgages)  will  increase  their 
willingness  and  ability  to  pay  for  a fixed  (predictable) 
insurance  premium  in  return  for  catastrophic  protec- 
tion against  long-term  care  costs  is  unclear.  The  critical 
issue  is  whether  such  insurance  can  be  made  actuarial- 
ly  sound  and,  at  the  same  time,  provide  a wide  array 
of  service  options  at  a reasonable  cost. 
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2.  Prepaid  Financing  of  Services  to  the  Elderly.  A 
second  approach  combines  elements  of  individual  cost 
sharing  with  premium  contributions  from  Medicare  or 
Medicaid  on  a prepaid,  fixed-budget  basis.  Much  of 
the  interest  in  capitation  financing  of  care  for  the  aged 
has  focused  on  Medicare  vouchers  and  the  enrollment 
of  the  aged  into  competing  health  care  plans.  More 
than  20  federally  sponsored  demonstration  projects  are 
testing  alternative  risk  reimbursement  methodologies 
that  include  incentives  for  enrolling  the  elderly  in  pre- 
paid plans  offered  by  HMOs,  insurance  companies,  and 
solo-practice  physicians. 

Private  investors  and  providers  of  health  care  are 
also  developing  alternative  delivery  models  that  inte- 
grate health  and  social  services  under  a capitation  or 
prepaid  plan.  Two  examples  of  private  sector  initia- 
tives in  this  area  are  “Life  Care  Communities”  and 
“Social/Health  Maintenance  Organizations.” 

Life  care  communities  are  housing-based  programs 
that  provide  residents  with  health  and  social  services, 
along  with  other  amenities,  to  meet  their  continuing 
care  needs  late  in  life.  The  three  common  elements  of 
life  care  programs  are  an  entrance  fee  and  a written 
continuing  care  contract  that  covers  the  balance  of  the 
resident’s  life;  independent  living  units — either  apart- 
ments, rooms,  or  cottages;  and  medical  and  skilled 
nursing  care  available  on  the  premises. 

The  development  of  life  care  communities  acceler- 
ated in  the  mid-1960s  with  the  backing  of  religious  and 
other  not-for-profit  groups.  These  organizations  tar- 
geted their  programs  to  relatively  affluent  elderly  per- 
sons seeking  an  independent  life-style  that  included 
opportunities  for  social  relationships  with  contempor- 
aries and  readily  available  medical  services  and  nurs- 
ing care. 

Today,  an  estimated  300  to  600  life  care  communi- 
ties have  been  built  for  75,000  to  100,000  middle-class 
elderly  persons.  Life  care  residents  invest  between 
$13,000  and  $65,000  in  front-end  fees  and  an  addition- 
al monthly  maintenance  fee  of  $300  to  $900  for  an 
apartment,  housekeeping,  meals,  planned  recreational 
activities,  and,  if  appropriate,  long-term  care  services. 
Most  acute  care  services  are  financed  either  by  Medi- 
care or  on  a self-insurance  basis.  However,  non-Med- 
icare  covered  long-term  care,  such  as  extended  nursing 
home  services,  are  provided  for  in  the  continuing  care 
contract.  Life  care  communities  average  about  2.5 
apartment  residents  for  every  nursing  home  resident 
in  the  program.  Nine  states  presently  regulate  life  care 
communities. 

The  social/health  maintenance  organization 
(S/HMO)  is  a managed  system  of  health  and  long-term 
care  services.  Under  this  model,  a single  provider  ent- 
ity assumes  responsibility  for  a full  range  of  acute  in- 
patient, ambulatory,  rehabilitative,  extended  care, 
home  health,  and  personal  care  services  under  a fixed 
budget  which  is  prospectively  determined.  Elderly 
persons  who  reside  in  the  service  area  are  voluntarily 
enrolled  through  the  marketing  effort  of  the  S/HMO 
provider  entity.  Once  enrolled,  they  are  obligated  to 
receive  all  S/HMO  covered  services  through  S/HMO 
providers,  similar  to  operations  in  a medical  model 
health  maintenance  organization. 

The  S/HMO  model  is  in  the  initial  stages  of  field 
testing  at  four  sites  as  part  of  a national  demonstration 

460 


project  funded  by  the  Health  Care  Financing  Admin- 
istration. The  S/HMO  will  be  financed  on  a prepaid, 
capitated  basis  through  premium  contributions  from 
Medicare,  Medicaid,  and  enrollees.  The  project  will 
test  whether  social  services  can  reduce  medical  costs 
and  whether  institutional  days  can  be  reduced,  family 
care  maintained,  and  health  and  quality  of  life  en- 
hanced. 

Proponents  argue  that  prepaid  health  plans  can  hold 
per  capita  health  care  expenditures  for  the  aged  below 
alternative  cost-based  plans  and  offer  a wider  array  of 
services  of  comparable  quality.  There  is  a question, 
however,  whether  actuarial  methods  can  be  developed 
to  economically  calibrate  health  costs  and  health  risks 
among  the  elderly,  and  still  provide  adequate  coverage 
for  the  small  but  significant  number  of  high  cost  elder- 
ly patients.  In  addition,  there  is  a lack  of  information 
on  the  overall  effect  of  competing  prepaid  health  plans 
on  the  cost  or  quality  of  care  provided  to  the  aged 
population.  Nevertheless,  as  cost  pressures  increase, 
interest  in  prepaid,  fixed  budget  financing  and  delivery 
mechanisms  for  the  aged  is  likely  to  grow. 

3.  Family  Responsibility  for  Cost-Sharing.  Interest 
in  and  attention  to  the  family’s  role  in  providing  finan- 
cial and  other  support  to  the  elderly  has  received  less 
scrutiny  since  the  enactment  of  the  various  entitlement 
programs  of  the  Social  Security  Act.  While  families 
continue  to  provide  significant  amounts  of  in-home  care 
to  the  chronically  ill  elderly,  they  can  be  largely  free 
of  financial  obligation  once  their  disabled  members 
enter  a nursing  home.  Family  ability  (outside  of  the 
spouse)  to  share  in  the  costs  is  almost  never  consid- 
ered in  determining  Medicaid  eligibility  or  nursing 
home  payment. 

Although  most  recent  attention  has  focused  on  the 
issue  of  providing  incentives  to  the  family  to  give 
greater  support  at  home  instead  of  placing  their  chron- 
ically ill  elders  in  a nursing  home  (e.g.,  tax  incentives, 
direct  payments,  and  respite  care),  some  states  are  ex- 
ploring mechanisms  for  imposing  financial  obligations 
on  family  members  of  the  institutionalized  elderly  as  a 
means  to  help  control  escalating  public  nursing  home 
costs  both  directly,  by  reducing  Medicaid  payments, 
and  indirectly,  by  providing  an  additional  incentive  for 
families  to  choose  less  expensive  home-based  care. 
Idaho,  for  example,  has  recently  enacted  legislation 
requiring  responsible  relatives  (including  natural  and 
adoptive  children)  to  pay  up  to  25%  of  the  costs  of 
nursing  home  services.  Debate  over  this  issue  is  likely 
to  intensify  as  federal  and  state  governments  become 
increasingly  concerned  with  escalating  nursing  home 
costs. 

Implications  for  Organized  Medicine 

In  recognition  of  the  problems  posed  by  an  aging 
population,  many  key  participants  in  the  health  care 
sector  are  beginning  to  assess  their  current  and  future 
role  in  caring  for  older  persons.  The  federal  govern- 
ment, a major  payor  of  nursing  home  care  for  the  el- 
derly, has  recently  invested  large  sums  of  money  in  the 
search  for  alternatives  to  institutionalization.  A large 
number  of  states  and  private  foundations  are  also  ex- 
perimenting with  alternative  approaches  to  avoid  or 
postpone  unnecessary  nursing  home  placement. 

The  growing  number  of  elderly  patients  in  acute- 
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care  hospitals  is  forcing  these  institutions  to  reexamine 
their  role  in  the  care  of  the  aged  and  to  reorient  pro- 
grams toward  the  long-term  medical,  rehabilitative  and 
social  needs  that  are  linked  to  acute  illness.  In  re- 
sponse, hospitals  are  exploring  linkages  with  commu- 
nity service  organizations  and  expanding  their  services 
into  new  areas.  Using  state,  federal,  and  foundation 
funding,  hospitals  are  beginning  to  coordinate  or 
sponsor  a wide  array  of  institutional  and  community 
services  for  the  elderly. 

Finally,  many  private  investors  are  now  considering 
the  array  of  new  substitutes  for  acute  hospital  and 
nursing  home  services.  Home  care,  in  particular,  is  a 
rapidly  growing  market  that  has  attracted  the  interest 
and  financial  support  of  such  major  corporations  as 
American  Medical  International,  Union  Carbide, 
Johnson  and  Johnson,  Upjohn,  and  Baxter  Travenol. 
Approximately  5,000  home  health  agencies  are  in  op- 
eration across  the  United  States  offering  services  rang- 
ing from  medical  and  nursing  care,  to  personal  care 
assistance,  to  pre-mixed  intravenous  antibiotic  solu- 
tions and  kidney  dialysis. 

These  changes  in  the  financing  and  delivery  of  care 
for  the  aged  imply  that  organized  medicine  will  be  un- 
der increasing  pressure  to  assess  its  current  and  future 
role  in  caring  for  the  aged  who  without  question  will 
constitute  a larger  percentage  of  many  physicians’  pa- 
tient load.  A major  policy  issue  for  the  AMA  is  delin- 
eation of  its  role  in  educating  the  profession  and  the 
public  on  the  multiple  chronic  afflictions  affecting  the 
elderly,  and  the  socioeconomic  implications  involved 
in  caring  for  this  population.  The  development  of  ef- 
fective and  innovative  approaches  to  the  acute  and 
long-term  care  health  problems  of  the  aged  by  orga- 
nized medicine  will  serve  to  assist  the  individual  phy- 
sician in  treating  his  or  her  aged  patients,  and  assure 
physician  involvement  in  the  coming  debate  on  how  to 
maintain  the  aged  in  the  best  possible  health  with 
available  funds. 

Proposed  AMA  Activities 

The  following  activities  will  be  undertaken  by  the 
Board  of  Trustees  to  direct  AMA’s  ongoing  assess- 
ment of  issues  associated  with  caring  for  an  aging  pop- 
ulation. 

Public  and  private  sector  initiatives  in  alternate  ap- 
proaches to  financing  and  delivering  acute  and  long- 
term care  services  to  the  elderly  will  be  monitored  and 
evaluated,  including  experimental  efforts  underway  or 
already  completed.  Among  the  specific  areas  to  be  ad- 
dressed are  the  following:  (1)  Private  sector  approach- 
es for  financing  and  delivering  health  and  long-term 
care  services  for  the  aged.  (2)  Alternative  medical 
technologies  and  delivery  mechanisms  aimed  at  reduc- 
ing the  costs  associated  with  the  care  of  the  very  old 
and  terminally  ill.  (3)  Home  health  and  other  com- 
munity services  designed  to  reduce  utilization  of  acute- 
care  hospitals  by  the  elderly.  (4)  Public  and  private 
sector  experiments  with  alternative  service  delivery 
approaches  to  avoid  or  postpone  unnecessary  nursing 
home  placements. 

Detailed  reports  to  the  House  will  be  developed  by 
the  Board  for  each  of  these  areas.  Special  emphasis 
will  be  given  to  issues  of  particular  importance  to 
practicing  physicians  and  organized  medicine.  Each 


report  will  identify  segments  of  the  problem  area  for 
which  satisfactory  solutions  appear  to  be  in  place,  those 
where  some  effort  is  being  made  but  without  total  suc- 
cess, and  those  where  solutions  appear  to  be  lacking. 

In  addition,  a significant  part  of  AMA  Medicare 
policy  development,  of  course,  relates  to  the  care  of 
the  aged,  as  does  some  Medicare  policy.  The  aged  are 
major  users  of  the  health  benefits  provided  by  these 
programs,  including  hospital,  physician,  home  health, 
nursing  home,  and  hospice  care.  Also,  the  House  of 
Delegates  has  adopted  policy  on  several  other  issues 
related  to  aspects  of  caring  for  aged.  Policy  in  all  these 
areas  will  be  explored  for  overall  impact  in  developing 
policy  specifically  related  to  the  aged. 

Throughout  this  process,  the  Board  will  be  working 
closely  with  and  will  rely  heavily  on  advice  from  ap- 
propriate AMA  councils,  commissions,  and  commit- 
tees. Each  set  of  proposed  solutions  will  be  analyzed 
in  terms  of  its  potential  impact  on  the  health  care  de- 
livery system  and  its  consistency  with  AMA  policy.  New 
Association  policy  directions  for  consideration  by  the 
House  of  Delegates  will  be  developed  as  needed. 

In  view  of  these  ongoing  and  proposed  activities, 
the  Board  is  of  the  opinion  that  the  establishment  of 
an  ad  hoc  committee  on  aging  is  not  appropriate.  The 
Board  recommends,  therefore,  that  this  report  be 
adopted  in  lieu  of  Resolution  85  (A-83).  ^ ^ 
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Medical  Grand  Rounds 


Cardiac  Arrhythmias  Without  Organic 
Heart  Disease 

CHARLES  E.  KOSSMANN,  M.D.,  Editor 


DAN  GIFFORD,  M.D. 

(Resident  Physician) 

A 27-year-old  white  man  was  admitted  to  a local  hospital 
for  retrosternal  chest  pain  while  jogging.  The  pain  was  like 
“a  blow  to  the  chest,”  of  brief  duration,  radiating  to  the  left 
shoulder,  and  accompanied  by  diaphoresis  and  faintness  but 
not  nausea,  vomiting,  or  syncope.  An  electrocardiogram  was 
unremarkable  except  for  frequent  ventricular  premature 
complexes,  and  the  serum  creatine  phospho kinase  and  its  MB 
fraction  were  normal.  An  echocardiogram  disclosed  no  val- 
vular or  other  abnormalities.  An  exercise  tolerance  test  in- 
cluding thallium  scan  resulted  in  a large  number  of  ventricu- 
lar premature  complexes  with  the  “R  on  T phenomenon”;  no 
ST  segment  shifts  or  perfusion  defects  were  detected.  After 
three  days  he  was  transferred  to  the  University  of  Tennessee 
Hospital  for  further  evaluation. 

He  had  no  history  of  diabetes,  hypertension,  or  rheumatic 
heart  disease,  and  was  taking  no  medicines  except  for  200  mg 
of  caffeine  prior  to  jogging.  He  did  not  use  cigarettes  or  al- 
cohol and  jogged  16  miles  every  other  day,  lifting  weights  on 
alternate  days.  His  family  history  was  negative  and  a review 
of  systems  was  noncontributory. 

The  initial  blood  pressure  was  110/60  mm  Hg,  and  the 
pulse  rate  was  55  beats  per  minute.  Both  the  cardiovascular 
examination  and  the  physical  examination  generally  were  un- 
remarkable. Initial  laboratory  tests  were  within  normal  lim- 
its. Except  for  an  occasional  ventricular  premature  complex 
(VPC),  the  electrocardiogram  was  normal  and  telemetry 
monitoring  and  a second  exercise  test  failed  to  demonstrate 
any  arrhythmias.  He  was  advised  to  discontinue  caffeine  in 
any  form,  and  was  discharged. 

Approximately  one  week  later  he  was  readmitted  to  the 
local  hospital  for  another  episode  of  chest  pain,  where  car- 
diac catheterization  disclosed  normal  coronary  arteries  but 
frequent  VPCs  which  interfered  with  measurement  of  ven- 
tricular filling.  On  one  subsequent  occasion  five  consecutive 
beats  of  ventricular  ectopy  were  noted  for  which  sustained 
release  procainamide  and  digoxin  were  prescribed.  Once  again 
he  was  transferred  to  the  University  Hospital,  where  multi- 
gated isotopic  angiogram  (MUGA)  revealed  a left  ventricular 
ejection  fraction  of  66%.  Electrophysiologic  studies,  includ- 
ing extra  stimulus  testing,  were  within  normal  limits;  no  re- 
petitive ventricular  forms  were  induced  by  single  or  double 
extra  stimuli. 

The  discharge  diagnosis  was  premature  ventricular  con- 
tractions without  organic  heart  disease.  He  was  discharged  on 
no  medicines. 


From  the  Department  of  Medicine,  University  of  Tennessee,  951 
Court  Ave.,  Memphis,  TN  38163. 

Presented  Dec.  7,  1983. 


DAVID  M.  MIRVIS,  M.D. 

(Professor  of  Medicine,  Cardiology) 

This  case  represents  one  end  of  a broad  spe- 
trum  of  cardiac  arrhythmias  in  patients  without 
cardiac  structural  disorder.  Arrhythmias  in  nor- 
mal subjects  represent  an  extremely  common  and 
important  problem,  wherein  incorrect  decisions 
may  lead  to  loss  of  a sense  of  well  being,  restric- 
tions from  a normal  lifestyle,  and  initiation  of 
therapy  that  may  make  asymptomatic  people 
symptomatic. 

With  regard  to  this  patient’s  history,  it  was 
clear  to  me  and  to  his  own  physicians  that  what 
happened  while  has  was  jogging  was  dramatic. 
He  had  run  only  one  or  two  miles  of  his  usual 
16-mile  jaunt  when  he  felt  like  he  had  collided 
with  a telephone  pole.  He  became  extremely 
anxious,  and  was  upset  further  by  the  fact  that 
no  car  would  stop  to  help  him.  Finally,  he  mean- 
dered into  a house  whose  owner  saw  to  it  that  he 
got  to  the  hospital.  Both  the  first  and  second  ep- 
isodes were  highly  suggestive  of  anxiety  and  hy- 
perventilation following  chest  pain  of  unknown 
cause. 

Everything  from  here  forward  is  going  to  be 
based  on  the  assumption  that  his  complaint  was 
noncardiac  both  times.  I would  like  to  present 
information  on  the  frequency  with  which  com- 
plex ectopy  is  seen  in  normal  people,  and  data 
showing  its  natural  history,  and  discuss  the  vari- 
ables that  may  potentially  induce  ectopy  in  pa- 
tients with  or  without  heart  disease. 

Ventricular  ectopic  activity  (VEA)  is  an  ex- 
tremely common  problem  encountered  in  daily 
practice.  First,  VEA  is  itself  quite  common;  its 
frequency  increases  with  age,  and  it  is  particu- 
larly frequent  in  diseases  associated  with  ventric- 
ular scarring,  which  may  be  of  ischemic,  hyper- 
trophic, or  inflammatory  origin.  Coronary 
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atherosclerosis  per  se  does  not  increase  the  inci- 
dence of  severity  of  ectopy,  i.e.,  the  presence  of 
coronary  artery  obstruction  without  antecedent 
infarction  does  not  correlate  with  its  presence  or 
severity. 

Second,  ectopy  of  identical  degree  can  be  pre- 
cipitated by  various  mechanisms.  Ectopy  can  be 
precipitated  and/or  aggravated  in  many  people  by 
exercise.  This  is  often  considered  to  reflect  ex- 
ercise-induced ischemia,  but  it  is  not  necessarily 
so.  It  may  reflect  increased  sympathetic  activity, 
or  it  may  reflect  an  electrophysiologic  response 
to  increased  heart  rate  alone  without  any  meta- 
bolic aberration.  Thus,  it  is  important  to  recog- 
nize that  electrocardiographically  similar  ar- 
rhythmias may  have  various  causes  and 
significance.  The  electrocardiogram  is  only  a 
marker;  it  is  the  patient  that  needs  to  be  evalu- 
ated and  treated. 

Third,  ectopy  can  occur  in  a great  many  con- 
ditions, perhaps  most  frequently  in  otherwise 
normal  people,  as  in  today’s  case.  Coronary  ar- 
tery disease  has  received  the  most  attention  be- 
cause it  is  here  that  ectopy  is  often  ominous.  Mi- 
tral valve  prolapse  has  also  been  associated  with 
a high  incidence  of  ectopy,  and  also  occurs  in 
cardiomyopathy,  rheumatic  disease,  and  numer- 
ous other  syndromes.  Cardioactive  drugs  may  be 
the  inciting  factor  rather  than  the  cure. 

Ectopy  in  Normal  Persons 

Perhaps  the  most  complex  management  prob- 
lem is  that  posed  by  our  patient  today,  i.e.,  the 
otherwise  healthy  patient  with  complex  ventric- 
ular ectopy.  There  are  many  problems  to  be 
overcome  before  deciding  how  to  manage  such 
patients,  including  the  determination  of  the  fre- 
quency of  ectopy  in  normal  persons,  the  natural 
history  of  such  “normal”  subjects  with  ectopy, 
and  the  underlying  mechanism  for  the  ectopy  in 
such  persons. 

Ventricular  ectopy  of  both  simple  and  com- 
plex grades  is  common  in  overtly  healthy  sub- 
jects. In  one  study  of  50  medical  students,  50% 
had  ventricular  premature  extrasystoles.1  Anoth- 
er important  study,  derived  from  Framingham 
data,2  compared  normal  people  with  patients  who 
have  mitral  valve  prolapse  by  either  one-hour  or 
24-hour  ambulatory  electrocardiography.  Ap- 
proximately 15%  of  the  patients  without  pro- 
lapse had,  in  the  24-hour  period,  Lown  grade  IV 
ventricular  ectopic  activity  (two  or  more  consec- 
utive PVCs);  42%  had  frequent  ventricular  pre- 
mature beats.  Thus,  clinically  normally  subjects 
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do  have  ectopy,  and  in  some  instances  complex 
ectopy;  this  complex  ectopy  does  not  per  se  in- 
dicate heart  disease.  Thus,  the  first  lesson  I 
should  like  to  impart  is  that  finding  PVCs,  no 
matter  how  complex,  whether  on  a routine  elec- 
trocardiogram or  on  ambulatory  monitoring,  does 
not  mean  that  the  patient  has  heart  disease,  and 
does  not  necessarily  mean  that  treatment  is 
needed. 

What  is  the  natural  history  of  these  patients? 
In  numerous  studies,  the  prognosis  of  subjects 
with  ectopy,  simple  or  complex,  in  the  absence 
of  overt  cardiac  disease  is  excellent.  Kennedy  et 
al3  studied  69  such  patients  for  from  2.8  to  9.6 
years;  53%  had  couplets  and  15%  had  ventricu- 
lar tachycardia.  Only  one  cardiac  and  one  non- 
cardiac death  occurred,  a survival  rate  signifi- 
cantly better  than  that  predicted  for  the 
population  as  a whole.  Thus,  complex  ectopy  is 
not  a poor  prognostic  finding.  The  presence  of 
heart  disease,  the  type  of  heart  disease,  and  its 
temporal  relationship  with  the  arrhythmia,  are  all 
prognostically  important. 

Sudden  death,  presumably  due  to  cardiac  ar- 
rhythmias, does,  however,  occur  in  normal  per- 
sons. In  29  cases  reported  by  Maron  et  al,4  28 
had  structural  heart  disease  documented  at  ne- 
cropsy, although  in  only  seven  was  cardiac  dis- 
ease suspected  during  life.  A similar  conclusion 
may  be  derived  from  many  other  series.  Thus,  in 
the  absence  of  heart  disease,  sudden  death  is  rare, 
and  potentially  fatal  disease  is  often  not  detect- 
ed. It  is  thus  important  to  evaluate  patients  com- 
prehensively for  structural  or  physiologic  heart 
diseases.  Common  diagnoses  often  missed  in- 
clude coronary  artery  disease,  hypertrophic  car- 
diomyopathy, and  long  QT  interval  syndromes. 

Multiple  mechanisms  may  be  operative  in 
causing  such  arrhythmias.  First,  there  may  be 
subclinical  heart  disease  whose  only  manifesta- 
tion is  ventricular  ectopy.  Some  do  have  coro- 
nary disease;  in  patients  reported  by  Kennedy  et 
al5  with  ectopy  and  with  risk  factors  for  athero- 
sclerosis but  without  other  symptoms,  25%  had 
angiographically  documented  coronary  atheros- 
clerosis. Those  investigators  also  reported  a high 
incidence  of  hemodynamic  abnormalities  (86%) 
in  clinically  normal  persons  with  ectopy.  Similar- 
ly, Strain  et  al6  reported  abnormal  right  ventric- 
ular endocardial  biopsies  in  16  of  18  patients  with 
spontaneous  ventricular  tachycardia  or  fibrilla- 
tion but  without  overt  heart  disease.  Abnormal- 
ities included  evidence  of  cardiomyopathy,  myo- 
carditis, vasculitis,  and/or  ventricular  dysplasia. 
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Thus,  many  do  have  a subtle,  subclinical  form  of 
heart  disease. 

In  many,  however,  it  is  environmental  factors 
that  precipitate  the  arrhythmias.  Known  precipi- 
tants  include  psychological  stress,  antiarrhythmic 
drugs,  caffeine  and  other  stimulants,  and  alco- 
hol. Caffeine  may  have  contributed  in  this  case, 
since  its  sympathomimetic  effects  are  well  known. 
They  probably  result  from  caffeine’s  inhibiting 
phosphodiesterase,  the  enzyme  that  degrades  the 
beta-adrenergic  messenger  cyclic  AMP,  and  in- 
creasing plasma  catecholamine  levels.  Both  atrial 
and  ventricular  arrhythmias,  including  ventricu- 
lar tachycardia,  may  be  provoked  by  caffine.7  In 
many  cases,  these  external  factors  can  be  re- 
moved, resulting  in  resolution  of  the  arrhythmia. 

An  Approach  to  the  Patient 

Given  this  information,  what  do  we  do  with 
the  patient  with  ventricular  ectopy?  Though  I will 
deal  mostly  with  ventricular  arrhythmias,  my  re- 
marks apply  as  well  to  any  arrhythmia. 

First,  an  accurate  diagnosis  of  the  type  of  ar- 
rhythmia is  needed.  The  most  common  diagnos- 
tic method  is  a single  monitor  lead  in  a coronary 
care  unit.  From  it  one  can  then  progress  to  the 
standard  12  lead  electrocardiogram  with  at  least 
three  leads  recorded  simultaneously,  to  special 
precordial  leads  that  are  particularly  sensitive  to 
identify  P waves,  to  intracardiac  electrodes,  the 
last  of  which  can  be  used  to  define  sites  of  origin 
of  various  arrhythmias  by  provoking  them  (EPS- 
electophysiologic  study).  Finally,  a therapeutic 
trial  may  be  undertaken  by  giving  a drug  and 
seeing  what  happens.  This  should  be  done  only 
to  patients  who  are  in  extremis,  where  the  risk 
of  delay  required  for  an  exact  diagnosis  results  in 
a risk  to  the  patient. 

One  problem  with  determining  an  accurate  di- 
agnosis is  that  ventricular  ectopy  tends  to  be  ep- 
isodic, and  may  occur  only  during  certain  activi- 
ties, at  only  certain  times  of  day,  or  under  certain 
kinds  of  stress.  The  routine  electrocardiogram  is 
recorded  in  about  30  to  45  seconds,  an  extremely 
small  sampling  of  the  patient’s  lifetime.  In  gen- 
eral, the  more  severe  the  arrhythmia,  the  more 
episodic  it  will  be.  We  thus  have  a great  likeli- 
hood of  missing  paroxysmal  ventricular  tachycar- 
dia using  routine  electrocardiograms.  Thus,  rou- 
tine electrocardiogram  is  not  a good  method  of 
detecting  ventricular  arrhythmias,  particularly  the 
complex  but  episodic  ventricular  or  atrial  ar- 
rhythmias. Ambulatory  monitoring  for  at  least  24 
hours  is  the  minimum  requirement  for  detecting 


or  classifying  ventricular  arrhythmias  in  a partic- 
ular patient.  Another  problem  is  that  many  ven- 
tricular arrhythmias  may  be  inducible  by  activi- 
ties the  patient  doesn’t  ordinarily  do,  one  of  them 
strenuous  exercise.  Patients  without  ventricular 
arrhythmias  at  rest  or  during  routine  ambulatory 
electrocardiography  may  develop  ventricular 
tachycardia  during  exercise. 

Most  significant  arrhythmias  will  be  detected 
only  during  prolonged  ambulatory  monitoring, 
and  more  than  one  24-hour  period  may  be  need- 
ed to  detect  all  abnormalities.  The  number  of 
subjects  that  will  have  abnormal  rhythms  induci- 
ble or  detectable  only  on  exercise  is  reasonably 
small,  perhaps  in  the  range  of  10%  to  15%, 
though  not  a clinically  insignificant  number  of 
people.  Additionally,  this  finding  is  particularly 
important  because  we  are  dealing  with  rhythm 
disturbances  that  are  potentially  life-threatening. 
A complete  evaluation  would  require  not  only 
ambulatory  monitoring  but  also  exercise  testing 
in  an  attempt  to  provoke  or  to  identify  the  most 
complex  grade  of  arrhythmia  that  any  given  pa- 
tient will  have. 

The  next  question  is,  “Does  the  patient  have 
heart  disease?”  As  noted  above,  there  is  a wealth 
of  evidence  suggesting  that  heart  disease  is  a ma- 
jor determinant  of  the  clinical  significance  of  a 
cardiac  arrhythmia.  Determination  of  the  pres- 
ence or  absence  of  cardiac  disease  must  include, 
at  the  minimum,  a complete  history  and  physical 
examination,  and  a 12-lead  electrocardiogram  to 
quantitate  the  QT  interval  and  other  measure- 
ments. In  addition,  we  routinely  perform  a two- 
dimensional  echocardiogram  to  assess  wall  thick- 
ness, ventricular  function,  and  valve  structure.  We 
also  recommend  cardiac  catheterization  in  pa- 
tients with  symptoms  suggestive  of  or  with  signif- 
icant risk  factors  predisposing  to  coronary  artery 
disease. 

Whether  heart  disease  is  present  or  absent,  a 
search  for  reversible  precipitating  factors  should 
be  undertaken.  In  patients  with  disease,  drug 
toxicity  and  electrolyte  imbalance,  including  ab- 
normal potassium  and  magnesium  levels,  are 
common.  Antiarrhythmic  drugs  and  digitalis  gly- 
cosides may  exacerbate  arrhythmias  even  when 
serum  levels  are  within  the  “usual”  therapeutic 
range.  Thus,  a high  index  of  suspicion  is  appro- 
priate. In  patients  both  with  and  without  disease, 
a history  as  to  coffee  and  alcohol  use  should  be 

( Continued  on  page  469) 
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Health  and  Environment  Report 


Healthy  Children  and  Health  Departments 

FREDIA  S.  WADLEY,  M.D.,  MSHPA 


The  county  health  departments  in  Tennessee 
offer  a variety  of  services  for  all  age  groups.  Since 
the  Healthy  Children  Initiative  is  not  only  focus- 
ing on  services  for  children  but  also  on  coordi- 
nating public  and  private  resources,  physicians 
across  the  state  have  requested  information  on 
various  programs  in  order  to  better  utilize  health 
department  services  for  their  patients. 

The  following  capsule  descriptions  are  intend- 
ed only  to  remind  physicians  that  these  services 
are  available  at  all  health  departments.  Since 
manpower  resources  in  the  various  counties  vary 
tremendously,  physicians  should  contact  their  own 
county  health  department  for  definitive  informa- 
tion about  services  provided.  Some  health  de- 
partments may  be  unable  to  provide  maximal 
service  in  all  programs,  while  others  have  addi- 
tional services  not  covered  below. 

Immunization.  Diphtheria-pertussis-tetanus 
(DPT)  and  oral  polio  vaccine  (OPV)  at  2,  4,  6, 
15  months  (or  18  months  if  not  given  with  mea- 
sles-mumps-rubella  [MMR]  at  15  months),  and  4 
to  6 years;  diphtheria-tetanus  10  years  after  pre- 
school booster;  MMR  at  15  months.  Physicians 
should  report  suspected  or  documented  cases  of 
these  vaccine  preventable  diseases  to  their  coun- 
ty health  department  in  order  that  investigations 
and  control  meaures  might  be  implemented  by 
local,  state  and  regional  staff. 

Well  Child  Inspections.  Public  health  nurses 
have  completed  a course  in  physical  assessment, 
and  have  skills  enabling  them  to  meaure  and  plot 
to  determine  growth  pattern,  do  hematocrit  and 
give  vitamins  and  iron  according  to  a protocol, 
perform  a general  physical  assessment,  which  in- 
cludes vision,  hearing,  amblyopia,  scoliosis,  blood 
pressure  and  developmental  screening  as  appro- 
priate for  age,  counsel  on  nutrition,  parenting, 
safety,  and  child  care,  and  make  appropriate 
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medical  and  social  referrals.  Tuberculosis  skin 
tests  are  applied  at  15  months,  and  a hemoglobin 
electrophoresis  is  done  on  children  at  risk  for  sic- 
kle cell  anemia.  Visits  during  the  first  two  years 
are  made  on  the  same  schedule  as  immunizations 
(with  an  additional  one  at  12  months)  and  there- 
after, at  2Vi,  3,  4,  5 to  6,  11,  14  and  17  years. 

Early  Periodic  Screening,  Diagnosis,  and 
Treatment  (EPSDT).  Nurses  perform  these  peri- 
odic screening  assessments  on  Medicaid-eligible 
children.  A total  of  18  visits  are  now  allowed: 
two  for  0-4  weeks,  three  for  4 weeks  to  6 months, 
two  for  6 to  19  months,  three  for  19  months  to  5 
years,  five  for  5 to  21  years,  and  three  additional 
surveillance  visits.  The  EPSDT  reimbursement 
rate  has  been  increased,  and  more  private  phy- 
sicians are  now  providing  this  service  in  their  of- 
fices. 

Women,  Infant,  and  Children  Supplemental 
Food  Program  (WIC).  WIC  provides  nutritional 
counseling  and  food  vouchers  for  prenatal  and 
postnatal  women,  infants,  and  children  who 
qualify  according  to  financial  and  medical  guide- 
lines. (Davidson  and  Dyer  counties  have  a Com- 
modity Food  Program  and  Shelby  has  this  plus 
WIC.) 

Child  Passenger  Restraint  Loaner  Program. 

Almost  all  health  departments  now  lend  infant 
and  toddler  seats  when  parents  cannot  afford  to 
purchase  them.  A deposit  of  $5  is  usually  re- 
quired. 

Speech  and  Hearing.  This  provides  hearing  as- 
sessments, medical  evaluation  and  treatment, 
surgical  procedures,  and  hearing  aides  for  eco- 
nomically eligible  children.  Physicians  can  refer 
children  to  the  health  department  for  audiologi- 
cal  and  impedance  testing. 

Crippled  Children  Service  (CCS).  CCS  pro- 
vides medical  evaluations  and  treatment  for  chil- 
dren under  21  years  of  age  with  chronic  handi- 
capping conditions  (orthopedic,  neurologic, 
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cardiovascular,  endocrine,  renal,  etc.),  hospitali- 
zation and  convalescent  care,  and  special  devices 
and  equipment.  Refer  patients  to  the  health  de- 
partment for  financial  and  medical  eligibility  de- 
termination. Services  are  provided  at  CCS  cen- 
ters. 

Dental.  Many  preventive  services  are  provided 
in  schools.  Clinical  care  services  for  children  often 
depend  upon  community  dental  resources  as  well 
as  health  department  dental  manpower.  The  pro- 
gram primarily  serves  Medicaid  recipients,  Head 


Medical  Grand  Rounds  . . . 

(Continued  from  page  467) 

obtained,  and  trial  of  abstinence  may  often  be 
diagnostic.  Psychologic  stress  may  precipitate  or 
aggravate  cardiac  arrhythmias;  these  may  be 
chronic  or  acute  problems  related  to  school, 
work,  or  family  environments.  r S 
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vate  hospital  brings  metropolitan  advantages  to 
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Health  Care  System,  Inc. 
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Geriatric  Medicine 


Geriatric  Abuse — Out  of  the  Closet 

CURTIS  B.  CLARK,  M.D. 


The  purpose  of  this  series  of  articles  is  to  pre- 
sent geriatric  abuse  as  we  have  finally  accepted 
it — as  a fact  of  life.  In  the  first  presentation  its 
prevalence,  proposed  etiologic  causes,  and  psy- 
chosocial sequela  will  be  demonstrated.  The  sec- 
ond in  the  series  will  present  the  formation  and 
utilization  of  a Geriatric  Abuse  Intervention  Team 
(GAIT)  in  a Family  Practice  training  setting,  and 
in  the  third  actual  cases  will  be  presented  in  which 
reasonable  solutions  have  been  brought  about 
through  the  use  of  an  interdisciplinary  GAIT. 

On  April  21,  1980,  a congressional  hearing  was 
held  by  the  Subcommittee  of  Human  Services 
concerning  domestic  violence  against  the  elderly. 
During  the  opening  of  the  hearing  Ms.  Geraldine 
A.  Ferrara,  who  had  served  in  the  Assistant  Dis- 
trict Attorney’s  office  in  the  Queens  County  Dis- 
trict Attorney’s  office,  and  who  had  implement- 
ed the  “battered  spouse  legislation”  and 
prosecuted  cases  of  child  abuse  while  in  that  of- 
fice, summarized  the  magnitude  of  the  problem 
of  geriatric  abuse.1  Her  opening  remarks  are  an 
accurate  statement  concerning  this  problem:  “At 
the  same  time,  I urge  the  Congress,  the  social 
service  providers,  and  American  families  not  to 
overlook  this  serious  problem.  Statistics  indicate 
that  domestic  violence  against  senior  citizens  is 
occurring  with  alarming  frequency  and  it  is  in- 
creasing. I am  concerned  that  the  failure  to  im- 
prove services  for  these  victims  will  only  increase 
our  nursing  home  population  and  increase  the 
numbers  of  senior  citizens  who  are  physically  and 
mentally  damaged.”1 

A study  conducted  by  Legal  Research  and 
Services  for  the  Elderly  indicated  that  the  typical 
victim  of  domestic  geriatric  violence  was  a frail 
75-year-old  woman;  84%  of  the  abusers  were  rel- 
atives and  75%  of  the  victims  lived  with  their 
abusers.1  A University  of  Maryland  study  con- 
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eluded  that  domestic  violence  is  more  likely  to 
occur  among  low  and  middle  income  families.1 

Some  20  to  25  years  ago  our  awareness  of  child 
abuse  was  brought  to  the  forefront.  Today  we 
stand  hopefully  on  the  threshold  of  being  alerted 
nationally  to  the  scope  of  this  problem.  During 
the  latter  part  of  the  1970s  the  problem  of  ger- 
iatric abuse  was  uncovered  by  the  pioneer  work 
done  by  the  University  of  Maryland  and  the  Uni- 
versity of  Michigan.  These  studies  indicated  that 
like  spouse  battering  and  child  abuse,  elder  abuse 
also  occurred  in  families.2 

Investigators  have  documented  hundreds  of 
horror  stories  of  repeated  physical  battering,  sex- 
ual abuse,  intentional  overmedication,  psycho- 
logical torment,  financial  exploitation,  and  forced 
confinement  of  the  elderly  by  their  own  families. 
There  have  been  many  reports  that  elderly  abuse 
is  serious  and  growing,  but  because  the  thought 
is  so  repulsive,  many  refuse  to  accept  this  as  a 
possibility,  and  the  subject  is  ignored.3  The  inci- 
dence of  geriatric  abuse  of  some  type  or  combi- 
nations of  abuse  occurs  in  approximately  10%  of 
persons  over  65  years  of  age.  Data  suggest  that 
in  America  we  have  from  one-half  million  to  one 
million  cases  of  abuse  occurring  each  year. 

Generally  there  are  five  types  of  accepted 
abuse  in  the  elderly,  which  include  physical  abuse, 
including  sexual  abuse;  passive  neglect;  active 
neglect;  psychological  or  emotional  abuse;  and 
material  or  fiscal  abuse.  Passive  neglect  is  dem- 
onstrated when  an  elderly  person  is  not  turned  in 
bed,  permitting  decubitis  ulcers  to  occur.  Active 
neglect  occurs  when  a patient  has  had  certain 
needs  or  medications  withheld  that  are  needed 
for  daily  living.4  Many  of  the  abused  elderly  are 
like  children — frail,  dependent,  and  vulnerable. 
Admitting  that  they  have  been  abused  is  to  ad- 
mit they  have  failed  as  parents.2  It  is  difficult  to 
admit  even  to  themselves  that  their  own  off- 
spring would  commit  such  an  act,  much  less  ad- 
mit that  such  had  occurred  to  an  outsider.  The 
elderly  are  very  reluctant  to  seek  help,  fearful 
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that  will  place  them  in  greater  jeopardy  for  more 
abuse.  Many  elderly  have  no  place  to  go  and  fear 
leaving  their  home  and  security  because  they  have 
no  other  alternative  available.3 

William  Shakespeare  wrote  475  years  ago 
about  the  “King  Lear  syndrome,’-’  as  we  write 
about  the  “granny  bashing”  syndrome  today. 
Shakespeare  wrote  about  the  same  type  of  con- 
ditions that  many  of  the  grandparents  are  being 
subjected  to  today.1  At  present  there  is  no  prov- 
en operational  definition  for  “geriabuse.”  There 
are  four  explanations  given  as  to  the  operational 
or  causative  factors.  There  may  be  develop- 
mental disorders  in  the  caretaker  and  vulnerabil- 
ity and  dependency  of  the  victim.  There  may  also 
be  situational  crisis-induced  factors  or  socio-en- 
vironmental  conditions.4 

There  is  a generally  accepted  operational  def- 
inition as  it  relates  to  child  abuse  (Fig.  1).  Dur- 
ing childhood  there  is  neglect  and  inadequate 
parenting  that  will  lead  to  lack  of  basic  trust  and 
low  self-esteem.  Later  in  life  the  person  will  en- 
ter into  marriage  of  a like  partner.  When  parent- 
hood is  achieved  and  the  child  is  seen  as  “differ- 
ent” or  doesn’t  measure  up,  this  sets  the  stage 
for  abuse.  As  stress  increases  then  there  is  the 
breaking  point  at  which  the  child  is  neglected  and 
abused.5 

There  has  been  proposed  what  seems  a very 
reasonable  chain  of  events  that  brings  about  abuse 
of  the  geriatric  patient  (Fig.  2).  The  caretaker 
may  have  been  abused  as  a child  where  violence 
and  neglect  was  the  normal  mode  of  behavior.  In 


our  current  society  the  elderly  may  have  to  be 
brought  into  the  nuclear  family  that  has  evolved 
after  the  industrial  revolution.  The  person  may 
be  looked  upon  as  nonproductive  and  roleless, 
being  a burden  rather  than  a contributor.  With 
this  difficulty  the  parents  have  to  give  up  their 
independence  and  conflict  arises  as  the  role  re- 
versal takes  place.  Then  some  psychosocial  or 
economic  stress  occurs  with  neglect  and  abuse  the 
final  result.5 

Eleven  states  have  protective  service  laws  that 
require  anyone  who  suspects  elderabuse  to  re- 
port such  instance  to  an  adult  protective  central 
office.3  These  hideous  acts  have  obviously  been 
with  mankind  throughout  the  ages  and  only  with- 
in the  past  few  years  have  we  as  a society  begun 
to  face  the  issue.  It  is  mentioned  in  Ephesians 
6:2,  3,  and  I quote:  “Honour  thy  father  and 
mother;  (which  is  the  first  commandment  with 
promise;)  That  it  may  be  well  with  thee,  and  thou 
mayest  live  long  on  the  earth.”  r fP 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A pregnant  28-year-old  woman  admitted  to  St.  Thomas  Hospital  for  evalua- 
tion of  “dizziness”  gave  a history  of  “rheumatic  fever”  at  age  5,  and  had  been 
told  she  had  a heart  murmur.  Ambulatory  electrocardiograms  had  disclosed  only 
intermittent  sinus  tachycardia  at  peak  rates  of  120/min. 

At  admission,  blood  pressure  was  100/70  mm  Hg,  pulse  80/min  and  regular. 
There  was  a prominent  first  heart  sound,  but  no  rubs,  murmurs,  gallops,  or  clicks 
were  audible  in  the  standing,  squatting,  or  supine  positions.  Her  chest  was  clear 
to  auscultation,  and  pulmonary  function  studies  were  normal.  Gallbladder  study 
showed  a single  large  gallstone,  and  a two-dimensional  echocardiogram  showed 
no  abnormalities.  Thyroid  function  studies  showed  mildly  elevated  thyroid  bind- 
ing globulin  of  42  pg/ml  (normal  11  to  26  p-g/ml),  and  she  appeared  euthyroid 
with  measured  and  calculated  free  T3  and  calculated  free  T,  within  normal  limits. 
An  electrocardiogram  was  obtained  (Fig.  1). 


Discussion 

This  tracing  shows  sinus  arrhythmias  at  an  av- 
erage rate  of  85/min.  The  QRS  complex  is  wide, 
with  a duration  of  120  msec,  whereas  the  PR  in- 
terval is  short  at  0.12  seconds  (120  msec).  The 
initial  portion  of  the  QRS  complex  is  slurred.  The 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 


T waves  are  inverted  in  leads  Vx  through  V3,  and 
the  ST  segments  are  sagging  in  leads  V4,  V5,  and 
standard  lead  III. 

The  widened  QRS,  slurred  initial  forces,  rela- 
tively short  PR  interval,  and  abnormal  repolari- 
zation are  all  compatible  with  preexcitation.1 
Preexcitation  syndrome  occurs  when  portions  of 
the  ventricle  are  electrically  activated  earlier  than 
would  be  expected  if  the  impulse  travels  solely 
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by  way  of  the  normal  atrioventricular  (AV)  con- 
duction system.  It  implies  the  presence  of  an  ac- 
cessory AV  conduction  pathway. 

Preexcitation  was  first  described  in  1915,  and 
a distinct  clinical  syndrome  of  short  PR  interval, 
“bundle  branch  block,”  and  paroxysmal  tachy- 
cardia was  described  by  Wolff,  Parkinson,  and 
White  in  1930. 2 3 It  is  now  known,  of  course,  that 
these  patients  do  not  have  bundle  branch  block, 
but  have  a normal  intraventricular  conduction 
system  with  normal  PJ  interval.  The  term  “Wolff- 
Parkinson- White  syndrome”  is  used  for  those  pa- 
tients who  have  paroxysmal  tachycardia  with 
preexcitation  as  described  by  Wolff,  Parkinson, 
and  White.  Paroxysmal  tachycardias  occur  as  the 
anomalous  AV  pathways  allowing  for  ventricular 
preexcitation  also  allow  for  a reentry  or  circular 
movement  of  the  electrical  impulse  between  atria 
and  ventricles. 

The  initial  slurred  portion  of  the  QRS  com- 
plex has  been  referred  to  as  a delta  wave  (resem- 
bling one  side  of  the  Greek  letter  delta).  When 
the  posterior  portion  of  the  left  ventricle  is 
preexcited,  the  QRS  configuration  is  commonly 
directed  anteriorly,  causing  an  R wave  in  leads 
Vx  and  V2.  This  type  of  preexcitation  is  referred 
to  as  “Type  A.”4  Conversely,  when  anterior  por- 
tions of  the  heart  are  preexcited,  the  initial  QRS 
forces  and  delta  wave  tend  to  have  a posterior 
direction,  creating  QS  waves  in  Vx  and  V2  (“Type 
B”). 

It  is  important  to  recognize  that  preexcitation 
can  not  only  mask  a myocardial  infarction,  but 
can  also  cause  a pattern  that  simulates  (as  in  this 
patient)  myocardial  infarction.  This  tracing  shows 
rightward  forces  with  a QrS  pattern  in  standard 


lead  I,  and  a QS  pattern  in  aVL,  which  might 
erroneously  be  interpreted  as  showing  a superi- 
or-lateral infarction.  In  this  patient,  the  pattern 
of  superior-lateral  infraction  is  simulated  by 
preexcitation  of  the  ventricle. 

Preexcitation  is  not  an  acquired  abnormality, 
and  has  no  relationship  to  antecedent  rheumatic 
fever.  This  patient  had  no  evidence  for  rheumatic 
heart  disease  on  examination  or  echocardiogra- 
phy. 

It  is  important  to  keep  in  mind  that  the  pat- 
tern of  preexcitation  implies  the  presence  of  an 
accessory  AV  pathway.  The  P to  delta  interval, 
presence  or  absence  of  delta  wave,  and  QRS 
width  may  vary  in  relation  to  the  location  of  the 
accessory  pathways,  the  intra- atrial  conduction 
time,  and  the  time  required  to  traverse  the  AV 
node  and  His-bundle  branch  pathways.  These  re- 
lationships determine  the  configuration  of  the 
electrocardiogram  in  preexcitation,  and  conduc- 
tion over  the  AV  node  may  be  affected  by 
changes  in  autonomic  tone.  Thus,  preexcitation 
may  become  clearer  when  AV  nodal  conduction 
is  slowed  by  carotid  sinus  massage,  or  it  may  di- 
minish when  AV  nodal  conduction  is  accelerated 
by  various  pharmaceuticals  or  exercise. 

IMPRESSION:  Preexcitation — Type  A.  r ^ 
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Loss  Prevention  Case  of  the  Month 


Who’s  In  Charge  Here? 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 29-year-old  man  was  brought  to  the  emer- 
gency room  of  a metropolitan  hospital  where  the 
nurse  obtained  a history  from  family  members 
that  the  patient  had  ingested  “three  beers  and 
some  pretzels”  one  hour  earlier.  Thirty  minutes 
later  he  began  to  complain  of  cramping  abdomi- 
nal pain,  the  pain  so  severe  that  the  patient 
“writhed  on  the  floor  ih  agony.”  The  past  history 
was  entirely  negative.  No  history  of  recent  illness 
was  obtained,  and  alcohol  and  drug  use  was  de- 
nied. 

Dr.  A,  an  emergency  room  physician,  saw  the 
patient  and  observed  that  he  was  breathing  deep- 
ly and  rapidly  and  was  unable  to  speak.  His  color 
was  good,  and  because  of  his  obvious  difficulty 
with  respiration,  Dr.  A quickly  did  a Heimlich 
maneuver  without  benefit.  Shortly  thereafter,  the 
patient  completely  lost  control,  began  to  thrash 
about  wildly,  assaulting  everyone  present,  and 
appeared  to  be  hysterical.  The  loud  commotion 
brought  Dr.  B into  the  room  to  be  of  assistance. 

Dr.  B told  a nurse  to  “draw  up  10  mg  of  Val- 
ium and  give  5 mg  now”  in  an  effort  to  sedate 
this  noncommunicative  and  combative  patient  and 
to  prevent  self-injury.  In  the  confusion,  the  nurse 
did  not  hear  “give  5 mg  now”  and  gave  the  full 
dosage.  A few  minutes  later  Dr.  A,  not  realizing 


Dr.  Avery  is  the  medical  director  of  State  Volunteer  Mutual  In- 
surance Company. 


what  Dr.  B had  ordered,  told  another  nurse  to 
give  Demerol  50  mg  and  Vistaril  25  mg  IV.  Se- 
dation was  now  accomplished  and  both  doctors 
left  the  patient  in  the  care  of  the  emergency  room 
nurse,  with  Dr.  A planning  to  order  laboratory 
work  and  x-rays  as  preliminary  studies  of  the  pa- 
tient. 

Within  10  to  15  minutes,  both  doctors  were 
summoned  stat  because  of  respiratory  arrest; 
Dr.  A did  an  emergency  tracheal  intubation. 
Dr.  A discovered  that  the  patient  had  received 
the  medication  ordered  by  each  of  them  and 
Narcan  was  immediately  given.  The  arrest  was 
successfully  treated  although  the  patient  required 
mechanical  ventilator  support  for  several  hours. 
Later  it  was  learned  that  the  trachea  had  been 
torn  by  the  emergency  intubation  requiring  sur- 
gical treatment  and  prolonged  hospitalization. 

Loss  Prevention  Comment 

In  every  case  there  must  be  a “chief”  to  co- 
ordinate all  aspects  of  management.  Subordinate 
members  of  the  team  must  recognize  this  and  ac- 
commodate their  participation  in  the  case  to  the 
physician  in  charge. 

Dr.  B deviated  from  the  standard  of  care  in 
failing  to  recognize  Dr.  A’s  role  as  the  physician 
in  charge  and  in  ordering  the  medication  without 
his  knowledge  and  approval. 

Dr.  A’s  order  of  Vistaril  IV  was  contraindicat- 
ed according  to  the  PDR,  which  indicates  that  it 
is  intended  only  for  IM  administration.  r ^ 
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Thomas  K.  Ballard 


The  Best  Medical  Care  in  the  World 


The  United  States  delivers  the  best  medical  care  in  the  world.  We  have 
proven  through  the  years  that  our  physicians,  nurses,  and  paramedical  per- 
sonnel receive  better  training  and  deliver  to  our  patients  a quality  of  medical 
care  second  to  none.  There  are  those  who  would  attempt  to  refute  this 
premise,  but  all  arguments  to  the  contrary  fall  upon  fallow  ground. 

The  technology  that  we  are  capable  of  producing  gives  us  a vast  head 
start  over  other  civilized  nations.  We  are  the  leaders  in  most  areas  of  medi- 
cal practice.  For  example,  the  application  of  computer  technology  in  the 
field  of  radiology  gives  us  nuclear  magnetic  resonance  with  excellent  imag- 
ing. Results  of  studies  compared  with  computerized  axial  tomography  reveal 
a bright  future  for  this  procedure.  The  advent  of  liver  transplants,  heart 
transplants,  and  lung  transplants  presents  its  own  sets  of  problems.  Even 
though  the  expense  for  these  procedures  is  relatively  high,  how  do  you  place 
a value  on  one  life? 

Advances  in  the  field  of  antibiotics,  with  their  impact  upon  infectious 
diseases,  are  certainly  promising,  and  research  continues  in  this  field.  Pa- 
tient education  resulting  in  patient  awareness  as  to  what  they  can  do  to 
improve  their  health,  such  as  changes  in  lifestyle  and  diet,  has  caused  great 
improvement  in  the  general  health  of  our  population,  as  well  as  an  increase 
in  life  expectancy.  The  use  of  oncogenes  in  cancer  research  is  quite  promis- 
ing. The  implication  of  this  discovery  adds  impetus  to  our  increasing  knowl- 
edge in  the  field  of  discovery  and  treatment  of  cancer  patients.  The  drop  in 
infant  mortality  in  the  United  States  is  further  testimony  to  our  great  strides 
in  medical  care. 

Even  with  all  the  achievements  in  research,  technology,  and  techniques, 
there  is  still  room  for  improvement.  With  the  cost  consciousness  of  our  times 
I am  deeply  concerned  that  funds  may  not  be  available  to  continue  improve- 
ment in  our  system  of  health  care  delivery.  We  have  seen  a drop  in  research 
resources,  and  this  may  bode  ill  for  future  generations.  Our  efforts  should 
be  ongoing  to  assure  the  people  of  our  country  that  we  will  remain  at  the 
top  of  all  nations  in  delivering  to  them  the  best  medical  care  in  the  world. 
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A Health  Policy  for  the 
American  People 

The  Constitution  of  the  United  States  is  based 
upon  the  conviction  of  its  drafters  that  the  least 
government  is  the  best  government;  it  therefore 
states  specifically  that  all  matters  not  delegated 
to  the  federal  government  thereby  are  the  busi- 
ness of  the  several  states.  The  nature  of  govern- 
ments, however,  is  to  govern,  and  of  an  elected 
government  to  divide  the  spoils  of  victory  among 
its  supporters,  and  so  the  federal  government  of 
these  United  States  has  progressively  arrogated 


unto  itself  responsibility  for  progressively  broad- 
er areas  of  the  life  of  its  people  and  meddled  not 
only  in  the  affairs  of  state  and  local  governments 
but  of  its  individual  citizens  as  well.  That  med- 
dlesomeness has  spawned  a bureaucracy  so  mas- 
sive that  it  threatens  to  sink  the  District  of  Co- 
lumbia deep  into  the  Potomac  by  the  sheer  weight 
of  its  paperwork. 

So  as  not  to  be  unfair,  however,  I have  to  add 
that  most  of  what  has  come  about  has  done  so 
by  default,  since  it  is  much  easier  to  be  told  what 
to  do  than  to  think  about  it.  The  average  citizen 
is  usually  quite  content  to  have  his  life  regulated, 
or  he  is  until  that  regulation  threatens  his  own 
bailiwick.  Giving  thoughtless  attention  to  his  own 
affairs,  he  has  not  considered  that  his  indiffer- 
ence to  the  prerogatives  of  others  might  one  day 
bring  about  his  own  eclipse,  and  that  like  the 
taxes  to  support  their  promulgation  and  enforce- 
ment, regulations  by  their  very  nature  eventually 
proliferate  to  encompass  every  single,  solitary 
activity  of  every  single,  solitary  citizen. 

Another  characteristic  of  a bureaucracy  is  that 
its  policies  are  determined  piecemeal,  and  its 
governance  is  therefore  inconsistent  and  erratic. 
This  inconsistency — indeed,  inconstancy — de- 
rives from  government’s  continuously  changing 
direction,  reflecting  the  swings  in  philosophy  of 
administrations  and  the  Congress  demanded  by  a 
fickle  electorate. 

What  I have  said  thus  far  is  the  long  way  of 
saying  that  though  it  may  not  apply  to  every  in- 
dividual, as  a people  we  get  what  we  pay  for. 
Having  suffered  the  building  of  the  bureaucracy, 
we  deserve  to  suffer  under  the  weight  of  its  dead 
hand.  It  is  a lot  easier  to  get  there  than  to  es- 
cape. 

Nowhere  has  the  public  schizophrenia  been 
more  clearly  demonstrated  than  in  the  health  af- 
fairs of  this  nation.  The  public’s  desire  to  be  pro- 
tected from  everything  harmful  is  reflected  in  the 
establishment  of  such  agencies  as  the  Food  and 
Drug  Administration  (FDA).  Though  the  FDA’s 
function  is  to  determine  the  safety  and  efficacy 
of  drugs,  the  public  seeks  legislative  relief  from 
the  restraints  it  has  so  strongly  advocated  when 
one  of  its  pets,  Laetrile,  for  example,  is  ruled 
unfit.  This  ambivalence  has  led  the  pendulum  to 
swing  in  matters  of  health,  as  in  all  other  areas 
throughout  history,  to  excesses  in  both  direc- 
tions. 

It  is  difficult  to  determine  precisely  why  or 
when,  in  the  midst  of  such  a plethora  of  technol- 
ogic wizardry  as  the  past  two  decades  have  wit- 


478 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


nessed,  public  disaffection  for  the  medical 
profession  as  a whole  began.  Certainly  it  was 
stimulated  by  meddlesome  consumer  advocates 
with  their  own  fences  to  mend,  but  the  emerging 
attitude  that  the  public  health  is  too  important  to 
be  left  in  the  hands  of  physicians  had  to  have 
some  foundation  in  medicine’s  own  backyard.  It 
became  the  perception  of  at  least  a substantial 
and  vocal  segment  of  the  public  that  the  first 
concern  of  the  House  of  Medicine  was  not  the 
public  weal  but  its  own  economic  advancement. 
In  our  current  battles  over  threatened  mandatory 
assignment  and  fee  freezes,  the  public  concen- 
trates only  on  cost  containment,  and  views  esca- 
lating professional  liability  problems  as  ours 
alone. 

Convinced  of  the  inability,  if  not  also  the  un- 
willingness, of  the  federal  government  to  inter- 
vene appropriately  in  any  of  the  problems  con- 
fronting medicine  and  its  primary  concerns,  which 
have  to  do,  despite  public  perceptions  to  the 
contrary,  with  the  health  welfare  of  our  patients 
and  the  public  generally,  in  1982  the  AM  A (which 
is  neither  “it”  nor  “them,”  but  “us”)  proposed 
an  innovative  and  indeed  bold  approach  which  it 
labeled  “A  Health  Policy  Agenda  (HPA)  for  the 
American  People.”  Involving  all  interested  par- 
ties of  both  the  private  and  public  sectors,  it 
would  seek  to  formulate  a comprehensive,  cohe- 
sive long-term  approach  to  meeting  the  health 
needs  of  the  country  instead  of  the  current  ap- 
proach of  reacting  piecemeal  to  rapid  changes  in 
health  care  delivery  and  financing,  health  man- 
power supply  and  needs,  education  requirements 
and  opportunities,  and  medical  science  and  re- 
search. 

Though  many  of  us,  including  your  editor,  were 
skeptical  that,  given  the  present  climate,  the 
AMA  could  assemble  from  the  public  at  large  an 
organism  for  accomplishing  this  feat  that  would 
be  at  once  widely  representative  and  workable, 
the  House  of  Delegates  as  a body  agreed  that  it 
would  be  at  least  worth  trying.  I am  pleased  to 
be  able  to  report  to  you  that  after  two  years  of 
what  proved  to  be  a major  effort  by  some  of  the 
Association’s  more  statesmanlike  members,  the 
HPA  has  completed  Phase  I with  a statement  of 
principle  that  was  endorsed  by  the  House  at  its 
June  1984  meeting.  This  document  will  form  the 
basis  for  a policy  statement  in  Phase  II,  due  for 
completion  in  two  years. 

If  nothing  else  had  been  accomplished,  the  in- 
volvement of  such  diverse  groups  as  the  Ameri- 
can Medical  Association,  the  Business  Roundta- 


ble, the  American  Association  of  Retired  Persons, 
the  United  States  Chamber  of  Commerce,  the 
Health  Insurance  Association  of  America,  the 
Department  of  Health  and  Human  Services 
(DHHS),  Blue  Cross-Blue  Shield,  the  American 
Dental  Association,  the  United  States  Depart- 
ment of  Defense,  and  others  on  the  Steering 
Committee  would  have  been  notable.  It  is  even 
more  noteworthy  that  some  155  organizations  are 
represented  on  the  Advisory  Committee,  which 
was  formed  to  assure  wide  involvement  by  the 
public. 

Formulation  of  the  Agenda  is  vested  in  six 
work  groups  charged  with  conducting  fundamen- 
tal research  into  the  current  and  future  health 
care  environment.  In  Phase  I these  work  groups 
developed  a set  of  principles,  or  broad  value 
statements,  to  be  used  as  a guide  to  policy  de- 
velopment in  Phase  II.  After  principles  were  de- 
veloped in  the  areas  of  medical  science;  educa- 
tion; health  manpower  resources;  delivery 
mechanisms;  evaluation,  assessment  and  control; 
and  payment  for  services,  issues  critical  to  the 
nation’s  future  health  were  identified,  among 
them  funding  for  biomedical  research;  evaluation 
of  health  care  technology  and  what  role  cost  will 
play  in  its  availability;  minorities  in  the  health 
professions;  the  education  of  caring,  competent 
practitioners  and  the  funding  of  such  education; 
access  to  high  quality  medical  care;  the  manner 
and  form  of  payment  for  such  care;  the  role  of 
government;  and  finally,  ethical  concerns  affect- 
ing provision  of  care. 

After  a hearing  before  the  Advisory  Commit- 
tee, which  reviewed  the  work  groups’  material 
and  interacted  with  their  members  on  the  rea- 
soning behind  and  the  statement  of  principles  and 
issues,  each  work  group,  after  appropriately 
modifying  its  statement,  presented  a final  state- 
ment to  the  Steering  Committee,  which  then  for- 
warded the  finished  Phase  I report  to  each  par- 
ticipating organization.  At  the  termination  of 
Phase  II,  when  specific  policy  proposals  address- 
ing the  principles  and  issues  are  presented,  each 
participating  organization  will  have  a document 
it  can  use  as  a common  basis  for  drafting  new  or 
changing  existing  policies  to  effect  desired  changes 
in  the  health  care  delivery  system  and  for  re- 
sponding to  social,  economic,  scientific,  educa- 
tional, and  political  circumstances  as  they  arise. 

The  HPA  Phase  I report  was  forwarded  to 
members  of  the  AMA  House  of  Delegates  and 
other  interested  parties  in  late  winter,  and  was 
addressed  at  the  June  meeting  of  the  House  in  a 
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public  forum  through  reports  by  the  Work  Group 
chairmen,  and  later  before  a special  reference 
committee,  prior  to  its  introduction  into  the  busi- 
ness of  the  House.  Since  no  action  was  required 
on  the  Phase  I report,  the  House  accepted  it  as 
information  with  its  endorsement.  In  answer  to 
criticism  that  in  several  instances  the  principles 
conflict  with  AMA  policy  as  established  by  pre- 
vious Houses,  it  was  pointed  out  that  the  report 
was  strictly  a working  and  not  a policy  docu- 
ment, that  as  expected  it  conflicted  in  places  with 
policy  of  every  organization  involved,  that  de- 
bate in  its  formulation  was  often  heated,  and  in 
fact  that  any  such  report  could  have  ever  been 
formulated  was  in  itself  truly  remarkable. 

One  of  the  public  members,  who  has  been  a 
legislator  and  who  is  vice-chairman  of  one  of  the 
work  groups,  voiced  her  enthusiasm  for  the 
Agenda  with  the  comment  that  it  is  something 
that  could  have  been  initiated  only  in  the  private 
sector,  and  that  .the  AMA  is  to  be  congratulated 
for  doing  it.  As  work  has  progressed,  enthusiasm 
for  the  Agenda  is  growing  among  the  various  and 
often  quite  disparate  groups  represented  in  the 
work  groups  and  on  the  Advisory  Committee.  It 
is  up  to  this  point  a statesmanlike  effort  on  the 
part  of  the  AMA.  We,  the  physicians  of  the 
United  States,  and  especially  the  constituents  of 
the  AMA,  have  the  ability  to  either  make  it  work 
or  scuttle  it. 

Detractors  of  the  AMA,  both  outside  and 
within  its  membership,  even  including  some 
members  of  its  House  of  Delegates,  have  ex- 
pressed concern  that  in  acceding  to  wishes  and 
demands  of  other  organizations  the  AMA  is  di- 
viding and  even  selling  out  the  House  of  Medi- 
cine. To  the  first  I would  observe  that  it  is  un- 
clear to  me  how  it  is  possible  to  further  divide 
such  a shattered  organism.  American  medicine 
consists  of  a quarter  of  a million  individualists 
with  a variety  of  bonds  to  each  other,  most  of 
them  so  tenuous  that  the  slightest  whiff  of  an  ill 
wind  is  likely  to  shatter  any  one  or  all  of  them. 
As  to  selling  out  the  House  of  Medicine,  I should 
like  to  examine  what  that  house  consists  of,  what 
its  purpose  is,  and  who  is  selling  it  out,  not  nec- 
essarily in  that  order. 

Medicine  is  something  one  takes  to  restore  his 
well-being  when  it  is  disturbed.  Its  only  function 
is  to  heal.  The  medical  profession  is  an  elitist 
group  having  the  knowledge  required  for  the 
healing  of  the  laity,  the  group  without  that 
knowledge.  Primitive  societies  believed  (and  still 
believe)  it  to  have  been  bestowed  by  the  gods  on 
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that  elite,  who  were  originally  priests  or  sha- 
mans, for  the  good  of  mankind.  However  ac- 
quired, it  has  always  been  considered  as  attained 
only  for  healing  the  sick.  The  House  of  Medicine 
consists  of  those  who  possess  that  knowledge,  and 
the  divider  of  the  House  of  Medicine  is  therefore 
any  individual  or  force  that  would  use  medicine 
for  any  other  purpose  than  healing,  such  as,  for 
example,  personal  gain;  contrariwise,  whoever 
would  promote  medicine’s  primary  purpose  of 
healing,  even  though  in  conflict  with  the  interests 
of  some  of  medicine’s  self-extracted  fragments,  is 
not  selling  out  its  house,  but  building  it  up. 
Without  implying  that  the  physician  is  not  enti- 
tled to  fair  compensation  for  his  services,  this  is 
to  say  that  the  House  of  Medicine  is  sold  out  by 
anyone  who  would  consider  his  economic  situa- 
tion, however  grave,  above  commitment  to  his 
patients. 

Though  word  of  the  HPA  is  spreading  slowly, 
not  only  to  the  public  but  within  the  profession 
itself,  the  HPA  is  coming  to  be  viewed  as  a re- 
turn by  the  profession,  as  reflected  in  the  AMA 
membership,  to  its  rightful  heritage,  which  the 
public  perceives  medicine  to  have  abdicated  as  a 
prodigal  gone  awhoring  after  false  gods.  It  will 
be  time  enough  in  two  years  to  act  on  new  policy 
statements  of  the  Agenda.  In  the  meantime, 
though,  as  our  representatives  wrestle  with  the 
proper  content  of  those  statements,  all  physi- 
cians have  also  to  consider  where  their  own  com- 
mitments lie,  and  communicate  their  concerns  to 
those  representatives.  They  deserve  our  support, 
not  our  derision. 

In  commenting  on  his  call  to  commitment  in 
his  inaugural  address,  which  I shall  publish,  AMA 
President  Joseph  Boyle,  M.D.,  explained  that  the 
difference  between  enthusiasm  and  commitment 
is  exemplified  by  the  Kamikaze  pilot  who  had 
flown  ten  missions.  We  have  an  opportunity  to 
demonstrate  to  the  public  to  what  extent  we  are 
committed,  whether  our  commitment  is  to  our 
calling  or  to  ourselves,  whether  we  are  indeed  a 
profession,  committed  to  the  welfare  of  its  laity, 
or  a business,  and  whether  we  therefore  are  de- 
serving of  the  trust  and  devotion  of  that  laity,  or 
require  regulation  and  constant  monitoring  by  the 
Federal  Trade  Commission.  Though  it  is  more 
comforting  in  adversity  to  think  of  our  fate  as 
lying  in  the  hands  of  the  Congress  or  the  admin- 
istration and  its  agencies,  that  is  in  fact  a cop- 
out. 

Our  future  lies  in  no  hands  but  our  own. 

J.B.T. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Salute  to  a Friend: 

Live  Forever 

I guess  until  all  the  talk  about  a celebration 
began  a few  months  back  I didn’t  realize  that  the 
Great  Smoky  Mountains  National  Park  is  50  years 
old  this  month  (today,  actually — it  was  June  15, 
1934,  that  President  Roosevelt  signed  the  Procla- 
mation). Since  then  a quarter  of  a billion  people, 
8 million  of  them  last  year,  have  come  to  what  is 
the  most  visited  national  park  in  the  United 
States.  In  some  ways,  50  years  is  not  very  long, 
but  it  seems  to  me  that  the  park  has  always  been 
there.  I guess  it  was  a couple  of  years  or  so  be- 
fore that  that  I was  first  taken  to  the  park  by  my 
parents  for  a week  at  Gatlinburg’s  Mountain  View 
Hotel,  the  first  of  what  was  to  become  an  annual 
pilgrimage  around  the  first  of  June  to  see  the 
rhododendron  and  eat  country  ham  and  biscuits 
with  red-eye  gravy  and  honey. 

Land  acquisition  for  the  park  had  begun  in 
1926,  and  on  its  activation  the  Civilian  Conser- 
vation Corps  began  improving  some  600  of  the 
thousands  of  miles  of  trails  used  by  the  settlers. 
Roads,  and  later  campsites,  were  constructed  to 
make  the  park  usable  by  the  public.  The  pursuit 
of  happiness  for  the  many,  though,  as  it  is  so 
often,  if  not  usually,  was  bought  at  great  cost  to 
the  few. 

By  the  mid- 1800s  the  frontier  had  moved  west, 
leaving  the  Appalachian  mountain  folk,  particu- 
larly the  ones  in  the  Smokies,  stranded.  Those 
resourceful  people  eked  out  a bare  existence  from 
the  soil  using  homemade  tools  and  necessities. 
Disease  was  rampant,  and  death  often  came  ear- 
ly, but  the  remainder  were  uncommonly  hardy. 
Generations  lived  in  total  isolation  from  the  out- 
side world,  and  when  the  journalist  Horace  Ke- 
phart  journeyed  to  the  Smokies  in  1904,  he  com- 
mented that  he  was  unable  to  find  any  current 
article  or  book  describing  the  land  or  its  people. 
Loggers  arrived  at  about  that  time  and  overcut 
65%  of  the  land,  scalping  watersheds  of  ancient 
hardwood  forests  and  opening  them  to  erosion. 
Only  its  inaccessibility,  which  led  to  bankruptcy 
of  many  of  the  firms,  saved  the  rest.  Much  of 
this  forest  wound  up  eventually,  and  with  many 
difficulties,  in  the  park,  though  for  a long  time 
the  very  existence  of  the  park  was  precarious. 

Generally  speaking,  the  mountaineers  cher- 
ished their  isolation,  and  surrendered  it  grudg- 
ingly. Homesteads  which  had  sustained  genera- 
tions of  these  hardy  folk  were  forfeited,  usually, 


to  be  sure,  with  a provision  allowing  the  current 
generation  to  live  out  its  days  there,  and  some- 
times for  their  descendants  to  farm  the  land  even 
after  it  became  public  domain. 

I cherish  memories,  amassed  over  a period  of 
40  years,  of  the  splendor  of  rhododendron  and 
mountain  laurel  deployed  along  rushing  streams, 
on  the  grassy  balds,  and  up  the  Chimneys;  of 
wading  in  and  dozing  beside  sparkling  mountain 
cascades;  of  the  dazzling  red  and  gold  of  autumn 
woods;  and  of  snow-covered  evergreens  adorned 
with  gleaming  icicles.  Times  change,  and  in  this 
day  of  massed  auto-campers  the  park  service  has 
expended  its  energies  and  its  limited  and  pres- 
ently dwindling  funds  improving  roads  and 
campsites  at  the  expense  of  the  trails,  many  of 
which,  except  for  the  most  popular,  having  be- 
come inaccessible  from  washouts  and  overgrowth 
by  underbrush.  As  the  most  popular  and  most 
accessible  of  all  the  parks,  it  is  overcrowded  dur- 
ing most  of  the  year.  Isolation  and  solitude  are 
lost  not  only  to  the  full-time  mountaineers,  but 
to  those  of  us  as  well  who  long  nostalgically  for 
part-time  status. 

The  park  system  is  falling  on  hard  times,  due 
both  to  a precarious  economy  and  pressures  from 
land  “developers”  (read  exploiters ) who  lust  aft- 
er its  natural  resources.  Unless  Washington  can 
be  persuaded  to  alter  its  apparent  course,  dark 
days  are  ahead  for  those  who  yearn  for  the  joys 
those  resources  can  bestow  in  situ.  The 
mountaineers  had  to  pay  a price  for  us  to  enjoy 
their  riches.  Will  those  riches  be  reduced  to  dross 
by  artificial  “needs”  manufactured  for  our  bur- 
geoning population  by  insensitive  and  insatiable 
schemers?  The  answer  is  yes,  they  will,  unless 
those  who  love  the  parks  with  their  magnificent 
vistas,  who  believe  there  is  something  more  to 
living  than  endless  expanses  of  glass  and  con- 
crete, keep  alive  the  vision  of  such  men  as  Theo- 
dore Roosevelt  and  John  Muir  who  fathered  the 
park  system,  and  Bob  Marshall,  Aldo  Leopold, 
Harvey  Broome,  and  Benton  McKay,  who 
founded  the  Wilderness  Society  simply  to  stop  the 
depredation  of  the  Great  Smokies. 

Though  it  would  be  a travesty  to  bequeath  to 
our  children  a world  devoid  of  such  natural 
beauty,  even  more  is  at  stake — our  continued  ex- 
istence. Erosive  processes  are  inhibited  by  the 
earth’s  green  mantle,  which  also  produces  the 
oxygen  we  breathe.  The  Amazon  Jungle  is  said 
to  produce  as  much  as  two-thirds  of  the  world’s 
oxygen,  and  it  is  being  deforested  at  an  alarming 
rate  not  only  for  mineral  and  timber  resources, 


AUGUST,  1984 


481 


but  also  for  pasture  land,  which  generally  re- 
quires burning  the  wood,  adding  to  the  burden 
of  carbon  dioxide  in  the  atmosphere.  This  pro- 
gressive tampering  with  nature  is  approaching  the 
point  where  all  animal  life  is  threatened  with  ex- 
tinction. 

In  the  Smokies  laurel  grows  to  a height  of  40 
feet,  and  there  are  tulip  poplars  with  trunks  sev- 
en feet  thick.  In  this  park  is  the  largest  virgin 
forest  in  the  East.  Though  a bill  has  been  intro- 
duced into  both  Houses  of  the  Congress  that 
would  designate  467,000  acres  as  permanent  wil- 
derness, strong  forces  oppose  the  bill  and  pro- 
pose a major  highway  across  the  southwest  por- 
tion that  would  forever  scar  some  of  its  most 
magnificent  areas.  The  park  contains  more  than 
50  species  of  fur-bearing  animals,  200  species  of 
birds,  and  more  species  of  native  trees  than  there 
are  in  all  of  Europe.  For  many  animals  this  wil- 
derness habitat  is  critical. 

Society  seems  to  be  in  a mood  to  live  for  the 
moment  and  forget  the  long  term.  Preservation 
of  natural  areas  is  one  situation  that  allows  living 
for  both  the  moment  and  the  long  term,  as  one 
can  enjoy  it  now  and  also  leave  it  for  his  children 
to  enjoy.  I can  think  of  no  other  situation  where 
one  can  have  his  cake  and  eat  it  too.  Though  we 
can  now,  everything  has  ultimately  to  be  paid  for. 
Many  people  have  paid,  and  continue  to  pay,  for 
our  parks;  the  major  funding  for  the  Great  Smoky 
Mountains  National  Park  was  borne  by  its  pre- 
vious tenants,  the  mountaineers  and  the  Indians 
before  them,  through  their  dispossession.  It  seems 
to  me  we  owe  it  not  only  to  ourselves  and  our 
progeny,  but  also  to  its  previous  tenants,  not  to 
let  the  Great  Smoky  Mountains  National  Park, 
and  its  sister  parks  throughout  the  nation,  perish 
from  the  earth. 

J.B.T. 

The  End 

The  other  day  a headline  in  an  Indianapolis 
newspaper  opined  that  viewers  of  a certain  mov- 
ie, the  name  of  which  I forget,  would  be  delight- 
ed to  see  “The  End.”  I thought  the  writer  meant 
it  was  a bad  movie,  but  he  went  on  to  explain 
that  movies  never  say  that  any  more — they  just 
fade  out.  At  the  end  of  this  one  it  said  so.  I hadn’t 
noticed,  really,  but  sure  enough  action  now  usu- 
ally just  stops  in  midscene,  and  credits  just  float 
over  the  hold,  with  nary  another  word.  I suppose 
the  makers  figure  a body  will  know  when  the 
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movie  is  over.  I have  never  had  any  problem  that 
way,  and  so  I fail  to  share  the  writer’s  exhilara- 
tion. 

In  the  military  service,  particularly  in  war- 
time, you  make  a lot  of  friends  in  a hurry  and 
often  lose  them  the  same  way.  A dentist  with 
whom  I shared  a good  many  adventures  and  a 
few  misadventures,  had  congenital  nystagmus, 
and  should  never  have  been  taken  into  the  Army 
in  the  first  place.  One  day  we  cooked  up  a scheme 
to  use  his  nystagmus  to  wheedle  a visit  to  Paris 
from  our  airbase  on  the  southern  coast  of  France. 
We  would  send  him  as  a patient  to  the  field  hos- 
pital in  Paris,  and  I would  be  the  medical  officer 
accompanying  the  patient.  Since  we  would  arrive 
just  at  the  beginning  of  the  long  Fourth  of  July 
weekend,  we  would  have  that  time  for  a lark, 
and  I would  then  start  on  a three  day  pass,  which 
with  travel  time  would  give  me  over  a week  in 
Paris.  He  checked  into  the  hospital  and  I into  the 
transient  officers’  quarters  in  the  Ambassador 
Hotel;  I never  saw  ole  Jim  again.  It  seems  the 
medical  officers  there  never  had  much  of  a chal- 
lenge, and  they  got  so  interested  in  Jim’s  nystag- 
mus they  wouldn’t  let  him  out  of  their  sight.  He 
was  sent  home  without  ever  seeing  Paris.  We  ex- 
changed a few  letters,  and  then  one  day  a couple 
of  years  later  I got  one  that  said  he  was  glad  to 
hear  I was  home  and  had  landed  a housestaff  po- 
sition, and  that  he  was  in  dental  practice  with  his 
father.  He  was  closing  the  book,  he  said,  on  that 
chapter  of  his  life.  The  End.  Maybe  so — but 
maybe  not. 

Just  after  I arrived  overseas  I spent  about  two 
weeks  in  company  with  the  Headquarters  Squad- 
ron Surgeon  of  the  40th  Bomb  Wing  in  Erlan- 
gen, Germany  awaiting  assignment.  I saw  him  a 
couple  of  times  after  that  when  he  accompanied 
the  Wing  Surgeon  on  an  inspection  tour  of  our 
station.  The  next  time  I saw  him  was  about  35 
years  later  when  he  turned  up  at  an  AMA  meet- 
ing as  a delegate  from  New  Mexico.  A chapter 
we  thought  closed  has  reopened,  and  we  have 
become  good  friends.  So  have  our  wives. 

If  you  are  anxious  to  know  how  a story  turns 
out,  you  have  only  to  skip  to  the  back  of  the 
book,  or  come  in  near  the  end  of  the  movie.  That 
is  also  frequently  tried  in  real  life,  but  not,  I hear, 
with  any  satisfactory  results.  It  simply  is  not  giv- 
en us  to  see  the  end  from  the  beginning.  Only 
God  can  do  that. 

Every  now  and  then  someone  gets  the  notion 
he  has  read  as  far  into  the  story  as  he  wants  to 
go,  and  closes  the  book  for  good  before  he  gets 
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to  the  end.  This  is  okay  if  it  is  a story  someone 
made  up,  but  there  are  problems  if  it  is  one’s 
own.  Though  biographies  generally  end  with  the 
death  of  the  protagonist,  it  is  bad  form  to  end  an 
autobiography  that  way.  In  addition,  some  of  us 
believe  death  does  not  really  close  the  book,  but 
only  ends  one  chapter  and  starts  another.  A writ- 
er would  never  think  of  starting  a new  chapter 
before  he  finished  the  one  he  was  working  on,  as 
it  would  just  confuse  the  reader  and  likely  cause 
him  to  give  up  on  the  book.  God,  who  oversees 
the  writing  of  our  book,  might  do  the  same. 

Though  we  are  not  meant  to  close  out  our  own 
lives,  a psychiatrist  recently  predicted  that  within 
the  next  decade  or  so  there  will  be  suicide  clin- 
ics— not  to  prevent  suicide,  but  to  assist  individ- 
uals in  carrying  it  out.  I must  say  first  that  I hope 
not,  and  then  that  a lot  of  things  will  have  to 
change  pretty  quickly,  among  them  the  charge  to 
physicians  that  their  mission  is  to  preserve  life 
and  not  destroy  it,  though  mercy  and  compassion 
do  require  that  we  close  the  book  when  the  story 
has  ended.  While  it  is  not  for  the  physician  ever 
to  end  life,  neither  is  he  required  to  prolong 
dying,  which  is  now  not  only  within  our  power, 
but  is  done  every  day. 

My  conclusion  from  this  is  that  “The  End”  is 
in  the  first  situation  unnecessary,  in  the  second 
uncertain,  and  in  the  last  immoral  and  illegal.  I 
believe  the  news  writer  did  not  think  through  his 
thesis  very  well. 

J.B.T. 


Willard  G.  Glass , age  63.  Died  May  31,  1984.  Gradu- 
ate of  Baylor  University  College  of  Medicine.  Member 
of  Sullivan- Johnson  County  Medical  Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Charles  D.  Harris,  M.D.,  Hixson 
John  P.  Sheldon,  M.D.,  Signal  Mountain 
Charles  I.  Stein,  M.D.,  Chattanooga 


CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Sherwood  Barefoot,  Jr.,  M.D.,  Jackson 
Chris  H.  Bratton,  M.D.,  Lexington 

HARDIN  COUNTY  MEDICAL  SOCIETY 

Thomas  H.  Ragsdale,  M.D.,  Savannah 

HENRY  COUNTY  MEDICAL  SOCIETY 

Terry  O.  Harrison,  M.D.,  Paris 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

Walter  L.  Goforth,  M.D.,  Rogersville 
Francis  Goyeau,  M.D.,  Rogersville 
C.  C.  Johnson,  M.D.,  Rogersville 
George  M.  Testerman,  M.D.,  Rogersville 
Lewis  Walker,  M.D.,  Rogersville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

John  D.  Simmons,  M.D.,  Knoxville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Luis  L.  Wong,  M.D.,  Ripley 

SULLIVAN- JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Frederick  W.  Gourdin,  M.D.,  Kingsport 
R.  Scott  MacDonald,  M.  D. , Kingsport 
Robert  H.  Reiff,  M.D.,  Kingsport 
Linda  R.  Thompson,  M.D.,  Bristol,  VA 

WASHINGTON-UNICOI  COUNTY 
MEDICAL  ASSOCIATION 

George  I.  Spence,  M.D.,  Johnson  City 
Frederick  W.  Wampler,  M.D.,  Mountain  City 
William  G.  Wood,  M.D.,  Johnson  City 

(Student) 

K.  Dwayne  Fulks,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Llewellyn  H.  Hamilton,  III,  M.D. , Lebanon 


per/onal  new/ 


Charles  S.  Ruark,  M.D.,  Old  Hickory,  has  been  cer- 
tified as  a Diplomate  of  the  American  Board  of 
Emergency  Medicine. 

Robert  S.  Sanders,  M.D.,  director  of  the  Rutherford 
County  Health  Department  in  Murfreesboro,  who  pi- 
oneered efforts  to  improve  the  safety  of  infants  and 
small  children  in  motor  vehicles,  received  the  National 
Transportation  Safety  Board’s  Distinguished  Service 
Award. 
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TMA  Members  Receive  AMA  Physician’s  Recognition  Award 


Fifty-three  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during  May  1984. 

To  qualify  for  the  PRA,  a minimum  of  150  hours  of  continuing  medical  education  must  be  earned  over 
a three-year  period;  60  of  these  hours  must  be  Category  1. 

This  list  does  not  include  members  who  reside  in  other  states.  Names  of  additional  PRA  recipients  will 
be  published  as  they  are  received  from  AMA. 


Robert  B.  Adkins,  M.D.,  Nashville 
Carolyn  F.  Blackwell,  M.D.,  Memphis 
Shelby  R.  Brammer,  M.D.,  Chattanooga 
Robert  Buchalter,  M.D.,  Memphis 
Edward  P.  Caldwell,  M.D.,  Memphis 
James  E.  Chapman,  M.D.,  Oak  Ridge 
Lawrence  Tien-Tso  Ch’ien,  M.D.,  Chattanooga 
Thomas  S.  Dake,  M.D.,  Columbia 
Luu  H.  Dang,  M.D.,  Germantown 
David  E.  Darrah,  M.D.,  Alexandria 
James  H.  Elliott,  M.D.,  Nashville 
William  H.  Fancher,  M.D.,  Memphis 
Theodore  A.  Feintuch,  M.D.,  Chattanooga 
John  A.  Fincher,  M.D.,  Bristol 
Gordon  R.  Freeman,  M.D.,  Dyersburg 
Stephen  L.  Gammill,  M.D.,  Memphis 
Joel  F.  Ginsberg,  M.D.,  Signal  Mountain 
Fred  Goldner,  M.D.,  Nashville 
Al  W.  Gothard,  M.D.,  Chattanooga 
Ronald  K.  Grossman,  M.D.,  Memphis 
Margaret  J.  A.  Halle,  M.D.,  Memphis 
Norman  L.  Henderson,  M.D.,  Lawrenceburg 
Michael  E.  Hildebrand,  M.D.,  Chattanooga 
Cary  G.  Hodnett,  M.D.,  Chattanooga 
Yune-Gill  Jeong,  M.D.,  Chattanooga 
Edwin  C.  Jordan,  M.D.,  Clarksville 
Dilip  N.  Joshi,  M.D.,  Jamestown 


Jennifers.  Knowles,  M.D.,  Memphis 
John  P.  McNulty,  M.D.,  Portland 
John  S.  McNulty,  M.D.,  Cleveland 
Augustus  L.  Middleton,  M.D.,  Jackson 
Douglas  P.  Mitchell,  M.D.,  Nashville 
Joseph  A.  Motto,  M.D.,  Chattanooga 
Nabil  W.  Moukheibir,  M.D.,  Kingsport 
Pamela  T.  Osborne,  M.D.,  Cordova 
Frances  K.  Patterson,  M.D.,  Knoxville 
David  R.  Pickens,  M.D.,  Nashville 
Andres  A.  Ramos,  M.D.,  Nashville 
Billy  G.  Robbins,  M.D.,  Halls 
Deborah  J.  Ruark,  M.D.,  Hermitage 
Joseph  W.  Scobey,  M.D.,  Madison 
Jon  R.  Simons,  M.D.,  Knoxville 
Monde  E.  Smith,  M.D.,  Selmer 
Jesus  O.  Torpoco,  M.D.,  Memphis 
Francisco  C.  Vallejo,  M.D.,  Tullahoma 
Luz  A.  Vallejo,  M.D.,  Tullahoma 
James  W.  Varner,  M.D.,  Chattanooga 
Ronald  K.  Wibking,  M.D.,  Clarksville 
Philip  G.  Williams,  M.D.,  Milan 
Robert  H.  Williams,  M.D.,  Chattanooga 
George  H.  Wood,  M.D.,  Knoxville 
William  G.  Wood,  M.D.,  Johnson  City 
John  K.  Wright,  M.D.,  Nashville 


notional  neui/ 


From  the  AMA’s  Office  in  Washington,  D.C. 

Congress  Passes  Fee  Freeze — 
With  Sanctions 

With  virtually  no  substantive  debate,  Congress  on 
June  27  approved  a rigidly  monitored  15-month  phy- 
sician fee  freeze  expected  to  save  Medicare  $2.9  bil- 
lion over  the  next  three  years. 

The  provision,  attached  to  the  FY85  budget  bill, 
would  require  federal  monitoring  of  every  physician 
who  did  not  sign  a “participating  physician”  agree- 
ment. It  would  provide  financial  inducements  for  phy- 
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sicians  who  signed  “participating  physician”  agree- 
ments committing  them  to  assign  all  claims  thereby 
accepting  the  frozen  Medicare  fee  allowance  as  pay- 
ment in  full. 

Nonparticipating  physicians  would  be  federally 
monitored.  If  a pattern  of  increasing  fees  to  Medicare 
patients  during  the  freeze  was  found,  the  physician 
could  be  fined  up  to  $2,000  or  “debarred”  (suspended 
from  Medicare  for  up  to  five  years. 

The  provision  was  concocted  by  Office  of  Manage- 
ment and  Budget  Director  David  Stockman  and 
House  conferees  Reps.  Andy  Jacobs  (D-IN),  Henson 
Moore  (R-LA)  and  Henry  Waxman  (D-CA)  as  a way 
out  of  an  impasse  over  Senate  resistance  to  House  de- 
mands that  any  physician  fee  freeze  be  accompanied 
by  mandatory  assignment. 

Responding  to  the  committee  action,  the  American 
Medical  Association  said  that  the  new  program  would 
“intrude  into  the  physician-patient  relationship  for 
Medicare  beneficiaries”  and  “is  discriminatory  toward 
a law  abiding  segment  of  physicians”  and  “patients  who 
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want  to  choose  their  physicians  and  have  a voice  in 
their  own  medical  care.” 

The  Medicare  fee  freeze  is  a major  portion  of  the 
$6.5  billion  in  Medicare  cuts  included  in  the  budget 
package  of  spending  cuts  and  tax  increases.  Other  ma- 
jor Medicare  savings  came  from  an  increase  in  premi- 
ums and  tighter  limits  on  Medicare  payments  to  hos- 
pitals. The  package  was  approved  268  to  155  in  the 
House  and  83  to  15  in  the  Senate. 

Until  the  conferees  agreed  to  the  new  monitored 
freeze,  the  fee  freeze  and  the  premium  increase  had 
been  major  obstacles  to  passage  of  the  budget  bill.  A 
Senate  proposal  would  have  frozen  all  fees  for  one  year 
and  then  continued  the  freeze  for  a second  year  for 
physicians  who  didn’t  agree  to  accept  all  claims  on  as- 
signment. 

However,  most  House  conferees  were  adamantly 
opposed  to  a freeze  without  mandatory  assignment  and 
still  preferred  a previously  rejected  House  proposal 
tying  a fee  freeze  to  mandatory  assignment  of  all  in- 
patient claims.  The  House  conferees  wanted,  at  the 
very  least,  to  “trigger”  a mandatory  assignment  re- 
quirement if  certain  targets  were  exceeded. 

The  Reagan  administration  had  previously  indicat- 
ed that  it  would  accept  mandatory  assignment  if  nec- 
essary to  get  the  savings  from  a fee  freeze,  and  Stock- 
man  entered  the  fracas  when  it  appeared  the  freeze 
stalemate  might  kill  the  larger  budget  bill.  The  Budget 
director  called  AM  A Executive  Vice  President  James 
Sammons,  M.D.,  and  suggested  that  the  AM  A,  then 
assembled  for  its  annual  meeting,  agree  to  some  form 
of  mandatory  assignment. 

Bluntly  informed  by  Dr.  Sammons  that  mandatory 
assignment  was  a non-compromisable  issue,  Stockman 
continued  to  work  behind  the  scenes,  reportedly  for 
adoption  of  a triggered  mandatory  assignment.  Un- 
yielding resistance  to  any  form  of  mandatory  assign- 
ment by  Sen.  Robert  Dole  (R-KS)  and  Senate  confer- 
ees Sens.  Max  Baucus  (D-MT),  Lloyd  Bentsen  (D-TX) 
and  John  Danforth  (R-MO)  led  to  the  development  of 
the  alternative. 

It  will: 

• freeze  Medicare  customary  and  prevailing  fees  for 
all  physicians  for  15  months  beginning  July  1,  1984. 

• establish  a “participating  physician”  option  for 
physicians  who  agree  to  accept  all  claims  on  assign- 
ment. Participating  physicians  could  increase  their  billed 
charges  to  Medicare  and  although  the  fees  they  re- 
ceive will  remain  frozen,  the  increased  billings  will  be 
reflected  in  future  fee  screen  updates. 

• permit  nonparticipating  physicians  to  accept  as- 
signment on  a case-by-case  basis  but  monitor  each 
physician  comparing  current  charges  to  a three-month 
base  period  compiled  by  Medicare  carriers. 

• fine  up  to  $2,000  plus  the  “overcharge”  or  bar 
from  Medicare  any  “nonparticipating  physician”  found 
to  have  a pattern  of  increasing  fees  collected  from 
Medicare  patients. 

Other  provisions  of  the  budget  package  would: 

• move  up  to  July  1,  1985  the  due  date  for  a report 
on  the  “advisability  and  feasibility”  of  physician  DRGs. 

• phase  in  a permanent  national  fee  schedule  for 
clinical  laboratories  and  for  laboratory  services  in  phy- 
sicians’ offices.  The  fees  would  be  set  at  60%  of  the 


prevailing  charges  for  the  year  beginning  July  1,  1984. 

• limit  increases  in  Medicare’s  DRG  reimburse- 
ment in  fiscal  1985  to  the  rate  of  increase  in  the  cost 
of  the  marketbasket  of  goods  and  services  hospitals 
purchase. 

• retain  an  expiring  provision  setting  Medicare  Part 
B premiums  at  25%  of  program  costs.  This  provision 
would  increase  the  premium  in  1986  to  $19.10  a month 
as  compared  to  $17.70  in  current  law. 

• reject  an  increase  in  the  Part  B deductible. 

• increase  federal  Medicaid  payments  for  some 
pregnant  women  and  children.  The  provision  is  a more 
limited  version  of  Rep.  Henry  Waxman’s  (D-CA)  Child 
Health  Assurance  (Assessment  Program). 

• reject  an  extension  of  current  reductions  in  fed- 
eral Medicaid  payment  to  states. 

• outline  new  guidelines  for  telephone  monitoring 
of  pacemakers  that  would  take  effect  unless  HHS  is- 
sued new  guidelines  by  Oct.  1,  1984;  establishing  a 
pacemaker  registry  within  FDA;  and  requiring  HHS  to 
review  the  appropriateness  of  Medicare  payments  to 
physicians  for  pacemaker  implants. 

• call  for  a physician  reimbursement  study  by  the 
Office  of  Technology.  Objectives  of  the  study — to  be 
completed  by  Dec.  31,  1985 — include  suggestions  for 
eliminating  payment  differences  for  cognitive  and  pro- 
cedural care,  increasing  incentives  for  acceptance  of 
assignment,  and  studying  the  “advisability  or  feasibil- 
ity” of  national  or  regional  fee  schedules. 

DRGs  for  Doctors  May  Not  Be 
So  Good,  Senators  Say 

Hasty  extension  of  Medicare’s  diagnosis  related 
groups  (DRG)  pricing  system  to  physicians  might  be 
an  easy  way  out  for  Congress  but  could  have  unin- 
tended consequences  for  the  health  care  system,  two 
influential  Republican  senators  agree. 

Addressing  a June  meeting  sponsored  by  the  Gov- 
ernment Research  Corporation,  Sens.  Robert  Dole  (R- 
KS)  and  John  Heinz  (R-PA)  suggested  that  although 
physician  reimbursement  changes  are  clearly  called  for, 
extension  of  DRGs  to  physicians  might  not  accomplish 
the  desired  objectives.  And  a Health  Care  Financing 
Administration  official  Henry  Desmarais,  M.D.,  re- 
ported “that  his  agency  is  keeping  its  options  open” 
and,  upon  the  advice  of  its  physician  advisory  group, 
is  looking  at  a revised  relative  value  scale  as  well  as 
extension  of  DRGs  to  physicians. 

Sen.  Dole,  who  chairs  the  Senate  Finance  Commit- 
tee, said  he  believes  his  colleagues  should  wait  until 
they  have  better  data  before  tackling  the  physician 
reimbursement  issue.  Sen.  Heinz,  who  heads  the  Sen- 
ate Aging  Committee  and  serves  on  the  Finance  Com- 
mittee, introduced  legislation  moving  Medicare  to  ne- 
gotiated fee  schedules  for  physicians. 

Noting  that  Congress  has  already  directed  HCFA 
to  study  the  “advisability  and  feasibility”  of  physician 
DRGs,  Dole  reported  that  the  Office  of  Technology 
Assessment  will  also  be  studying  physician  reimburse- 
ment and  that  his  committee  is  working  with  the  Insti- 
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tute  of  Medicine  to  assure  that  an  IOM  physician 
reimbursement  study  is  useful  to  Congress.  He  urged 
his  colleagues  to  “wait  until  all  the  cards  are  on- the 
table  before  we  start  dealing  a hand  which  can’t  be 
played.” 

Heinz  said  that  extension  of  DRGs  to  physicians 
would  mark  “a  longer  step  in  health  care  policy  than 
our  present  knowledge  can  possibly  justify.”  His  bill, 
introduced  June  13  and  called  the  Medicare  Incentives 
Reform  Act  (MIRA),  is  viewed  as  an  alternative  to  a 
measure  introduced  by  Sen.  Edward  Kennedy  (D-MA) 
and  Rep.  Richard  Gephardt  (D-MO).  Like  the  Ken- 
nedy-Gephardt  plan,  MIRA  would  encourage  the  de- 
velopment of  state  cost  control  plans  applied  to  all 
payers.  Whereas  Kennedy-Gephardt  relies  on  the  threat 
of  a federal  all-payers  DRG  plan  to  induce  state  ac- 
tion, the  Heinz  measure  would  increase  Medicare  pay- 
ments to  state  that  set  up  their  own  plans.  States  that 
did  not  would  be  subject  to  tightened-down  Medicare 
hospital  DRG  provisions  and  to  a new  Medicare  phy- 
sician payment  system. 

Unlike  the  federal  portion  of  the  Kennedy-Gep- 
hardt plan  which  would  extend  DRGs  to  inpatient 
physician  services,  Heinz  is  proposing  Medicare  fee 
schedules  based  on  a relative  value  scale  that  “reem- 
phasizes primary  and  preventive  care  and  deempha- 
sizes  hospitalization  and  high  technology.”  To  become 
fully  operational  in  1990,  the  fee  schedule  would  be 
accompanied  by  a requirement  that  participating  phy- 
sicians take  all  inpatient  Medicare  claims  on  assign- 
ment and  by  regional  limits  on  increases  in  Medicare 
payments  to  physicians. 

Heinz  is  also  proposing  to  add  catastrophic  cover- 
age to  Medicare  and  to  limit  annual  out-of-pocket  costs 
to  two  S200  annual  deductibles — one  for  hospital  serv- 
ices and  one  for  physician  services.  The  new  coverage 
would  be  financed  through  an  annual  premium  proj- 
ected at  $193  in  1985.  The  intent  is  to  eliminate  the 
need  for  insurance  supplementing  Medicare. 

In  defending  his  and  Sen.  Kennedy’s  proposal  be- 
fore the  same  meeting,  Rep.  Gephardt  described  the 
plan  as  one  which  allows  states  to  pursue  either  the 
competition  or  the  regulatory  approach. 

“The  jury  is  out”  on  the  relative  merits  of  the  two 
approaches,  he  explained,  so  Kennedy-Gephardt  is  an 
“attempt  to  drive  us  closer  to  both  results  at  the  same 
time.  It  sets  goals  and  lets  states  pursue  them  which- 
ever way  they  want,  but  it  is  important  that  we  set  the 
goals.” 

HCFA  Ratchets  Down  on 
Hospitals 

Increases  in  Medicare  payments  to  hospitals  next 
year  would  be  held  to  about  4%  under  new  regula- 
tions to  be  proposed  by  the  Department  of  Health  and 
Human  Services. 

Although  one  portion  of  the  formula  used  to  cal- 
culate payments  under  Medicare’s  diagnosis  related 
groups  (DRG)  would  be  increased  by  5.6%,  another 
of  the  factors  that  determine  the  payment  is  being  de- 
creased by  2.4%. 
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HCFA  officials  said  that  as  a result  overall  Medi- 
care payments  to  hospitals  will  increase  by  4.2%  next 
year.  Hospital  officials  said  that  the  regulation  will 
mean  that  the  increase  per  payment  will  be  3.2%  to 
4%  and  that  hospitals  will  receive  about  $1  billion  less 
than  they  would  have  been  paid  if  their  earlier  under- 
standing that  rates  would  be  increased  by  5.6%  had 
held  up. 

The  permissible  rate  increase  is  included  in  pro- 
posed regulations  to  update  the  prospective  pricing 
system  which  took  effect  last  October.  Although  HCFA 
intended  to  issue  annual  updates  of  the  DRG  rates 
and  regulations  by  June  1,  the  regulations  still  were 
not  published  in  the  Federal  Register  at  month’s  end. 

Part  of  the  delay  was  attributed  to  a behind-the- 
scenes  battle  between  hospitals  and  the  Reagan 
administration  over  the  rate  increase  to  be  permitted 
next  year.  Strict  application  of  the  updating  formula  in 
the  DRG  law  would  have  resulted  in  an  increase  of 
7%  to  8%.  HCFA  officials  were  considering  an  in- 
crease of  only  2%  to  3%,  however,  based  on  another 
provision  of  the  law  that  required  that  payments  under 
the  new  system  be  budget  neutral — i.e.,  no  greater  than 
those  under  an  earlier  targeted  payment  system. 

Hospitals  complained  that  HCFA  had  misconstrued 
the  budget-neutral  requirement  payments  after  1986. 
HCFA  then  announced  it  would  permit  DRG  base  rates 
to  increase  by  5.6%  next  year. 

At  the  same  time,  however,  the  agency  made  a 2.4% 
across-the-board  reduction  in  the  weights  of  the  DRGs. 
Since  a hospital’s  payment  for  any  given  case  is  ascer- 
tained by  multiplying  the  weight  of  the  DRG  for  the 
particular  case  by  the  base  rate,  the  agency  had  in  ef- 
fect held  the  increase  to  a much  lower  level. 

The  change,  according  to  an  HCFA  official,  was 
necessary  because  the  hospitals  upgraded  the  severity 
of  the  conditions  they  recorded  as  the  principal  diag- 
nosis last  year  by  more  than  HCFA  thought  they  would. 
In  other  words,  he  agreed,  there  was  more  “DRG 
creep”  than  anticipated. 

“Whether  this  is  gaming  (to  circumvent  the  sys- 
tem), or  whether  the  hospitals  are  just  doing  a better 
job  of  assigning”  the  diagnosis,  “I  don’t  know,”  he 
added. 

Hospitals  charged  that  the  new  rates  are  unfair  to 
hospitals  which  have  made  a good  faith  effort  to  im- 
plement the  new  payment  system.  American  Hospital 
Association  Executive  Vice  President  Jack  Owen 
viewed  the  new  rates  as  a “slap  in  the  face  to  hospitals 
and  physicians  who  tried  to  make  the  prospective  sys- 
tem work.”  Federation  of  American  Hospitals  Direc- 
tor Michael  Bromberg  threatened  to  go  to  the  courts 
or  Congress  to  redress  the  situation. 

Health  Cost  Information 
Proposal  Assessed 

Arguing  that  accurate  data  on  health  care  costs  and 
quality  is  a necessary  ingredient  to  control  of  health 
care  costs,  a coalition  of  groups  representing  employ- 
ers, unions  and  the  elderly  is  pushing  for  wider  dis- 
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semination  of  such  data  in  general  and  of  an  amend- 
ment sponsored  by  Rep.  Ron  Wyden  in  particular. 

The  Wyden  amendment,  which  has  been  scaled 
down  from  an  earlier  version  attached  to  a health  care 
technology  bill,  would  direct  the  Public  Health  Service 
(PHS)  to  use  existing  resources  to  study  current  efforts 
by  business  and  others  to  collect  and  interpret  health 
care  data.  The  department  would  then  be  required  to 
provide  technical  assistance,  upon  request,  to  consum- 
er or  purchaser  groups  that  want  to  create  their  own 
data  bases  or  to  better  understand  data  available  from 
other  sources. 

Now  part  of  a health  manpower  bill  approved  by 
the  House  Commerce  Committee,  the  measure  is  in- 
tended to  encourage  the  development  of  data  collec- 
tion efforts  around  the  country.  It  does  not  authorize 
the  PHS  to  collect  or  disseminate  comparative  price 
and  quality  information,  however.  Nor  does  it  require 
providers  or  insurers  to  provide  any  data  to  the  groups 
trying  to  assemble  it.  Confidentiality  of  individual  pa- 
tient records  is  to  be  “assured.” 

Groups  such  as  the  American  Medical  Association, 
which  opposes  the  Wyden  provision,  have  maintained 
that  “the  purchase  of  health  care  services  is  unique 
and  does  not  necessarily  lend  itself  to  easy  comparison 
based  on  price  or  comparative  utilization.”  They  fur- 
ther argue  that  while  the  bill  attempts  to  protect  the 
individual  patient,  “there  have  been  problems  in  the 
past  with  careless  dissemination  of”  such  information. 

Groups  which  favor  the  Wyden  amendment  re- 
spond that  consumers  are  capable  of  understanding  the 
data.  They  see  the  Wyden  measure,  which  one  sup- 
porter characterized  as  “benign,”  as  a first  step  to  oth- 
er efforts  to  make  health  care  price,  utilization  and 
quality  data  more  widely  available. 

Many  of  the  same  groups  are  also  pushing  for  the 
new  peer  review  organizations  (PRO)  that  will  moni- 
tor the  care  Medicare  patients  receive.  The  proposed 
PRO  regulations  would  make  data  on  specific  hospi- 
tals available  but  would  protect  data  on  individual 
physicians.  Hospitals  and  physician  groups  have 
agrued  that  the  proposed  regulations  are  too  broad. 
The  business  and  consumer  groups,  which  want  phy- 
sician specific  data  to  be  available  to  the  public,  think 
they  are  too  restrictive. 

At  a press  conference  June  13,  Wyden  said  he  ex- 
pects his  measure  to  come  to  the  House  floor  within 
“the  next  few  weeks.”  The  proposal  as  yet  has  no  Sen- 
ate sponsor.  In  the  House,  it  has  also  been  endorsed 
by  Commerce  Committee  Chairman  Rep.  Henry  Wax- 
man  (D-CA),  Rep.  Richard  Gephardt  (D-MO)  and 
Rep.  Tom  Tauke  (R-LA). 

Tauke’s  home  state  last  year  created  the  Iowa 
Health  Data  Commission  which  has  issued  two  re- 
ports. One  reported  wide  variations  in  hospital  charges 
across  the  state  for  25  frequent  diagnoses;  the  other 
compared  financial  statistics  of  hospitals  over  the  pe- 
riod 1977  to  1982.  It  is  that  type  of  data  that  the  pro- 
ponents of  the  Wyden  amendment  want  to  foster. 

Five  groups  represented  at  the  press  conference  in- 
cluded the  American  Association  of  Retired  Persons, 
the  AFL-CIO,  and  the  Washington  Business  Group  on 
Health.  Their  primary  argument  involved  the  need  for 
better  data  in  a more  competitive  health  care  system. 


The  Blues  Restrict  Coverage 

In  a year,  the  Blue  Cross  and  Blue  Shield  Associa- 
tion will  begin  restricting  its  coverage  of  x-rays,  CAT 
scans,  and  other  diagnostic  imaging  procedures  it  be- 
lieves to  be  medically  unnecessary. 

The  use  of  diagnostic  imaging  procedures  escalated 
8%  this  year,  and  is  expected  to  continue  to  climb. 
Many  procedures  are  misutilized,  overutilized,  or  re- 
dundant, said  Blue  Cross  and  Blue  Shield  Association 
President  Bernard  R.  Tresnowski  in  June. 

When  a procedure  is  medically  necessary  and  is 
justified  in  writing  by  the  physician,  the  Association 
will  pay  for  it.  When  medical  necessity  is  in  question, 
the  case  will  be  reviewed  by  a committee  of  Blue  Cross 
and  Blue  Shield  medical  advisors.  If  the  doctor  and 
committee  disagree,  payment  will  be  denied. 

“Generally,  we  will  pay  the  claim.  But  we’ll  be  ask- 
ing a lot  more  questions,”  said  Tresnowski.  The  key 
recommendations  of  the  guidelines  are: 

• Neither  thermography  nor  diaphanography  are 
recommended  to  evaluate  suspected  breast  cancer  or 
other  breast  disease. 

• A CAT  scan  should  not  be  used  to  evaluate  mi- 
nor headaches,  but  may  be  indicated  in  the  case  of 
unusual  headaches  suggesting  a more  serious  brain 
disease. 

• Ultrasound  should  not  be  used  during  pregnancy 
unless  a specific  problem  is  suspected. 

• Routine  chest  x-rays  are  not  recommended  for 
any  situation,  including  prenatal  visits,  hospital  admis- 
sions or  employment,  except  on  the  basis  of  individual 
history  and  physical  examination  or  in  testing  for  spe- 
cific diagnosis. 

Seven  professional  medical  organizations  partici- 
pated in  the  development  of  the  guidelines:  the  Amer- 
ican College  of  Radiology,  American  Academy  of  Pe- 
diatrics, American  College  of  Nuclear  Physicians, 
Society  of  Nuclear  Medicine,  American  Academy  of 
Neurology,  and  the  American  Association  of  Neuro- 
logical Surgeons. 

Cancer  Breakthroughs  Near, 
Congress  Hears 

Intense  research  into  cancer  and  oncogenes  now 
appears  to  be  on  the  brink  of  producing  actual  clinical 
applications.  Within  a decade,  scientists  predict  that 
they  will  be  able  to  screen  patients,  more  precisely 
classify  tumors,  and  even  offer  therapy  using  this 
fledgling  technology. 

At  a June  hearing  of  a House  Science  and  Technol- 
ogy Committee  Subcommittee,  researchers  from  the 
nation’s  top  research  institutes  presented  some  of  their 
most  optimistic  predictions  yet. 

By  the  year  2000,  the  current  50%  cancer  survival 
rate  will  jump  to  75%  with  better  preventive  measures 
and  up  to  90%  when  oncogene  research  is  applied, 
said  Dr.  William  F.  Feller  of  Georgetown  University. 

Using  oncogenic  know-how,  new  tumor  classifica- 
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tion  techniques  should  be  available  by  1986;  improved 
tumor  diagnosis,  by  1990;  and  actual  cancer  therapy, 
by  1994,  said  researchers. 

Oncogene  probes  can  identify  the  genetic  changes 
that  signal  a cancerous  or  at-risk  individual.  Because 
the  probes  can  identify  oncogenes,  and  even  pinpoint 
where  they  are  being  expressed,  very  early  cancers  can 
be  detected.  This  will  be  especially  useful  in  diagnos- 
ing cancers  in  hard-to-reach  organs,  such  as  the  pan- 
creas, scientists  said. 

Improved  tumor  classification  techniques  will  also 
be  a boon  to  patient  management.  The  presence  of  a 
specific  oncogene  may  be  predictive  of  a certain  tumor 
type  and  behavior.  This  is  important  to  clinicians  who 
need  to  know  which  tumors  will  respond  well  to  ag- 
gressive chemotherapy  and  which  tumors  will  be  un- 
affected. 

Oncogene  research  funds  are  growing  at  twice  the 
rate  of  other  basic  research  funds.  Oncogene  investi- 
gations comprised  3.7%  of  the  total  National  Cancer 
Institute  budget  in  1983,  then  doubled  to  8.4%  in  1984. 
A similar  climb  in  funding  is  expected  in  1985. 


announcement/ 


CALENDAR  OF  MEETINGS 


Sept.  3-7 

Sept.  10-15 
Sept.  12-15 
Sept.  15-19 

Sept.  15-20 

Sept.  16-20 

Sept.  17-20 

Sept.  19-22 

Sept.  20-22 

Sept.  20-22 

Sept.  20-23 

Sept.  20-23 

Sept.  25-28 

Sept.  30- 
Oct.  5 
Oct.  7-10 

Oct.  7-11 

Oct.  8-10 


NATIONAL 

International  Congress  of  the  International 
Academy  of  Pathology — Fontainebleau  Hil- 
ton, Miami  Beach 

American  Electroencephalographic  Soci- 
ety— Hotel  Utah,  Salt  Lake  City 
American  Group  Practice  Association — 
Leows  Anatole,  Dallas 
American  Institute  of  Ultrasound  in  Medi- 
cine— Westin  Crown  Center,  Kansas  City, 
Mo. 

American  Academy  of  Pediatrics — Hyatt 
Regency,  Chicago 

American  Academy  of  Otolaryngic  Aller- 
gy— Las  Vegas 

American  College  of  Radiology — Century 
Plaza,  Los  Angeles 

American  Thyroid  Association — Waldorf 
Astoria,  New  York 

American  Association  for  the  Surgery  of 
Trauma — Hyatt  Regency,  New  Orleans 
American  College  of  Nutrition — Boston  Park 
Plaza 

American  Society  of  Bariatric  Physicians — 
MGM  Grand,  Reno,  Nev. 

American  Society  of  Internal  Medicine — 
Hilton  Palacio,  San  Antonio,  Tex. 

American  Academy  of  Occupational  Medi- 
cine— Hotel  Utah,  Salt  Lake  City 
Congress  of  Neurological  Surgeons — Hilton 
Hotel,  New  York 

American  Neurological  Association — Hyatt 
Regency,  Baltimore 

American  College  of  Chest  Physicians — An- 
atole, Dallas 

Emergency  Medicine  Today  ’84  (sponsored 


Oct.  9-12 
Oct.  9-12 

Oct.  9-14 
Oct.  9-14 

Oct.  10-13 
Oct.  10-13 
Oct.  12 

Oct.  13-16 
Oct.  13-17 
Oct.  17-20 
Oct.  17-20 
Oct.  19-24 
Oct.  21-26 
Oct.  22-25 
Oct.  22-27 

Oct.  23-27 

Oct.  24-28 

Oct.  24-28 

Oct.  25-26 
Oct.  27-Nov.  2 


by  N.C.  Dept,  of  Human  Resources) — Win- 
ston-Salem, N.C. 

American  Academy  of  Family  Physicians — 
Crown  Center  Hotel,  Kansas  City,  Mo. 
Cardiac  Rehabilitation  Symposium  (spon- 
sored by  East  Jefferson  General  Hosp.) — 
Marriott,  New  Orleans 
American  Society  of  Maxillofacial  Sur- 
geons— Hilton,  Las  Vegas 
American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons — Convention  Center,  Las  Ve- 
gas 

American  Association  for  Cancer  Educa- 
tion— Marriott,  Tarry  town,  N.Y. 

American  School  Health  Association — Wil- 
liam Penn,  Pittsburgh 

Selected  Topics  in  Pediatrics  (sponsored  by 
Eastern  Virginia  Medical  School/Children's 
Hospital  of  the  King’s  Daughters) — Nor- 
folk, Va. 

National  Perinatal  Association — Hyatt  Re- 
gency, Dearborn,  Mich. 

American  Society  of  Anesthesiologists — 
Hilton,  New  Orleans 

American  College  of  Emergency  Physi- 
cians— Hyatt  Regency,  Dallas 
Clinical  Orthopaedic  Society — Fairmont 
Hotel,  New  Orleans 

American  Association  of  Blood  Banks — 
Convention  Center,  San  Antonio,  Tex. 
American  Congress  of  Rehabilitation  Medi- 
cine— Sheraton,  Boston 
Interstate  Postgraduate  Medical  Associa- 
tion— MGM  Grand,  Las  Vegas 
Society  of  Clinical  and  Experimental  Hyp- 
nosis— Hilton  Palacio  del  Rio,  San  Antonio, 
Tex. 

Association  of  American  Physicians  and 
Surgeons — Williamsburg  Lodge,  Williams- 
burg, Va. 

American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine — Sheraton,  Wash- 
ington, D.C. 

American  Academy  of  Neurological  and 
Orthopaedic  Surgeons — Caesars  Palace  Ho- 
tel, Las  Vegas 

American  College  of  Clinical  Pharamcolo- 
gy — Franklin  Plaza,  Philadelphia 
American  Society  for  Clinical  Pathologists — 
Marriott/Sheraton,  New  Orleans 


RENT  MY  CONDOMINIUM* 
AT 

HILTON  HEAD  ISLAND 
SOUTH  CAROLINA 

For  more  information  contact: 

Tom  Reed 

Attention:  Mrs.  Parton 
1 1 7 East  Main  Street 
Murfreesboro,  Tennessee  37130 
Telephone:  (615)  890-6464 
* Ocean  Front — 2 Bedrooms 
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Special  Communication 


Calling  All  Doctors! 

L.  J.  BERNARD,  M.D. 


In  November  1983  the  American  Cancer  So- 
ciety launched  an  expanded  colorectal  cancer 
program  titled  Colorectal  Health  Check  (Check) 
with  a multi-media  show  at  the  November  ACS 
National  House  of  Delegates  meeting  in  New 
York  City.  The  primary  goal  of  Check  is  to  reach 
the  largest  possible  number  of  persons  in  the  ap- 
propriate age  group  and  motivate  them  to  go  to 
their  physicians  or  clinics  to  have  the  three  rec- 
ommended tests  for  the  early  diagnosis  of  colo- 
rectal cancer,  i.e.,  the  digital  rectal  examination, 
the  stool  blood  test,  and  proctosigmoidoscopy. 

Because  98%  of  all  colorectal  cancers  occur 
after  40  years  of  age,  there  is  a defined  popula- 
tion in  which  simple  procedures  carried  out  in 
the  course  of  daily  practice  can  identify  the 
asymptomatic  patient  whose  colorectal  lesion  is 
of  limited  extent  and  more  readily  curable.  The 
Check  program  will  therefore  be  aimed  at  this 
age  group  and  their  physicians. 

In  the  Tennessee  Division  the  intensive  three- 
year  Check  program  will  be  launched  in  Septem- 
ber in  conjunction  with  the  new  fiscal  year  of  the 
Society.  A Colorectal  Health  Check  Program  Task 
Force  has  been  assigned  the  duty  of  formulating 
a three-year  plan  for  implementing  Tennessee 
guidelines  provided  by  the  Society’s  national  of- 
fice. Several  elements  of  the  program  are  likely 
to  come  to  your  attention  from  both  professional 


From  the  Colorectal  Health  Check  Task  Force,  Tennessee  Divi- 
sion, American  Cancer  Society,  Nashville. 


and  lay  quarters.  This  writing  is  intended  to 
forestall  surprises  and  to  enlist  your  support  of 
this  effort. 

Your  attention  is  especially  directed  to  the  fol- 
lowing four  items: 

1.  A locally  prepared,  brief  questionnaire  on 
early  detection  practices  regarding  colorectal 
cancer  will  be  sent  to  physicians  in  Tennessee 
about  Sept.  1,  1984.  You  are  urged  to  complete 
and  return  this  survey  instrument  as  soon  as  pos- 
sible. 

2.  The  Tennessee  Endoscopic  Society  is  co- 
operating with  the  Society  through  the  Tennessee 
Society  of  Internal  Medicine  and  the  Tennessee 
Academy  of  Family  Physicians  in  arranging  train- 
ing sessions  for  primary  care  physicians  in  the  use 
of  the  flexible  proctosigmoidoscope. 

3.  An  Exampler  program  has  been  initiated 
among  Cancer  Society  volunteers  urging  that 
those  in  the  appropriate  age  group  seek  regular 
check-ups  for  colorectal  cancer,  including  proc- 
tosigmoidoscopy, from  their  physicians. 

4.  An  expanded  public  education  program  en- 
courages the  public  aged  40  and  over  to  specifi- 
cally ask  their  physicians  for  the  basic  screening 
tests  for  colorectal  cancer  as  part  of  their  regular 
check-ups. 

The  overall  objective  of  this  Colorectal  Health 
Check  Program  is  to  significantly  increase  the 
salvage  of  lives  by  earlier  detection  of  this  highly 
treatable,  all  too  frequent  and  relatively  accessi- 
ble cancer.  Its  ultimate  success  depends  on  you. 
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TENNESSEE  VALLEY  MEDICAL  ASSEMBLY 

(Sponsored  by  the  Chattanooga  and  Hamilton  County  Medical  Society,  Inc.) 

CHATTANOOGA  CHOO  CHOO  CENTENNIAL  CENTER 

October  1-2, 1984 

MONDAY,  OCTOBER  1,  1984 

TUESDAY,  OCTOBER  2,  1984 

7:30  a.m. 

Registration 

7:30  a.m. 

Registration 

ADVANCES  IN  SURGERY 

ADVANCES  IN  ENDOCRINOLOGY 

AND  FAMILY  PRACTICE 

8:15  a.m. 

Howard  R.  Nankin,  M.D.,  Columbia,  SC 

8:15  a.m. 

John  J.  Bergan,  M.D.,  Chicago 

"SEXUAL  DYSFUNCTION 

“ADVANCES  IN  VASCULAR  SURGERY” 

IN  THE  MALE" 

9:00  a.m. 

Abe  Macher,  M.D.,  Bethesda,  MD 

9:00  a.m. 

Harold  E.  Lebovitz,  M.D.,  Brooklyn 

“ACQUIRED  IMMUNE  DEFICIENCY 

“SECOND  GENERATION  ORAL 

SYNDROME” 

HYPOGLYCEMIC  AGENTS” 

9:45  a.m. 

Coffee  Break — Exhibit  Visitation 

9:45  a.m. 

Coffee  Break — Exhibit  Visitation 

10:15  a.m. 

Eugene  A.  Stead,  Jr.,  M.D.,  Durham,  NC 

10:15  a.m. 

Robert  S.  Weinstein,  M.D.,  Augusta,  GA 

“UNIQUENESS  OF  THE  ELDERLY  PATIENT" 

“METABOLIC  BONE  DISEASE” 

1 1 :00  a.m. 

Melvin  J.  Steinhart,  M.D.,  Albany,  NY 

1 1 :00  a.m. 

James  G.  Johnson,  M.D.,  Memphis 

“THE  EMOTIONAL  ASPECT  OF  A 

“ACUTE  RENAL  FAILURE” 

MYOCARDIAL  INFARCTION” 

1 1 :45  a.m. 

Questions  & Answers 

11:45  a.m. 

Questions  & Answers 

12:00  noon 

LUNCHEON 

12:00  noon 

LUNCHEON 

Studio  Room,  Chattanooga  Choo-Choo 

Studio  Room,  Chattanooga  Choo-Choo 

SPEAKER:  Margaret  Rhea  Seddon,  M.D. 

SPEAKER:  Fred  J.  Young,  Chicago 

Houston 

SUBJECT:  “PERSONAL  FINANCIAL 

SUBJECT:  “A  VIEW  FROM  SPACE" 

SECURITY” 

FRONTIERS  OF  MEDICINE 

1 :30  p.m. 

Anne  Colston  Wentz,  M.D.,  Nashville 

ADVANCES  IN  INTERNAL  MEDICINE 

“IN-VITRO  FERTILIZATION” 

1 :30  p.m. 

John  W.  Hollifield,  M.D.,  Nashville 

2:15  p.m. 

William  W.  Stead,  M.D.,  Durham,  NC 
“COMPUTERS  IN  MEDICINE” 

“SUDDEN  DEATH” 

2:15  p.m. 

James  K.  Penry,  M.D.,  Winston-Salem,  NC 

3:00  p.m. 

Coffee  Break — Exhibit  Visitation 

“ADVANCES  IN  EPILEPSY” 

3:30  p.m. 

Robert  H.  Alford,  M.D.,  Nashville 
“IMMUNIZATIONS  1984:  HEPATITIS  B, 

3:00  p.m. 

Coffee  Break — Exhibit  Visitation 

HERPES,  INFLUENZA  AND 

3:30  p.m. 

Thomas  G.  Peters,  M.D.,  Memphis 

PNEUMOCOCCUS” 

“TRANSPLANTATION— UPDATE” 

4:15  p.m. 

Roy  Curtiss,  III,  Ph.D.,  St.  Louis 

4:15  p.m. 

Martin  J.  Collen,  M.D.,  Bethesda,  MD 

“GENETIC  ENGINEERING  AND  OTHER 

“MEDICAL  TREATMENT  OF  PEPTIC  ULCER 

SOCIO-MEDICAL  ISSUES” 

DISEASE" 

5:00  p.m. 

Questions  & Answers 

5:00  p.m. 

Questions  & Answers 
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Medicine  at  the  Crossroads 

An  Editorial 

JOHN  B.  THOMISON,  M.D. 


Last  winter  the  TMA  sponsored  its  usual  annual  Leadership  Conference,  de- 
signed to  keep  the  state’s  medical  leadership  informed  on  current  issues  of  im- 
portance to  medicine.  The  theme  this  year  was  “Medicine  at  the  Crossroads.”  No 
more  than  about  a hundred  physicians  were  in  attendance.  I am  unsure  of  the 
reason.  Are  there  really  no  more  than  a hundred  physicians  in  the  state  who 
consider  themselves  leaders?  Or  if  there  are  others,  is  it  that  they  believe  they 
are  already  sufficiently  informed  on  the  issues?  A third  possibility  is  that  they 
have  little  interest,  considering  themselves  above  all  that,  or  a fourth,  that  they 
do  not  understand  the  gravity  of  “the  fix  we  is  in.”  In  either  case  they  are  indeed 
not  leaders. 

Since  so  few  were  in  attendance  at  the  conference,  and  considering  its  high 
quality  and  its  importance  and  timeliness  in  view  of  medicine’s  present  precarious 
situation,  I thought  I had  better  publish  the  major  addresses.  All  of  this  has  en- 
tailed a lot  of  expense  in  money,  time,  and  effort  on  the  part  of  the  speakers, 
TMA  staff,  and  your  editor.  It  is  discouraging  to  draw  the  rather  obvious  conclu- 
sion that  probably  few  will  read  it,  and  they  likely  will  be  those  who  attended  and 
those  who  otherwise  have  kept  abreast  of  the  situation.  It  certainly  gives  one 
pause  to  question  whether  it  is  worth  doing  at  all. 

I am  not  certain  that  the  coveners  of  the  conference  and  I see  the  same  cross- 
roads, but  my  perception  is  that  on  one  of  the  two  paths  medicine  continues  as 
the  honored  profession  it  has  long  been,  whereas  on  the  other  it  becomes  in  fact 
the  trade  that  the  Federal  Trade  Commission  (FTC)  already  perceives  it  to  be. 
Have  we  already  made  so  many  concessions  to  accommodate  the  various  interests 
that  threaten  our  livelihood  that  our  tenuous  hold  on  professionalism  is  already 
broken?  In  his  keynote  address,  Dr.  Annis  traces  the  course  and  the  pressures 
that  brought  us  where  we  are  today,  and  explains  where  that  is.  I am  not  so  naive 
as  to  believe  that  in  pursuing  that  course,  medicine  as  an  entity  and  its  individual 
constituents  have  been  spotless,  either  individually  or  corporately.  Nevertheless, 
whereas  there  have  always  been  individuals  with  more  of  a business  than  a profes- 
sional bent,  the  entire  profession  has  now  been  thrust  into  that  arena  by  outside 
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forces.  We  are  being  required  to  become  entrepreneurs,  a part  of  the  market- 
place, subject  to  all  its  pressures  and  blandishments.  Dr.  Corlin  describes  how 
this  will  affect  the  relationship  of  physicians  in  their  staff  relationships  with  hos- 
pitals, and  some  things  we  can,  or  even  must,  do  about  it. 

In  order  to  cope  with  the  competitive  forces  of  the  marketplace,  physicians  will 
have  to  develop  marketing  skills.  Dr.  Endress  explains  that  the  term  marketing  is 
really  not  pejorative,  but  that  marketing  simply  involves  promoting  one’s  medical 
skills  to  prospective  patients;  he  details  some  methods  for  accomplishing  that. 
Though  it  is  not  quite,  this  comes  perilously  close  to  solicitation  of  patients,  which 
is  not  illegal  and  which  is  condoned,  and  even  promoted,  by  the  FTC,  but  on 
which  the  profession,  so  long  as  it  remains  a profession,  must  frown.  Dr.  Avery 
establishes  the  context  of  all  of  the  previous  material  in  the  medicolegal  climate 
in  Tennessee,  and  ultimately  that  of  the  nation  as  a whole. 

Though  there  has  always  been  a measure  of  competition  among  doctors,  except 
in  a few  unfortunate  situations  it  has  always  been  subjugated  to  the  best  interests 
of  their  patients.  The  current  practice  climate  in  which  we  find  ourselves  endan- 
gers both  the  doctor-patient  relationship,  covered  by  medical  ethics,  and  intra- 
professional  etiquette.  Blatant  hucksterism  is  only  a breath  away.  As  a response 
to  those  dangers,  the  AMA  in  its  national  leadership  conference  empanelled  the 
AMA  Judicial  Council  to  address  the  subject  of  “Medical  Ethics  in  a Competitive 
Environment.”  Tennessee’s  John  Burkhart,  M.D.,  a member  of  the  Council,  made 
a summarizing  statement  about  the  perils  we  face,  and  because  it  directly  relates 
to  the  discussion  at  hand,  I have  chosen  to  publish  it  as  the  final  paper  in  this 
issue  to  try  to  bring  all  of  this  diverse  material  into  perspective. 

Will  we  become,  instead  of  our  cherished  and  honored  profession,  only  anoth- 
er trade?  There  are  pressures  to  make  us  that,  as  well  as  opinions  that  we  already 
are.  But  in  the  end,  we  have  the  final  word.  It  is  not  for  government  or  business 
to  decide.  Our  future  lies  in  our  own  hands.  S 
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Medicine  at  the  Crossroads 

A Symposium 


Organized  Medicine — 
Today  and  Tomorrow 


EDWARD  R.  ANNIS,  M.D. 


The  years  pass  quickly.  In  discussing  medicine 
today  and  tomorrow  a little  history  is  necessary 
because  it  is  what  took  place  yesterday  with  its 
great  successes  that  has  created  the  problems  we 
face  today.  How  we  deal  with  these  problems, 
however,  will  determine  how  medicine  will  be 
practiced  tomorrow. 

The  Second  World  War  was  characterized  by 
tremendous  advances  in  medicine,  as  penicillin 
followed  the  sulfas  and  infectious  diseases  came 
under  control  for  the  first  time  in  history.  Public 
opinion  was  generated  to  demand  for  all  of  our 
people  those  benefits  and  advances  in  medicine 
that  had  flourished  during  the  war  years.  With 
government  encouragement,  communities  small 
and  large  cooperated  to  build  hospitals  and  equip 
them  with  the  rapidly  expanding  and  increasingly 
effective  diagnostic  and  therapeutic  tools. 

Mr.  Joseph  Calif ano,  an  appointee  of  Lyndon 
Johnson,  wrote  a speech  for  the  President  in 
which  he  stated,  “We  have  50,000  too  few  doc- 
tors.” Our  medical  colleges  were  told  to  expand 
their  facilities  to  turn  out  more  young  men  and 
women  to  be  doctors  of  tomorrow  or  their  fed- 
eral funds  would  be  curtailed.  This  is  especially 
interesting  historically  because  it  was  that  same 
Joseph  Califano,  then  Secretary  of  HEW  under 
another  President,  Jimmy  Carter,  who  appeared 
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at  a meeting  in  New  Orleans  a few  years  ago, 
addressing  the  Association  of  American  Medical 
Colleges,  and  his  theme,  “You’re  turning  out  too 
many  doctors  and  if  you  don’t  stop,  we’ll  cut  off 
your  funds.”  Today  we  hear  that  there  are  too 
many  hospitals  and  that  there  are  too  many  doc- 
tors, both  statements  thoughtful  reminders  that 
the  nation  and  its  medical  schools  responded  to 
the  challenge  to  provide  doctors  and  hospitals  to 
care  for  all  of  our  people. 

Under  the  so-called  Great  Society,  promises 
were  made  to  provide  a single  standard  of  first- 
class  medical  care  for  all  of  our  people.  Govern- 
ment entered  into  a contract  to  provide  medical 
care  for  the  elderly  and  agreed  to  assist  the  states 
in  providing  Medicaid  for  the  poor. 

The  legislation  originally  proposed  under  the 

King-Anderson  Bill  promised  entitlement  to 
everyone  by  virtue  of  reaching  the  age  of  65. 
Doctors  cautioned  our  congressional  leaders  that 
many  of  the  elderly  were  able  to  take  care  of 
themselves  and  should  do  so,  leaving  the  govern- 
ment the  responsibility  of  caring  for  those  in 
need,  irrespective  of  age.  Our  advice  was  ig- 
nored, King-Anderson  became  Medicare,  and 
some  of  the  theories  proposed  by  its  advocates 
have  since  proven  to  be  wrong,  as  more  people 
live  longer  and  better  lives.  Preventive  medicine 
was  the  cry  with  the  promise  that  it  would  cost 
less.  Things  haven’t  worked  out  that  way,  be- 
cause as  people  have  gotten  healthier,  they  have 
lived  longer.  As  they  live  longer,  many  develop 
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the  infirmities  of  age,  and  when  they  become  ill 
have  their  heart  disease  and  cancers  accom- 
panied by  high  blood  pressure,  kidney  disease, 
diabetes,  arthritis  and  other  problems  attendant 
with  longevity.  Thus  as  medicine  has  become 
more  efficient,  making  more  people  live  longer, 
it  treats  more  patients  and  more  money  is  spent, 
so  that  the  11%  of  the  population  designated  as 
“senior  citizens”  consume  in  excess  of  one  third 
of  all  the  health  care  dollars  spent  annually. 

The  government  failed  to  fund  adequately  that 
which  they  promised  and  they  met  their  original 
promised  obligations  for  roughly  18  months  be- 
fore they  started  the  cutback  on  reimbursement 
to  hospitals  and  doctors  for  health  care  services 
rendered. 

Hospitals  were  encouraged  to  refurbish,  to 
build,  to  expand,  and  to  purchase  technical  tools 
to  provide  quality  care,  all  in  response  to  a 
promise  of  cost-plus  reimbursement. 

Many  fine  hospitals  have  been  built,  equipped 
with  fine  carpets,  a telephone  at  every  bed,  re- 
mote control  color  television  in  every  room, 
electrically  operated  beds,  etc.,  all  of  which  added 
material  comforts  to  those  requiring  hospitaliza- 
tion, but  hardly  necessary  to  provide  their  medi- 
cal care.  I suspect  that  psychiatrists  and  psychol- 
ogists might  say  that  these  actually  do  contribute 
toward  a patient’s  well-being  by  giving  them  a 
feeling  akin  to  being  at  home. 

Government  also  promised  to  pay  doctors,  but 

soon,  as  the  costs  continued  to  escalate,  they  in- 
titiated  cutbacks  on  the  basis  of  percentiles,  so 
that  more  and  more  of  the  cost  would  be  ab- 
sorbed by  individual  patients.  No  problem  for  the 
wealthy,  but  a very  real  problem  for  the  under- 
privileged. 

As  government  paid  less  and  less  to  hospitals 
and  doctors,  inevitably  there  was  a shift  of  the 
cost  burden  to  the  private  sector,  a shift  reflected 
in  higher  professional  fees  and  higher  charges  to 
individuals,  or  to  third  parties  increasingly  taking 
over  the  role  of  payment  for  services  rendered. 

The  escalation  of  insurance  costs  to  employers 
gained  little  recognition  at  first  because  of  the 
government’s  subsidy,  which  promised  total  tax 
deductibility  to  the  employer  and  no  tax  liability 
to  employees.  With  such  tax  benefits  available, 
labor  and  management  negotiated  dollar  values 
for  health  care  benefits  without  inviting  to  the 
negotiating  table  either  doctors  or  hospitals, 
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which  were  experiencing  rapid  and  increasingly 
costly  technological  advances. 

In  recent  years  business  leaders  have  seen  in- 
creases of  20%  to  25%  per  year  in  their  health 
insurance  costs,  so  that  now  many  join  the  polit- 
ical demand  for  controls  of  doctors’  fees  and  hos- 
pital charges.  This  accounts  for  the  current  busi- 
ness interest  in  such  new  proposals  as  Preferred 
Provider  Organizations  (PPOs),  Exclusive  Pro- 
vider Organizations  (EPOs),  Diagnosis  Related 
Groups  (DRGs),  and  other  similar  proposals 
carrying  a promise  of  controlling  costs. 

As  political  leaders  recognized  that  they  had 

promised  more  than  they  could  finance,  they  in- 
stituted a series  of  programs  designed  to  curtail 
costs. 

Regional  medical  programs  for  heart,  cancer, 
and  stroke  were  established  but  later  abandoned. 
In  an  effort  to  control  and  monitor  admissions, 
quality  of  care,  and  length  of  stay,  the  Health 
Systems  Agencies  (HSAs)  were  established.  In 
establishing  them,  however,  provisions  were  made 
that  the  majority  of  those  making  the  decisions 
should  be  neither  direct  nor  indirect  providers. 
The  direct  providers,  of  course,  were  physicians 
and  hospital  administrators,  whereas  indirect 
providers  were  their  employees,  their  spouses, 
and  others  closely  associated  with  health  care  de- 
livery. In  other  words,  it  was  specified  in  Wash- 
ington that  the  majority  of  those  charged  with 
making  decisions  should  know  nothing  about  the 
problems.  HSAs  established  certificates  of  need 
in  an  effort  to  control  capital  expenditures  for 
new  equipment,  such  as  CAT  scans.  Many  hos- 
pitals were  denied  the  right  to  purchase  a CAT 
scan  even  with  their  own  money.  Time  and 
professional  experience  proved  the  tremendous 
value  of  this  great  new  diagnostic  tool,  so  that 
barriers  were  lowered  in  this  one  instance. 

Another  approach  to  control  costs  was  Profes- 
sional Standard  Review  Organizations  (PSROs), 
charged  with  ascertaining  the  propriety  of  a pa- 
tient’s being  admitted  to  a hospital,  quality  of  care 
rendered,  and  with  eliminating  an  unduly  pro- 
longed stay. 

One  after  another  of  these  proposals  to  con- 
trol costs  have  failed,  only  to  be  followed  most 
recently  by  mandated  DRGs  for  hospitals,  and 
legislative  approval  for  the  establishment  of 
PPOs,  EPOs,  and  statewide  Peer  Review  Orga- 
nizations (PROs)  to  continue  the  monitoring 
process. 

DRGs  are  an  effort  to  put  a lid  on  hospital 
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costs.  That’s  what  they  say,  but  that’s  not  really 
what  they  are  talking  about.  What  they  are  really 
saying  is  that  we  are  going  to  put  a lid  on  what 
we  will  pay  for  services  rendered.  Imagine  a cost 
control  on  hospitals  and  doctors  with  no  parallel 
cost  controls  on  labor,  personnel,  equipment,  en- 
ergy, etc.  Sixty  percent  to  65%  of  the  operation 
of  a hospital  is  for  personnel — its  labor  costs. 
Along  with  regular  labor  costs  are  the  attendant 
and  ever-increasing  costs  of  Social  Security,  lo- 
cal, state  and  federal  taxes,  medical  supplies, 
malpractice  insurance,  etc. 

Putting  a lid  on  a boiling  pot  may  appear  to 
control  things  for  the  moment,  but  any  house- 
wife will  tell  you  that  the  lid’s  effectiveness  will 
be  short-lived  unless  you  cut  down  the  heat. 

What  is  the  source  of  heat?  Actually  there  are 
many  sources  today,  but  the  root  cause  has  a 
“Made  in  Washington”  label,  namely  our  gov- 
ernment and  those  responsible  for  legislation. 
Every  major  economist  dealing  with  the  problem 
has  admitted  that  50%  of  the  increase  in  health 
care  costs  since  the  advent  of  Medicare  in  1965 
and  Medicaid  in  1966  is  the  same  inflation  that 
affects  all  of  the  rest  of  our  economy. 

We  have  seen  over  two  decades  of  increasing 
government  debt  associated  with  deficit  spend- 
ing. Recent  reports  from  the  Grace  Commission 
indicated  that,  “One  third  of  all  income  taxes 
collected  are  consumed  by  waste  and  inefficiency 
in  government.”  That  is  a story  in  and  of  itself 
and  deserves  further  investigation.  Among  other 
things,  the  Grace  Commission  opined  that  over 
a three-year  period  we  could  save  $424  billion 
merely  by  eliminating  wasteful  and  inefficient 
operations  of  government.  They  pointed  out  a 
number  of  areas  where  the  military  and  others 
have  tried  to  eliminate  unnecessary  and  costly  fa- 
cilities, only  to  have  the  Congress  repeatedly  say 
“no.”  Mr.  Grace,  in  reporting  to  President  Rea- 
gan, went  further  and  said  that  this  $424-billion 
savings  over  a three-year  period  could  be  accom- 
plished “without  jeopardizing  either  social  pro- 
grams or  our  military  defense  potential.” 

A number  of  studies  have  indicated  that  an- 
other 25%  of  the  increase  in  health  care  costs 
can  be  demonstrated  to  evolve  from  unnecessary 
rules  and  regulations,  personnel,  and  paper  work 
resulting  from  federal  and  state  regulations  un- 
related to  providing  heath  care. 

Neither  doctors  nor  hospitals  contributed  to 
the  75%  of  inflation  and  regulations  for  which 
they  are  blamed.  These  are  the  result  of  govern- 


ment action  and  bear  the  “Made  in  Washington” 
label. 

To  elaborate  a little  further:  In  1965,  the  date 
of  government’s  major  instrusion  into  health  care, 
federal  spending  was  $118  billion.  Today  it  is 
more  than  eight  times  that,  exceeding  $900  bil- 
lion. In  1965  the  federal  deficit  was  $1.6  million 
dollars.  Today  it  is  more  than  100  times  larger 
because  of  a government  that  has  consistently 
over-promised,  initially  establishing  the  war  on 
poverty  coincident  with  the  Vietnam  War,  with- 
out telling  the  American  people  of  the  necessity 
to  pay.  These  coincidental  and  costly  programs 
were  financed  with  borrowed  money,  a process 
that  continues  even  today. 

Since  our  meeting  started  this  morning  the  in- 
terest on  the  national  debt  has  exceeded  $200,000 
a minute,  more  than  $300  million  a day,  over 
$2  billion  every  week.  And  that  is  just  interest, 
with  no  reduction  of  the  principal.  That  is  why 
we  are  in  trouble.  The  same  inflation  that  affects 
all  the  rest  of  our  economy  affects  medicine,  af- 
fects doctors,  and  affects  hospitals. 

What  about  the  other  25%  unrelated  to  regu- 
lation and  inflation?  Oh,  I think  we  can  justify  a 
lot  of  this.  There  are  2 million  more  people  in 
the  country  today  than  there  were  a year  ago  and 
there  is  no  way  that  we  can  take  care  of  2 million 
more  people  one  year  and  not  have  it  cost  more 
than  it  did  the  year  before.  This  number  merely 
reflects  the  normal  increase  of  births  over  deaths, 
and  legal  immigration,  not  to  mention  the  6 mil- 
lion to  9 million  illegals  in  this  country  who  also 
come  under  the  health  care  system. 

A second  part  of  that  25%  that  I believe  can 
be  justified  is  the  11%  of  the  population  over  the 
age  of  65,  which  consumes  more  than  one-third 
of  all  of  the  health  care  dollars  spent  in  this  na- 
tion— dollars  spent  for  hospitals,  for  physicians, 
for  dentists,  for  nursing  homes,  and  for  the  many 
supportive  services  required  by  our  elderly. 

The  third  factor  is  technology.  If  you  were  to 
take  one  of  your  friends,  or  better  still  a legisla- 
tor, into  your  hospital  and  show  him  the  diagnos- 
tic and  therapeutic  tools  in  the  emergency  room, 
the  operating  room,  cardiac  care  unit,  intensive 
care  unit,  the  pathology  laboratory,  the  imaging 
center  and  all  the  rest,  as  you  leave  the  hospital 
you  could  remind  him  that  more  than  one-half  of 
all  the  diagnostic  and  therapeutic  tools  he  saw 
did  not  exist  any  place  in  the  world  ten  years  ago. 
The  facts  of  the  matter  are,  however,  that  nei- 
ther an  ever-increasing  population,  an  expanding 
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population  of  longer-lived  senior  citizens,  nor 
great  technological  aids  have  deterred  those  po- 
litical leaders  who  would  arbitrarily  limit  pay- 
ment for  services  rendered. 

Among  other  potentially  dangerous  proposals 
is  that  cosponsored  by  Senator  Kennedy  and 
Representative  Paul  Gephart,  who  would  consol- 
idate physician  and  hospital  charges  into  one  sin- 
gle payment  for  each  admission.  For  example,  if 
the  family  physician  were  to  admit  a patient  to  a 
hospital  with  upper  abdominal  symptoms,  x-rays 
would  be  required  to  demonstrate  the  presence 
of  gallstones.  Upon  this  finding  a surgeon  might 
be  called,  who  of  course  would  need  the  services 
of  an  anesthesiologist  and  all  reports  would  go  to 
the  pathologist.  Under  the  Kennedy-Gephart 
proposal  one  check  would  be  issued  by  the  gov- 
ernment to  be  divided  among  the  hospital  and  all 
of  the  various  physicians  involved. 

Another  Kennedy-Gephart  proposal  would  bar 
doctors  from  charging  patients  any  more  than 
Medicare  would  pay.  This  is  an  especially  omi- 
nous proposal  because  it  is  joined  by  the  chair- 
man of  the  Ways  and  Means  Committee,  Mr. 
Rostenkowsky,  who  has  indicated  he  will  intro- 
duce a bill  mandating  the  acceptance  of  Medi- 
care as  an  assignment  on  all  patients,  the  rich  as 
well  as  the  poor.  To  assure  acceptance,  his  bill 
would  go  further  and  would  deny  reimbursement 
to  any  hospital  allowing  physicians  to  practice 
who  would  not  agree  to  accept  total  assignment 
under  terms  dictated  from  Washington. 

Recently  during  a television  newscast  I saw  and 
heard  Mr.  Kennedy  state,  “I  do  not  need  a steth- 
oscope to  diagnose  the  cause  of  health  care  cost 
inflation — hospitals  and  doctors  charge  too 
much.”  This  is  a man  born  to  wealth,  who  with 
his  associates  in  the  Congress  has  already  voted 
for  himself  a retirement  benefit  in  excess  of 
$1  million.  It  is  he  who  says  the  trouble  is  that 
doctors  and  hospitals  charge  too  much.  However 
frustrating  such  people  are,  we  must  be  careful 
not  to  dismiss  all  of  this  as  merely  political  rhet- 
oric, because  similar  views  have  been  expressed 
by  Senator  Dole,  the  powerful  chairman  of  the 
Senate  Finance  Committee,  who  has  indicated 
that  medical  care  is  the  next  target  for  legislative 
mandate. 

How  do  such  people  justify  their  recommen- 
dation for  some  of  these  new  proposals  for  arbi- 
trary limits?  Well,  the  first  thing  they  say  is  that 
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health  care  costs  have  been  growing  much  more 
rapidly  than  the  gross  national  product.  The  gross 
national  product  is  the  sum  of  goods  and  services 
provided  in  the  country.  If  you  had  breakfast  this 
morning,  you  may  have  had  bacon  and  eggs  or 
cereal  and  coffee,  cream,  etc.,  all  of  which  could 
have  been  purchased  for  a little  less  but  of  simi- 
lar quality  ten  years  ago.  The  clothes  we  wear 
and  the  buildings  we  are  in  change  a little  in  style 
along  the  way,  but  essentially  could  have  been 
purchased  or  built  ten  years  ago.  However,  as 
previously  indicated,  more  than  one-half  of  all 
the  diagnostic  and  therapeutic  tools  that  we  use 
today  did  not  exist  anywhere  ten  years  ago.  A 
billionaire  could  not  have  purchased  for  himself 
and  his  loved  ones  many  of  the  life-saving  and 
life-prolonging  tools  that  are  commonplace  to- 
day. The  amended  Grace  Report,  concentrating 
on  areas  of  health  care,  indicated  that  had  we 
had  DRGs  ten  years  ago,  we  would  not  have 
seven  or  eight  of  the  technological  advances  cur- 
rently in  use.  People  now  see  who  were  destined 
to  be  blind;  people  who  were  deaf  hear;  many 
who  were  confined  to  their  bed  or  wheelchair  can 
now  walk  again;  and  the  marvelous  story  goes  on 
and  on.  It  is  neither  fair  nor  just  to  compare  the 
cost  of  medical  care  today  with  that  of  the  gen- 
eral run  of  goods  and  services,  in  that  so  much 
of  what  is  good  was  nonexistent  just  a few  years 
ago. 

The  second  and  repeated  criticism  is  that  med- 
ical care  now  constitutes  10.5%  of  the  gross  na- 
tional product.  Is  it  unreasonable  to  ask  the 
question,  how  much  should  it  be?  Why  is  10.5% 
too  much?  Should  it  not  take  whatever  is  re- 
quired to  provide  first-class  medical  care  to  all  of 
our  citizens  when  they  need  it,  as  long  as  they 
need  it,  to  the  extent  of  their  need,  whether  or 
not  they  can  pay  for  it?  Two  years  ago  Washing- 
ton figures  showed  that  17.5%  of  the  gross  na- 
tional product  was  spent  on  sports  and  recrea- 
tion. You  and  I know  that  sports  and  recreation 
actually  contribute  to  good  health,  but  why  is 
17.5%  on  sports  and  recreation  totally  accepta- 
ble without  criticism,  while  we  deride  10.5%  for 
the  total  health  care  of  the  American  people? 

In  1981  Washington  records  indicated  that  20% 
of  the  gross  national  product  was  spent  on  trans- 
portation, moving  people  and  things  from  one 
place  to  another.  We  are  a mobile  nation,  trans- 
portation is  essential,  but  why  is  20%  accepted 
as  perfectly  natural  for  transportation  while  we 
criticize  roughly  half  of  that  amount  being  spent 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


for  the  number  one  need  of  any  people,  namely 
their  health. 

Speaking  before  the  Atomic  Industrial  Forum, 
physicist  Edward  Teller,  in  reflecting  on  nuclear 
debate,  opined,  “It  isn’t  technology — it’s  poli- 
tics. It  isn’t  facts — it’s  perception.” 

We  must  correct  the  perception  that  somehow 
services  rendered  to  the  sick,  the  injured,  and 
the  impaired  are  of  less  value  than  services  in 
other  areas,  such  as  wholesale  and  retail  trade, 
computers,  radio,  or  TV. 

Health  care  in  all  its  components  is  not  a drain 
on  the  gross  national  product,  it’s  not  money  lost. 
On  the  contrary,  it  is  a positive  contributor  to  the 
gross  national  product.  Health  care  is  the  true 
bellwether  of  all  services  and  reflects  an  industry 
that  employs  great  numbers  to  keep  it  operating 
24  hours  a day,  365  days  a year. 

Health  care  is  labor  intensive,  much  of  it  high- 
tech  with  good  incomes,  and  its  workers  spend 
their  wages — as  do  all  other  service  workers — in 
buying  the  goods  and  services  of  the  market- 
place. This  is  a positive  contribution  to  the  eco- 
nomic stability  of  any  city,  of  any  country. 

We  must  aggressively  pursue  this  effort  to 
change  public  perception,  public  understanding 
that  continued  scientific  and  technological  ad- 
vances will  cost  more,  not  less,  if  they  want  us  to 
continue  to  provide  quality  medicine  for  all  in 
our  nation. 

Why  are  jobs  in  hospitals,  men  and  women 
working  as  plumbers,  electricians,  carpenters, 
food  handlers,  cooks,  maintenance  people,  tech- 
nicians, and  nurses — why  are  these  jobs  not  a 
contribution  to  the  basic  economy  and  stability 
of  any  area?  We  have  allowed  politicians  and 
others  to  create  the  perception  that  money  spent 
in  this  way  is  lost.  It  is  not  lost,  it  is  poured  right 
back  into  the  community.  In  the  city  of  Houston, 
the  oil  capital  of  the  world,  the  number  one  pos- 
itive balance  of  payments  coming  into  that  city  is 
estimated  at  between  $7  billion  and  $9  billion 
dollars  a year  to  its  number  one  employer,  the 
health  care  industry. 

Is  it  unreasonable  to  ask,  why  doesn’t  govern- 
ment pay  its  just  bills  to  doctors  and  hospitals? 
Did  you  ever  stop  to  think  about  it?  This  is  the 
only  area  where  government  doesn’t  pay  its  just 
bills  for  programs  it  established  and  promised  to 
fund. 

Everyone  else  is  paid,  for  the  building  of  ships, 
planes,  guns,  tanks — almost  all  characterized  by 
overruns  in  the  millions  of  dollars. 

I recently  saw  a television  program  picturing 


one  of  our  new  tanks  capable  of  going  over  al- 
most any  terrain  at  the  rate  of  40  miles  an  hour. 
During  the  telecast  it  was  incidentally  noted  that 
each  tank  had  a cost  overrun  of  between  $500,000 
and  $1  million. 

The  most  recently  constructed  large  Senate  of- 
fice building,  the  Hart  Building,  was  projected  to 
cost  $47  million,  but  it  ended  up  costing  $137 
million.  Everyone  was  paid — every  architect,  en- 
gineer, every  supplier  of  steel  and  concrete,  every 
worker;  so  is  it  unfair  to  ask,  why  doesn’t  gov- 
ernment pay  its  just  bills? 

Another  of  government’s  excessive  promises  is 
that  for  the  treatment  of  end-stage  renal  disease. 
After  a patient  was  wheeled  into  the  Ways  and 
Means  Committee  room  in  Washington,  its  mem- 
bers were  backed  by  the  Congress  in  the  promise 
that  all  people  afflicted  with  this  disease  would 
now  be  covered  under  Medicare.  In  this  instance 
entitlement  was  conferred  because  of  disease 
rather  than  age,  but  similar  and  rapid  cost  esca- 
lations resulted.  When  the  program  was  institut- 
ed in  the  early  1970s  there  were  6,900  people  re- 
ceiving dialysis.  The  cost  was  estimated  to  be 
about  $150  million  the  first  year,  and  it  was  pro- 
jected that  these  costs  would  gradually  rise  to  a 
top  level  of  around  $350  million  a year.  Last  year? 
The  bill?  $1.8  billion.  This  year  the  cost  is  pro- 
jected to  exceed  $2  billion! 

Speakers  in  Washington  say  that  we  are 
spending  too  much,  and  yet  just  recently  they 
have  declared  as  no  longer  experimental  such  ex- 
pensive procedures  as  heart  transplants,  liver 
transplants,  lung  transplants,  etc.  and  have  indi- 
cated that  not  only  can  insurance  companies 
reimburse  costs,  but  so  can  government  pro- 
grams such  as  CHAMPUS. 

A more  recent  and  costly  proposal  is  the  Baby 
Doe  regulation,  denying  parents  and  doctors  de- 
cisions on  babies  bom  with  multiple  defects.  With 
today’s  technology  we  have  the  capability  of 
keeping  hopelessly  deformed  and  defective  in- 
fants vegetating  for  days,  weeks,  or  months  at 
great  expense.  The  unfunded  or  inadequately 
funded  promises  go  on  and  on. 

Where  does  the  money  go?  Where  does  all  this 

money  for  health  care  go?  In  terms  of  population 
segments  the  most  important  generational  fact  is 
that  the  greatest  amount  of  health  care  money  is 
spent  on  the  very  young  and  the  very  old. 

Last  year  we  lowered  the  infant  mortality  in 
the  United  States  for  the  21st  consecutive  year. 
When  I began  in  medicine  we  couldn’t  save  a 
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newborn  weighing  less  than  3 lb.  Today  neona- 
tology specialists  save  some  weighing  as  little  as 
1.5  lb.  It  is  done  at  great  expense,  of  course,  since 
the  average  cost  is  around  $25,000  to  $30,000. 
Shall  we  ask  the  woman  who  has  had  successive 
miscarriages,  then  delivers  a 2-lb  baby  she  wants 
dearly,  how  much  the  child  is  worth?  If  we  can 
lower  the  infant  mortality  for  the  22nd  straight 
year  at  increased  costs,  should  we  do  it? 

At  the  other  extreme,  as  I have  indicated  ear- 
lier, are  the  elderly,  who  constitute  11%  of  the 
population,  but  who  consume  over  one-third  of 
all  money  spent  on  health  care  in  America.  Mod- 
ern medicine  enables  them  to  live  better  and 
longer  at  increasing  cost,  and  some  studies  have 
shown  that  40%  of  those  geriatric  dollars  are 
consumed  during  the  last  two  years  of  life.  The 
greatest  economy  in  health  care  is  death!  Is  it  un- 
reasonable to  ask  our  senior  citizens  and  their 
children  and  their  grandchildren  this  question:  If 
we  can  further  extend  enjoyable  life  for  the  el- 
derly, but  only  at  increased  costs,  should  we  do 
it? 

And  as  we  respond  to  the  question,  where  does 

the  money  go,  it  is  well  to  explore  other  de- 
mand-side factors  contributing  to  the  heat  under 
the  kettle  boiling  with  cost  escalations.  You  and 
I know  that  the  leading  cause  of  death  in  this 
country  is  cardiovascular  disease.  We  also  know 
that  last  year  was  the  12th  year  in  a row  that 
deaths  from  heart  attacks  and  strokes  were  pro- 
gressively lowered,  varying  annually  from  3%  to 
5%  per  year.  As  more  people  responded  to  med- 
ical advice,  controlled  their  high  blood  pressure, 
and  listened  to  their  doctors,  the  mortality  from 
strokes  has  been  steadily  lowered.  Despite  the 
120,000  open-heart  surgical  procedures  last  year, 
and  despite  the  new  and  innovative  approaches 
from  the  medical  side,  putting  clot-dissolving  in- 
gredients into  vessels  through  a catheter,  in  spite 
of  all  these  admittedly  costly  procedures,  cardi- 
ovascular disease  is  not  the  greatest  drain  on  the 
health  care  dollar. 

The  greatest  amount  of  money  goes  for  deal- 
ing with  cancer.  We  see  it  in  the  young  and  the 
middle-aged,  but  it  is  primarily  a disease  of  later 
years,  where  the  elderly  afflicted  also  suffer  from 
other  maladies  such  as  arthritis  and  diabetes,  hy- 
pertension, etc. 

A recent  Harvard  Health  Care  letter  indicated 
that  we  could  eliminate  roughly  one-third  of  all 
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cancers  with  which  we  deal  if  we  could  eliminate 
just  one  product:  tobacco.  That  one  product, 
heavily  subsidized  by  our  government,  is  associ- 
ated with  cancer  of  the  tongue,  of  the  floor  of 
the  mouth,  of  the  trachea,  the  esophagus,  the 
lungs,  and  the  bladder,  not  to  mention  its  addi- 
tional deleterious  effect  on  the  cardiovascular 
system. 

What’s  next  to  cancer  as  a major  cost  factor? 
Heart  disease?  No.  Accidents!  The  National 
Safety  Council  reported  that  last  year  there  were 
over  3 million  accidents  in  this  country;  over  1.5 
million  people  were  hospitalized  for  days  and 
weeks  and  many  of  them  for  months.  The  aver- 
age annual  number  of  deaths  from  highway  ac- 
cidents approximates  50,000  a year.  You  all  recall 
some  months  ago  when  the  nation  was  shocked 
to  read  that  seven  persons  were  poisoned  when 
someone  put  cyanide  in  Tylenol  capsules.  Trag- 
ic? Of  course.  But  during  the  same  week  those 
seven  people  died  we  killed  900  people  on  the 
highways  of  this  country,  and  we  put  66,000  more 
people  in  the  hospital.  This  constitutes  a costly 
demand  for  health  care. 

Consider  that  10,000  young  people  become 
quadriplegics  and  paraplegics  every  year,  primar- 
ily from  automobile  accidents,  but  a few  from 
diving  accidents  or  gunshot  wounds.  Great  strides 
have  been  made  in  rehabilitation,  but  these 
10,000  will  be  added  to  the  10,000  last  year  and 
the  10,000  next  year  requiring  very  costly  reha- 
bilitation therapy  as  long  as  they  live. 

Two  million  burns  are  reported  every  year, 
roughly  half  of  them  in  children,  most  of  them 
occurring  in  their  own  homes.  These  require  some 
of  the  most  extensive  and  expensive  of  all  sur- 
gical procedures. 

What  are  we  supposed  to  do  when  people  come 

to  us  with  their  cancers,  their  heart  attacks,  their 
strokes,  their  destructive  accidents?  Should  we 
not  continue  to  give  them  the  best  of  which  we 
are  capable? 

If,  however,  we  are  so  unfortunate  as  to  have 
controls  forced  upon  us,  we  will  have  to  live  un- 
der the  mandates  of  the  law.  And  if  we  are  forced 
to,  we  can  do  it.  We  have  a good  example  in  our 
colleagues  in  the  profession  who  have  lived  un- 
der it  for  over  35  years  in  Britain.  The  British 
national  health  program  has  a record  which 
clearly  demonstrates  that  there  are  three  feasible 
ways  in  which  government  edicts  can,  indeed, 
successfully  limit  or  control  health  care  costs. 

Number  1:  We  can  deny  health  care.  A little 
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over  a year  ago  the  National  Health  Service  ar- 
bitrarily cut  off  treatment  for  end-stage  renal  dis- 
ease at  the  age  of  55.  Beyond  that  age,  patients 
in  need  of  dialysis  or  a kidney  transplant  must 
petition  the  private  sector  for  help  or  go  without 
treatment,  with  the  inevitable  results. 

Number  2:  We  can  delay  health  care.  Stories 
about  delays  abound  in  Britain.  Instead  of  hear- 
say we  may  trust  reports  carried  in  the  Wall  Street 
Journal  of  Feb.  9,  1983,  which  told  of  a woman 
age  64  who  hobbled  around  with  a cane  for  more 
than  four  years  before  she  was  offered  a bed  and 
successfully  operated  for  “a  terrible  pain  in  her 
left  knee.”  Another  patient  age  69  had  a knee 
operation  in  1979  after  waiting  three  years,  and 
she  has  since  waited  for  a new  hip.  The  Wall 
Street  Journal  concluded:  “Right  now  785,000 
people  are  on  the  National  Health  System’s  wait- 
ing list.”  It  is  obvious  that  a system  of  rationing 
care  by  delaying  health  care  for  many  can  also 
save  money. 

Number  3:  We  can,  of  course,  provide  less  than 
the  best  care  of  which  we  care  capable.  I doubt 
if  senior  citizens  or  their  children  would  vote  for 
this  route  if  they  thoroughly  understood  the 
problem.  All  current  proposals  allegedly  to  con- 
trol costs  are  not  controlling  costs;  they  are  de- 
signed to  limit  payment.  Government  is  saying 
we  won’t  pay  any  more  than  we  decide  your 
services  are  worth.  Many  third  party  payors  are 
saying  we  will  pay  only  what  government  pays. 

All  such  proposals  come  from  those  who  don’t 

take  care  of  the  sick,  the  injured,  the  impaired. 
Who  are  they  to  determine  the  value  of  your 
services?  Why  should  you  agree  to  do  more  for 
less  under  terms  dictated  by  a third  party?  A 
doctor’s  contract  is  with  his  patient,  not  with 
government,  not  with  the  Blues,  or  Aetna,  or  any 
other  insurance  company.  It  is  the  government 
and  other  third  party  payors  that  have  contracts 
with  your  patients  to  idemnify  them  for  partial 
or  total  economic  costs  for  their  medical  treat- 
ment. 

The  term  “insurance”  has  been  improperly 
applied  to  many  of  these  contracts  in  the  health 
care  field.  True  insurance  is  designed  and  funded 
to  protect  individuals  against  accidents  and  other 
catastrophes  that  predictably  may  afflict  some  but 
not  all  insureds  during  a certain  period  of  time. 
Homeowners  insurance  indemnifies  for  losses  due 
to  fires,  hurricanes,  floods,  etc.,  but  when  serv- 


ices of  plumbers,  electricians,  painters  or  carpen- 
ters are  needed  for  ordinary  repairs,  insurance 
doesn’t  cover  them.  Insurance  doesn’t  cover 
everyday  wear  and  tear  that  affects  everybody’s 
home.  It  could,  but  the  costs  would  be  horren- 
dous. 

Similarly,  auto  insurance  to  indemnify  some- 
one for  injuries  to  his  person  or  property  does 
not  cover  replacement  of  tires  or  batteries,  or 
general  wear  and  tear.  It  is  interesting  to  note 
that  most  people  have  spent  more  on  the  pur- 
chase, maintenance,  insurance,  and  running  of 
one  automobile  than  they  have  for  a lifetime  of 
health  care. 

If  we  have  true  health  insurance  similar  to 
other  kinds  of  insurance,  properly  structured  to 
avoid  everyday  wear  and  tear,  the  cuts,  the  bruis- 
es, the  checkups,  the  minor  problems,  it  can  in- 
deed protect  from  the  excessive  costs  following 
accidents,  heart  attacks,  strokes,  or  cancer. 

Courts  have  repeatedly  ruled  that  if  you  don’t 

claim  your  rights,  then  you  have  forfeited  them. 
When  we  fail  to  recognize  threats  to  our  freedom 
to  practice  and  when  we  fail  to  defend  ourselves, 
our  freedom  is  not  taken  from  us;  we  forfeit  it. 

A recent  Dale  Carnegie  school  had  an  ad 
headlined:  “Sometimes  people  clam  up  when  they 
need  to  speak  up.”  It  is  time  for  us  to  take  our 
story  to  the  public.  We  need  enlightened  public 
opinion,  and  who  else  can  enlighten  them?  Our 
patients  constitute  our  means  of  survival  as  a free 
profession.  Public  opinion  makes  public  policy.  It 
is  people  power  creating  public  opinion  that 
moves  politicians. 

Unless  we  inform  that  people  and  obtain  their 
support,  we  will  lose.  Never  was  there  a greater 
need  to  belong,  to  be  supportive,  to  be  a part  of 
the  organizations  of  medicine.  We  must  demand 
our  rights.  The  Constitution  was  designed  to  re- 
strict government,  not  to  restrict  the  people. 

Our  patients,  the  American  people,  must  be 
educated  and  informed  to  realize  that  it  is  their 
health  and  the  health  of  their  loved  ones  that  are 
being  placed  in  jeopardy.  We  have  the  knowl- 
edge, we  have  a great  record  to  be  proud  of,  we 
have  an  unbeatable  weapon — the  truth.  Ours  is 
a true  story.  We  can  win  if  we  talk  to  the  people. 
Our  success  will  depend  upon  our  willingness  to 
do  so. 

If  we  do  nothing,  we  will  lose.  We  can  com- 
pete, or  we  can  capitulate.  Which  shall  it  be? 

czz? 
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Changing  Trends  for  Hospitals , 
Physicians , and  Medical  Staffs 

RICHARD  F.  CORLIN,  M.D. 


Coming  from  California,  there  are  a couple  of 
things  you  have  to  say  before  you  begin  to  talk. 
One  of  them  is  that  any  people  that  would  con- 
secutively elect  Ronald  Reagan  and  Jerry  Brown 
as  governor  obviously  has  a severe  identity  crisis. 
That  notwithstanding,  I think  we  do  have  to  rec- 
ognize that  we’re  in  an  era  of  changing  trends 
probably  of  far  greater  magnitude  than  any  we’ve 
seen  during  our  professional  lifetime.  In  order  to 
put  it  into  perspective,  there  are  two  things  we 
have  to  review. 

The  first  is  that  our  concerns  with  medical  care, 
the  public’s  concern  with  medical  care,  and  the 
legislature’s  concerns  with  medical  care  basically 
fall  into  three  general  categories — quality,  ac- 
cess, and  cost.  It’s  important  to  consider  them  in 
that  order  because  that’s  the  order  in  which  they 
were  dealt  with.  We  must  go  back  to  1910,  to  the 
Flexner  report,  which  is  one  of  the  most  spectac- 
ular documents  ever  written  relating  to  medical 
education.  It’s  interesting  that  most  of  the  peo- 
ple who  attack  the  report  have  never  read  it.  If 
you  read  the  report  you  find  it  very,  very  inter- 
esting. First  of  all,  it  has  nothing  whatsoever  to 
do  with  medical  care;  it  has  to  do  with  medical 
education.  It  was  not  written  by  the  AM  A;  it  was 
written  by  the  Carnegie  Foundation  for  the  ad- 
vancement of  education.  Abraham  Flexner  was 
not  a physician.  He  had  a Ph.D.  degree  in  edu- 
cation, and  after  he  had  finished  writing  this  re- 
port he  went  to  Princeton  University  where  he 
became  the  director  of  the  Institute  of  Advanced 
Studies.  What  he  found  in  going  around  the 
country  was  that  there  were  medical  schools  that 
taught  anatomy  without  cadavers,  biochemistry 
and  physiology  without  laboratories,  pathology 
without  microscopes,  and  medicine  and  surgery 
without  hospitals  and  clinics.  He  established  a 
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concept  of  an  accredited  medical  school,  and 
medical  schools  that  didn’t  meet  the  accredited 
standards  were  closed.  It  probably  did  more  to 
establish  uniform,  high  quality  medical  care  in  this 
country  than  anything  else  that  has  followed. 
Unfortunately,  it  did  have  two  negative  side  ef- 
fects, but  they  were  items  that  were  not  of  con- 
cern to  the  American  people  in  1910.  With  very 
few  exceptions,  all  the  medical  schools  in  the 
United  States  that  would  provide  the  opportunity 
for  either  women  or  blacks  to  get  medical  edu- 
cation were  closed  because  they  didn’t  meet  the 
criteria,  and  it  has  taken  us  better  than  two  gen- 
erations to  correct  the  situation.  I think  we’ve 
done  a pretty  good  job  on  correcting  it  for  wom- 
en because  about  31%  to  32%  of  the  freshman 
medical  classes  of  the  United  States  are  women, 
but  we  still  have  a long  way  to  go  in  correcting 
the  white/black  problem.  The  Flexner  report  es- 
tablished one  thing:  high  quality  medical  educa- 
tion. 

After  the  quality  issue  was  dealt  with,  access 
was  dealt  with.  Access  was  dealt  with  by  a com- 
bination of  two  programs,  one  public  and  one 
private.  The  public  program  was  the  Hill-Burton 
Act  and  whatever  its  shortcomings  or  successes  I 
think  Hill-Burton  clearly  was  one  of  the  better 
involvements  of  government  in  medicine  because 
it  provided  the  physical  plants  where  they  were 
needed.  The  private  program  was  the  develop- 
ment of  the  concept  of  prepaid  health  care.  I’m 
not  talking  about  HMOs,  but  about  third  party 
insurance,  which  first  started  in  the  late  1920s  and 
1930s  and  then  expanded  nationally  after  World 
War  II.  It  really  is  the  original  prepaid  care,  which 
provided  most  people  most  of  the  time  the  abil- 
ity to  get  the  care  that  they  needed. 

Now  that  we  have  resolved,  with  exceptions  to 
be  sure,  quality  and  access,  everyone  has  turned 
his  attention  to  cost  of  care.  In  trying  to  do 
something  about  costs  of  care,  the  real  problem 
is  that  we’re  going  to  recreate  problems  with 
quality  and  access. 

There’s  a second  historical  perspective.  What 
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we  are  seeing  now  is  not  a creeping  socialization 
of  one  aspect  of  medical  care,  nor  is  it  just  change 
in  a reimbursement  pattern.  We  are  in  the  begin- 
ning of  the  most  fundamental  change  in  many  of 
the  aspects  of  the  practice  of  medicine  that  any 
of  us  could  ever  have  imagined.  Government  in- 
volvement in  health  care  through  the  Medicare 
bill  was  not  a fundamental  change  in  health  care 
at  all,  but  a mechanism  to  provide  payment  for 
care  for  a segment  of  the  population.  It  did  not 
really  change  anything  about  the  way  health  care 
was  delivered. 

Government  involvement  in  this  century  in 

various  aspects  of  the  economy  falls  into  several 
categories.  In  the  first  15  years  of  this  century 
there  was  clear  government  involvement  in  reg- 
ulating and  establishing  rules  and  patterns  for 
business  and  commercial  enterprise.  The  1920s 
was  a period  of  the  government  making  a con- 
certed effort  to  control,  regulate,  and  set  the 
ground  rules  for  transportation  in  this  country, 
and  they  did  it.  In  the  1930s  the  government 
made  a concerted  effort  to  control  and  set  the 
ground  rules  and  patterns  for  the  system  of  mon- 
ey and  banking  in  this  country,  and  they  did  it. 
In  the  1950s  there  was  a concerted  effort  on  the 
part  of  the  government  to  set  the  ground  rules 
and  controls  for  dealing  with  the  issues  of  civil 
rights,  and  they  did  it.  In  the  1960s  the  govern- 
ment made  a concerted  effort  to  set  the  ground 
rules  to  control  and  regulate  our  environment, 
and  they  did  it. 

In  the  1980s  it’s  health  care.  Whether  we  like 
it  or  not,  the  government,  and  more  importantly 
industry,  is  saying  they  will  no  longer  be  the  dis- 
interested payors  for  the  service.  They  want  to 
control  the  system  and  they’re  going  to  try  to 
regulate  it  and  set  the  rules  under  which  this  sys- 
tem functions.  They  have  gone  from  the  attitude 
of  being  simply  benevolent,  paying  a child  $5  a 
week  allowance  and  letting  him  do  what  he  wants, 
to  suddenly  paying  him  $15  a week  allowance  and 
saying  you  and  I are  going  to  sit  down  and  talk 
about  how  you  spend  your  money.  That’s  the  at- 
titude that  business  has  adopted.  If  you  ever  be- 
lieved that  simply  because  of  its  dedication  to  the 
concept  of  free  enterprise  for  itself  big  business 
in  this  country,  and  this  includes  present  admin- 
istration in  Washington,  cares  about  our  inde- 
pendence, or  self-determination — let  me  disa- 
buse you  of  that  thought. 

Let  us  now  take  a look  at  what’s  occurring  be- 
tween hospitals  and  physicians,  first  generally; 


then  we  will  get  down  to  some  specifics.  Very 
few  people  know  what  costs  are.  They  make  one 
serious  mistake:  they  confuse  costs  and  fees, 
talking  about  cost  control  when  they  really  mean 
fee  control.  Maybe  government  can  pass  a law  to 
control  fees.  I suspect  they  probably  can.  But  they 
can’t  control  costs,  and  they  don’t  know  the  dif- 
ference between  the  two.  Fees  are  how  much  it 
costs  to  take  out  an  appendix  or  to  deliver  a baby. 
Costs  are  how  much  it  costs  to  take  care  of  the 
people  who  live  in  the  northern  part  of  Nashville 
or  how  much  it  costs  to  take  care  of  the  people 
who  live  in  southwest  Tennessee.  Cost  = Fees  x 
unit  of  service  delivered.  There  are  two  variables 
in  the  equation,  and  simply  concentrating  on 
controlling  fees  will  not  control  costs  at  all.  What 
has  happened  is  that  people  have  said  we’re  going 
to  try  to  control  costs,  and  put  the  blame  for  re- 
duced delivery  of  units  of  service  or  reduced  ac- 
cess to  care  on  somebody  else,  preferably  the 
physicians. 

In  California  the  Medicaid  program  is  called 
MediCal . There’s  a portion  of  the  MediCal  pro- 
gram, the  MIA,  the  Medical  Indigent  Adult,  al- 
though missing  in  action  would  probably  be  an 
appropriate  term,  to  which  about  85,000  mem- 
bers of  the  L.A.  County  MediCal  population  be- 
long. By  everybody’s  estimates  about  half  of  them 
were  getting  their  care  in  county  hospital  systems 
and  half  in  the  private  hospital  system.  In  No- 
vember of  1982,  the  law  was  changed  so  that  all 
the  MIA  portion  of  MediCal  could  go  only  to  the 
county  hospital;  they  couldn’t  go  to  the  private 
sector  any  more.  So  the  county  system  geared  up 
to  handle  this  extra  43,000  patients.  After  the 
system  changed  on  Nov.  1,  there  was  no  increase 
in  inpatient  or  outpatient  utilization  by  the  MIA 
people  in  the  county  system.  We  could  make  one 
of  three  conclusions.  One  is  that  they  all  moved 
to  another  county,  and  we  know  that  isn’t  the 
case.  The  second  one  is  that  they  all  suddenly 
got  good  jobs  working  for  companies  that  pro- 
vided them  with  health  care  insurance  and  they 
didn’t  need  MediCal  anymore.  At  a time  when 
the  economy  was  going  down  I think  we  can 
eliminate  that  possibility.  The  third  and  only  re- 
maining possibility  is  simply  that  these  people 
were  going  without  the  care  they  needed.  We  are 
seeing  clearly  that  in  an  effort  to  control  costs, 
the  legislature  is  willing  to  adopt  regulations  and 
laws  that  will  limit  access  to  health  care,  partic- 
ularly by  those  people  who  can  least  afford  to 
have  it  limited. 

How  is  this  affecting  hospitals?  The  first  thing 
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is  that  hospitals  are  now  gradually  falling  under 
the  DRG  system,  which  is  going  to  have  an  in- 
teresting effect.  There  are  a lot  of  “experts”  on 
the  effect  of  DRGs.  We  have  to  recognize  that 
the  DRG  system  is  real,  it’s  here,  and  it’s  going 
to  have  an  effect.  However,  if  you  think  back  four 
or  five  years,  you  will  remember  we  heard  the 
exact  same  things  said,  except  that  instead  of  the 
DRG  it  was  HSA.  Seven,  eight  or  nine  years  ago 
it  was  PSRO.  The  DRGs  are  the  latest  in  the  se- 
ries of  government  experiments  designed  to  con- 
trol the  costs  of  health  care.  They  may  succeed, 
they  may  fail,  but  they’re  clearly  going  to  be  here 
for  some  period  of  time.  I don’t  think  we  can 
afford  the  luxury  of  ignoring  them  or  saying  that 
it’s  not  going  to  affect  us,  because  clearly  it  is 
going  to  affect  us,  whether  it’s  here  for  the  long 
or  the  short  term. 

What  is  going  to  happen  as  the  DRGs  begin 
to  affect  the  hospitals?  I don’t  think  four  years 
from  now  it’s  going' to  be  implemented  the  way 
it’s  envisioned  now.  There  will  be  changes,  but  if 
the  DRGs  are  effective  in  doing  what  the  pro- 
ponents of  the  DRGs  claim  they  will  do,  they’re 
going  to  do  what  the  HSAs  couldn’t  do.  They’re 
going  to  reduce  the  number  of  hospitals  in  this 
country.  I don’t  believe  it’s  going  to  be  1,000 
hospitals  as  some  people  say.  The  hospitals  that 
are  particularly  at  risk  are  those  with  under  100 
beds  in  urban  areas.  Those  hospitals  are  going  to 
have  a great  deal  of  difficulty  copying  with  DRGs. 

If  we  take  a look  at  what  is  happening  over  the 

last  25  years  in  every  year  there  were  fewer  hos- 
pitals than  there  were  the  year  before  and  fewer 
hospital  beds  than  there  were  the  year  before. 
All  this  massive  spending  on  hospital  construc- 
tion has  been  going  for  development  of  replace- 
ment facilities,  while  the  total  number  of  hospital 
beds  has  been  on  a continual  downhill  curve. 
What  will  also  happen  in  urban  areas  in  addition 
to  the  small  hospitals  possibly  closing  is  that  what 
the  HSAs  couldn’t  do  DRGs  will  do.  We  will  see 
semi-voluntary  grouping  of  services  and  region- 
alization of  care.  There  are  five  services  particu- 
larly that  are  going  to  be  regionalized  because 
they  are  services  in  which  real  economy  of  scale 
can  save  money  for  the  hospital.  Those  five  serv- 
ices are  catheter  laboratories,  pump  teams,  ob- 
stetrics wards,  nurseries,  and  dialysis  units.  I don’t 
know  how  many  hospitals  there  are  in  greater 
Nashville,  but  if  you  take  all  those  hospitals  that 
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now  have  any  of  those  five  services,  and  if  the 
DRG  system  stays  around  for  five  years,  fewer 
of  those  hospitals  will  have  those  five  services 
than  have  them  right  now.  If  you’re  an  obstetri- 
cian across  the  street  from  Hospital  X and  Hos- 
pital Y is  four  miles  away,  and  Hospital  X closes 
its  obstetrics  ward  and  nursery  and  gives  it  to 
Hospital  Y because  Hospital  Y closed  its  cathe- 
ter laboratory  and  all  that  work  is  done  in  Hos- 
pital X,  that’s  going  to  have  significant  implica- 
tions for  you.  That’s  one  of  the  things  we  can 
look  forward  to  seeing,  simply  because  the  hos- 
pitals are  going  to  have  to  try  to  do  the  best  they 
can  to  survive.  We  have  to  recognize  that  the 
hospitals  clearly  are  not  our  allies  in  many  things, 
but  as  we  recognize  that  and  deal  with  it,  we  have 
also  to  realize  that  if  we  allow  ourselves  to  get 
into  a fight  with  the  hospitals  we  are  both  going 
to  suffer  seriously. 

As  we  enter  the  era  of  PPOs  and  selective 
contracting,  we  see  everybody  doing  it  different- 
ly, but  all  are  doing  one  thing  the  same  and  it’s 
the  one  thing  that  insurance  carriers  and  self-in- 
sured employers  want,  which  is  to  switch  hospital 
reimbursement  to  a per  diem  basis.  That  puts  the 
risk  for  adverse  utilization  on  the  hospital  and 
not  on  the  insurance  carrier  or  the  government. 
That  will  change  the  hospital’s  attitude  toward 
utilization  review.  Up  until  last  year  when  a new 
nephrologist  came  into  town,  the  hospital  admin- 
istrators would  fall  all  over  each  other  to  get  him 
to  locate  next  to  their  hospital  because  a hospital 
adminstrator  likes  nothing  better  than  to  get  into 
the  hospital  a diabetic  with  renal  problems  and 
infection  so  that  he  can  prescribe  some  incredi- 
bly expensive  antibiotic.  I might  tell  you  that  one 
L.A.  teaching  hospital  charges  $260  a day  for 
moxalactum  when  it’s  given  to  one  of  their  pa- 
tients. They  also  charge  $1,700  a day  as  their  base 
fee  for  their  ICU. 

All  of  a sudden,  under  a per  diem  system, 
where  a hospital  is  going  to  be  reimbursed  on  a 
flat  rate,  the  attitude  of  the  hospital  administra- 
tor toward  certain  types  of  medical  practice 
changes  considerably  and  we’re  going  to  see  the 
following  scenario.  The  hospital  administrator  is 
going  to  turn  to  the  medical  staff  and  say,  “We 
have  got  to  develop  a system  for  ordersheet  uti- 
lization review.  We  cannot  tolerate  inefficient 
practices  of  medical  care  because  they  are  going 
to  bankrupt  the  hospital.  Develop  a system  for 
me.”  The  medical  staff  will  either  do  it  or  refuse, 
and  if  the  medical  staff  refuses,  the  hospital  ad- 
ministrator will  find  an  outside  group  to  do  it  for 
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him.  It  is  an  issue  that  we  cannot  afford  to  evade. 
It  is  not  an  issue  I like,  but  if  the  medical  staffs 
don’t  do  it,  the  hospital  administrator,  simply  be- 
cause he  has  to  keep  his  hospital  from  going 
bankrupt,  is  going  to  find  someone  who  will  do 
it  for  him. 

The  whole  issue  of  quality  of  care  is  very  dif- 
ficult. The  AMA  Council  on  Long  Range  Plan- 
ning, about  three  years  ago,  spent  almost  a year 
trying  to  develop  a definition  for  quality  medical 
care,  and  we  couldn’t  do  it.  But  there  was  one 
thing  that  we  were  all  agreed  upon.  That  is  that 
whatever  quality  medical  care  is,  it  is  some  type 
of  medical  care  delivered  in  a setting  of  maxi- 
mum efficiency.  The  hospital  administrators  and 
the  hospitals  are  suddenly  going  to  be  far,  far 
more  cognizant  and  conscious  of  this  than  ever 
before. 

What  about  the  present  relationship  between 

hospitals  and  medical  staffs?  We  are  going  to  have 
to  have  medical  staffs  that  are  led  by  people  who 
know  what  the  responsibilities  of  leadership  are — 
people  who  are  going  to  actively  and  quickly  and- 
vigorously  represent  the  people  they  are  sup- 
posed to  represent.  I think  the  best  analogy  for 
that  is  the  Chrysler  Corporation.  People  will  say 
that  Chrysler  Corporation  survived  bankruptcy 
and  now  appears  to  be  thriving  for  two  reasons, 
one  the  Government  Guaranty  Loan  Program, 
which  saved  them  from  their  creditors  until  they 
could  get  their  house  in  order,  and  the  second  a 
very  able  and  charismatic  Chairman  of  the  Board. 
I think  those  two  reasons  are  correct,  but  there 
is  a third;  the  reason  that  Chrysler  Corporation 
survived  was  that  a gentleman  named  Douglas 
Frazier  led  his  people  with  such  vigor  and  confi- 
dence that  when  he  turned  to  the  workers  and 
said,  “Look,  there’s  bad  news  and  this  is  what 
we’ve  got  to  do,”  they  stood  together  and  fol- 
lowed him  and  didn’t  go  off  in  27  different  direc- 
tions at  once.  I believe  that  absent  a leader  like 
that,  Chrysler  Corporation  wouldn’t  have  sur- 
vived. And  I think  that  Lee  Iacocca  needed  a man 
like  Douglas  Frazier  just  as  in  the  coming  years 
the  hospital  administrator  needs  somebody  who 
has  the  confidence  of  the  medical  staff. 

What  will  lead  to  that?  First  of  all,  and  this 
may  seem  foolish  but  believe  it  or  not  there  are 
hospitals  around  where  this  doesn’t  happen,  the 
medical  staff  leader,  the  president,  chairman  of 
the  staff  or  whatever  he  is  called,  has  to  be  nom- 
inated and  elected  by  the  medical  staff.  In  many 
medical  staffs  around  the  country,  one  means  or 


another  prevents  this  from  occurring.  There  are 
a lot  of  hospitals  where  that  cannot  occur.  So, 
the  first  step  is  simply  an  open  nomination  and 
election  process  for  chief  of  staff.  Secondly,  the 
medical  staff  must  be  given  reasonable  autono- 
my. We  know  that  in  most  states  the  medical  staff 
bylaws  must  be  approved  by  the  hospital  govern- 
ing body,  and  that  is  reasonable  and  fair.  But  what 
we  are  not  told  is  that  also  in  most  states  the 
next  line  of  the  law  says  “which  approval  shall 
not  be  unreasonably  withheld.”  I think  we  have 
to  recognize  the  responsibility  to  work  coopera- 
tively with  the  hospitals,  but  not  necessarily  the 
responsibility  to  accede  to  each  and  every  little 
detailed  item  exactly  the  way  the  hospital  admin- 
istrator wants  it  done,  because  our  concerns  are 
different  from  those  of  the  hospital. 

Among  the  things  that  are  important,  are  that 

for  a variety  of  reasons  the  medical  staff  has  ac- 
cess to  its  own  separate  legal  counsel.  The  med- 
ical staff  bylaws  should  be  written  by  the  medical 
staff  legal  counsel  and  submitted  to  the  hospital, 
followed  by  any  discussion  or  changes  that  need 
to  be  made.  Also,  medical  staffs  get  into  difficul- 
ties because  peer  review  and  disciplinary  pro- 
ceedings are  often  done  in  a slip-shod  manner, 
which  in  many  states  has  resulted  in  severe  court 
actions  and  irreversible  problems.  One  of  the 
things  that  should  be  done  is  to  have  a script  for 
a peer  review  hearing  written  by  the  medical 
staff’s  lawyer  and  then  approved  and  initialed  by 
the  hospital’s  lawyer.  When  a peer  review  hear- 
ing is  held,  the  physician  who  is  the  subject  of 
the  hearing  comes  in  and  sits  down,  and  the 
hearing  officer,  a member  of  the  medical  staff, 
reads  the  script.  “Dr.  Blank,  you  are  here  before 
us  today  because  you  were  accused  of  X,  X,  X.” 
Point  by  point  a properly  prepared  script  will 
avoid  technical  flaws  in  peer  review  which  can 
lead  not  only  to  people  being  allowed  to  have 
privileges  they  shouldn’t  have  but  severe  finan- 
cial consequences  both  to  every  member  of  the 
medical  staff  individually  and  to  the  medical  staff 
as  an  entity.  There  are  more  and  more  legal  cas- 
es of  that  going  on.  Having  a proper  lawyer  do 
it  is  crucial,  and  it’s  not  necessarily  the  malprac- 
tice lawyer,  because  the  best  malpractice  lawyer 
in  town  may  not  know  a thing  about  hospital  and 
medical  staff  law.  The  place  that  I would  suggest 
the  medical  staff  turn  for  advice  is  the  state  med- 
ical association.  The  medical  association’s  legal 
counsel  usually  knows  the  lawyers  in  the  area  who 
have  the  best  experience  in  this  field.  I don’t  think 
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you  want  a young  lawyer  who  is  trying  to  make 
a name  for  himself,  nor  necessarily  even  want  a 
lawyer  in  your  own  home  town,  because  you 
don’t  want  to  have  access  at  the  drop  of  a hat, 
since  that  will  cost  you  a lot  of  money.  We  can- 
not except  to  have  hospitals  paying  for  what  the 
medical  staff  wants  and  needs  without  directing 
how  they  do  it.  If  the  medical  staff  wants  its  own 
separate  legal  counsel,  if  the  medical  staff  wants 
to  have  resources  available  to  it,  then  the  medi- 
cal staff  has  to  be  prepared  to  pay  for  it  out  of  a 
dues  structure  generated  by  the  medical  staff  and 
kept  and  held  separately  by  the  medical  staff.  We 
cannot  expect  the  hospital  to  pay  for  these  things 
for  us. 

Now,  we  get  into  the  issue  of  medical  staff  in- 
volvement on  the  hospital’s  governing  body.  For 
medical  staff  opinion  to  truly  reflect  the  medical 
staff,  it  is  crucial  for  it  to  be  taken  into  account 
when  the  hospital  develops  its  policies.  The  hos- 
pital administrator  has  the  right  to  develop  any 
policies  he  wants,  but  he  should  be  cognizant  of 
medical  staff  input  in  the  development  of  those 
policies. 

I don’t  think  the  chief  of  staff  should  be  on 
the  hospital  board.  The  official  position  of  the 
California  Medical  Association  specifically  asks 
all  hospitals  in  California  not  to  put  the  chief  of 
staff  on  the  hospital  board.  A report  from  the 
chief  of  staff  should  be  an  agenda  item  at  the 
board  meeting.  The  chief  of  staff  should  have  the 
sole  responsibility  for  representing  the  medical 
staff  to  the  board,  not  to  represent  the  positions 
and  policies  of  the  board  to  the  medical  staff.  We 
do  believe  there  should  be  representation  of  the 
medical  staff  on  the  board,  but  not  the  chief  of 
staff.  I strongly  believe  that  when  it  is  permissi- 
ble by  law,  physician  members  of  the  board  be 
nominated  and  elected  by  the  medical  staff,  not 
selected  by  the  board.  I know  of  one  hospital 
where  there  are  three  doctors  from  the  medical 
staff  on  the  board  of  the  hospital.  One  of  them 
retired  from  practice  about  seven  or  eight  years 
ago  and  60%  of  the  staff  doesn’t  even  know  his 
name;  the  other  two  are  significantly  out  of  touch 
with  the  general  feeling  of  the  medical  staff.  Nei- 
ther the  medical  staff  nor  the  hospital  board  are 
well  served  by  mechanisms  in  which  individuals 
are  selected  for  the  hospital  board. 

The  hospital  administrators  are  going  to  have 

to  change  the  paternalistic  attitude  that  they  have 
toward  the  medical  staff.  They  are  going  to  have 
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to  recognize  that  the  medical  staff  is  an  entity 
that  has  to  be  dealt  with  as  an  equal  partner  in 
development  of  policy  and  in  development  of  a 
variety  of  joint  ventures.  As  hospitals  are  getting 
into  the  golden  world  of  marketing,  and  usually 
hiring  a marketing  person,  they  are  coming  to 
realize  something  that  we’ve  been  trying  to  tell 
them  for  a long  time.  The  thing  they  are  coming 
to  realize  is  that  the  hospital’s  customers  are  its 
doctors  and  not  its  patients.  It  is  part  of  our 
problem  that  for  too  long  we  have  concentrated 
on  professional  and  ethical  responsibilities  and 
ignored  the  business  aspects  of  being  a doctor. 
We  have  to  pay  attention  to  that,  recognizing  it 
as  important  as  well.  There  clearly  is  a business 
aspect  to  running  a hospital,  and  just  as  in  any 
other  business,  the  hospital  adminstrators  are 
coming  to  recognize  that  they  have  to  cater  to 
their  customers’  wants  and  needs. 

As  they  begin  to  get  into  the  area  of  market- 
ing, they  are  looking  to  change  what  they  can  to 
extend  their  financial  base.  The  clear  distinction 
between  a hospital  and  the  physician  is  changing. 
Hospitals  are  getting  into  more  and  more  ambu- 
latory services.  Similarly,  physicians,  because  we 
are  looking  to  expand  and  protect  our  own  finan- 
cial base,  are  incorporating  more  procedures  into 
our  office  practice  that  previously  were  done  in 
hospital  facilities.  Almost  every  orthopedist  in 
addition  to  having  his  own  x-ray  machine  now 
has  his  own  physical  therapy  unit.  I don’t  say  that 
any  of  this  is  wrong,  right,  or  anything  else;  it’s 
simply  a recognition  of  what’s  happening. 

In  urban  areas  another  phenomenon’s  occur- 
ring; more  and  more  of  the  new  medical  office 
buildings  are  adjacent  to  the  hospitals,  so  that 
we  are  coming  to  develop  a complex,  a campus 
as  it  were,  where  medical  care  is  delivered.  This 
is  changing,  in  many  people’s  minds,  where  they 
go  for  medical  care.  It’s  not,  “I  go  to  Dr.  Corlin 
and  will  have  to  be  hospitalized  in  St.  John’s.” 
It’s,  “Oh,  I go  to  St.  John’s  and  when  I have 
stomach  trouble,  Dr.  Corlin  takes  care  of  me.” 
People  are  becoming  institutionalized  in  their  own 
minds  as  to  the  source  of  their  medical  care.  This 
has  significant  implications  for  us,  because  the 
interaction  between  the  physician  and  the  hospi- 
tal is  no  longer  just,  “I  put  my  patients  there  and 
take  care  of  them  and  go  home.”  We’ve  got  to 
change  the  relationship  between  physicians  and 
hospitals.  The  key  is  the  economic  joint  venture. 

More  and  more  hospitals  are  getting  involved 
in  economic  joint  ventures.  They  are  coming  to 
recognize,  as  are  members  of  the  medical  staff, 
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that  the  medical  staff  as  now  structured  is  not  a 
proper  organization  to  become  involved  in  cer- 
tain issues  and  in  business  dealings  and  joint  ven- 
tures with  the  hospitals,  but  that  we  need  paral- 
lel organizations.  Neither  is  the  medical  staff 
properly  structured  to  deal  with  PPOs  coming  into 
an  area.  Instead,  a separate,  usually  incorpo- 
rated, physicians  association  that  may  comprise 
most  of  the  medical  staff  is  both  appropriate  and 
necessary.  We  have  established  at  our  hospital  an 
organization  called  the  Associated  Physicians  of 
St.  Johns,  which  will  try  to  contract  with  every 
PPO  that  the  hospital  deals  with  so  that  we  can 
get  the  subcontract  to  do  our  own  utilization  re- 
view. We’ve  done  this  separately  from  the  medi- 
cal staff  because  the  medical  staff  is  not  properly 
set  up  to  do  it,  and  shouldn’t  be.  Also,  there  are 
members  of  the  medical  staff  who  will  not  deal 
with  PPOs,  and  somebody  is  going  to  have  to  do 
the  utilization  review.  The  two  choices  are  an  in- 
house  group  or  a group  coming  in  on  a contract 
basis  from  the  outside.  If  we  forfeit  the  oppor- 
tunity to  do  it  locally,  then  we  cannot  complain 
when  somebody  from  the  outside  does  it. 

There  are  also  a variety  of  other  joint  ven- 
tures, which  are  going  to  cause  fractionation  of 
the  medical  staff  along  logical  and  appropriate 
lines.  For  example,  a hospital  can  build  an  URGI- 
center  in  either  of  two  ways.  They  can  build  their 
own;  they  can  own  it  and  hire  doctors  just  out  of 
residency  at  X dollars  an  hour  to  work  in  it;  or 
they  can  go  to  their  primary  care  physicians, 
family  practitioners,  internists  and  pediatricians 
and  say,  “Look,  we  want  to  have  a center  here 
and  we  want  to  do  it  jointly  with  you.  We  will 
own  the  facility,  contract  with  a group  of  you  for 
medical  care,  pay  you  X dollars  an  hour,  the 
members  of  the  staff  will  work  whatever  shifts 
they  want,  you  will  keep  the  patients  and  follow- 
up will  be  in  your  own  offices.  They  won’t  come 
back  here  and  that’s  a way  we  can  increase  the 
number  of  people  who  visit  the  system  and  it  can 
be  for  the  joint  benefit  for  the  physicians  and  the 
hospital.”  If  they  want  to  set  up  a surgi-center 
they  go  to  the  surgeons  and  say  the  same  thing; 
that  way  both  can  benefit  from  it,  rather  than 
having  an  outside  commercial  group  come  in  and 
do  it,  which  happens  in  many  areas.  Few  things, 
however,  breed  cooperation  more  than  an  eco- 
nomic joint  venture. 

The  bottom  line  of  all  this  is  that  these  are 


truly  changing  times,  with  an  attitude  and  of  a 
magnitude  far  different  from  and  far  greater  than 
anything  we  could  have  seen  before.  We  are  going 
to  have  to  change  our  relationship  with  hospitals 
by  a combination  of  being  willing  to  work  coop- 
eratively with  them  in  ways  that  we  have  never 
done  before  and  at  the  same  time  more  vigor- 
ously assert  our  rights  and  prerogatives  as  physi- 
cians, the  members  of  the  medical  staffs.  If  we 
come  up  against  a hospital  administrator  who  re- 
fuses to  deal  with  his  medical  staff  on  an  equal 
basis,  that’s  easy  to  handle.  The  tragedy  is  the 
medical  staff  that  refuses  to  recognize  its  respon- 
sibilities and  its  opportunities.  We  have  to  rec- 
ognize that  the  hospital  is  truly  economically  at 
risk  in  many  ways,  that  it  was  not  before,  and 
that  the  hospital  can’t  tolerate  physicians  ignor- 
ing this  fact. 

The  hospitals  took  a lead  over  the  medical 

profession  in  getting  out  of  the  cottage  industry 
pattern  a long  time  ago,  and  even  the  community 
hospitals,  the  religious  order  run  hospitals,  have 
access  to  big  business  techniques  and  manage- 
ment resources  that  the  medical  staffs  haven’t. 
Within  the  past  few  years  the  AM  A and,  in  many 
of  the  states  the  Hospital  Medical  Staff  Section, 
has  begun  to  provide  a forum  for  medical  staff 
representatives  to  have  available  to  them,  through 
a medically  oriented  organization,  the  same  re- 
sources that  the  hospitals  do  from  a hospital-ori- 
ented organization,  the  American  Hospital  As- 
sociation. I w'ould  strongly  urge  that  each  hospital 
send  a representative  to  the  AMA’s  Hospital 
Medical  Staff  Section  meeting,  and  if  you  haven’t 
yet  done  it,  that  you  give  serious  consideration 
toward  forming  a Tennessee  Medical  Association 
hospital  medical  staff  section.  California  formed 
one  at  its  annual  meeting.  Bringing  members  of 
the  medical  staffs  together  in  cooperation  with 
the  medical  association  can  do  more  than  any- 
thing else  to  strengthen  the  advocacy  for  the  kind 
of  medical  practice  we  want,  and  be  able  to  keep 
the  kind  of  decisionmaking  that  we  wrant  in  our 
practices.  We  recognize  that  reimbursement 
mechanisms  may  change,  and  really  that  doesn’t 
make  much  difference.  The  problem  is  that  along 
with  changing  reimbursement  mechanisms,  we  are 
going  to  have  people  try  to  tell  us  how  we  should 
practice.  That’s  what  we  have  to  fight  against, 
regardless  of  who  it  is  that  tells  it  to  us.  Our  pa- 
tients deserve  no  less.  r S 
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I have  a very  limited  perspective  I want  to  take 
with  you  this  morning,  and  that  is  to  talk  to  you 
as  business  persons.  In  addition  to  being  profes- 
sionals, you  are  also  engaged  every  day  in  busi- 
ness. At  the  Department  of  Practice  Manage- 
ment of  the  AMA  in  Chicago,  we  travel  around 
the  country  speaking  to  physicians  about  various 
aspects  of  running  a business.  I have  come  to  very 
much  appreciate  and  admire  physician  perspec- 
tives; I am  on  your  side.  You  need  to  change, 
however — not  change  your  basic  values,  not 
change  your  commitment  to  quality  care  for  all 
your  patients,  not  change  the  goals  and  aspira- 
tions of  your  profession,  but  many  of  you  need 
to  change  the  way  you  do  business.  You  will  need 
to  change  because  your  environment  is  changing. 
You  are  in  the  midst  of  what  amounts  to  nothing 
less  than  a revolution  in  this  country  in  the  way 
in  which  health  care  is  being  delivered  and  fund- 
ed, a revolution  fueled  by  our  concern  with  costs 
by  a fundamental  restructuring  of  hospitals,  and 
by  the  rise  of  many,  many  alternate  delivery  sys- 
tems which  are  growing  tremendously.  It  is  being 
fueled  by  a physician  surplus,  by  the  rise  of  a 
new  class  of  health  care  entrepreneurs,  by  the 
advent  of  corporate  medicine,  and  by  a host  of 
innovative,  cost-cutting  initiatives  being  promul- 
gated by  the  people  who  really  pay  for  health 
care  in  this  country.  The  government  buys  basi- 
cally 42%  of  all  the  health  care  in  the  country, 
big  business  buys  80%  of  all  the  private  health 
care  insurance  in  the  country,  and  there  is  a va- 
riety of  other  third  party  payors.  Each  of  those 
factors  in  and  of  itself  would  be  enough  to  guar- 
antee some  fundamental  changes  in  health  care 
systems,  but  put  them  all  together  and  it  makes 
the  momentum  towards  change  more  or  less  in- 
evitable. 

I’m  going  to  talk  today  not  about  the  whys  or 
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wherefores  of  change,  but  how  you  can  respond 
to  it.  Let  me  say  first  of  all,  parenthetically,  that 
doctors  have  not  been  particularly  successful  in 
dealing  with  change.  As  I go  across  the  country, 
I see  a lot  of  depressed  doctors  and  it’s  rather 
sad.  You  may  not  believe  it,  but  you  can  be  en- 
thusiastic about  competing  in  a competitive  mar- 
ket. In  some  of  the  more  competitive  areas  in 
this  country  right  now — Minneapolis,  Los  Ange- 
les, Seattle,  and  others — I’ve  run  across  any 
number  of  very  reputable  physicians  who  find 
great  satisfaction  in  putting  together  and  deliv- 
ering a service  in  a superior  fashion  in  a very 
competitive  market.  In  change  there  is  a lot  of 
dislocation,  but  there  are  also  any  number  of  op- 
portunities created  for  those  people  who  are  will- 
ing to  see  the  direction  of  change  and  to  adapt 
to  it. 

Now,  how  do  you  respond  creatively  and  in- 

novatively  to  change?  You  do  it  through  market- 
ing. When  you  hear  the  word  “marketing”  you 
may  think  of  hucksterism,  advertising,  selling,  and 
so  on,  but  that’s  not  what  marketing  is.  The  pur- 
pose of  good  marketing  is  really  to  make  selling 
unnecessary.  Good  marketing  really  is  finding  out 
what  your  patients  out  there  need,  finding  out 
what  your  patients  out  there  want — or,  to  phrase 
that  a little  differently,  what  they  perceive  their 
needs  to  be — and  matching  your  services  to  meet 
those  needs.  If  you  can  understand  marketing  in 
that  sense  I think  you  will  agree  with  me  that 
there’s  nothing  in  the  idea  of  marketing  that  is 
inconsistent  with  the  quality  of  care  that  all  of 
you  want  for  your  patients.  I think  you  will  also 
agree  that  in  this  sense  many  physicians  have  al- 
ways marketed  themselves.  To  the  extent  that  you 
have  assessed  your  patients’  needs  in  the  past  and 
modified  your  services  to  meet  those  needs, 
you’ve  done  good  marketing.  In  the  future  you 
may  need  to  do  this  in  a little  more  sophisticated 
fashion. 

There  is  one  fundamental  question  I would 
have  to  ask,  that  is,  who  are  your  markets?  Who 
are  the  real  or  the  potential  purchasers  of  what 
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you  have  to  offer?  To  a very  important  extent 
your  markets  are  always  patients.  You  need  to 
know  what  those  patients  want  and  what  they 
need,  and  you  need  to  be  able  to  give  them  that 
in  a very  professional  manner.  For  many  of  you 
in  the  specialties  your  markets  are  also  other 
physicians.  You  therefore  have  to  find  out  what 
those  other  physicians  want  and  what  they  need, 
and  be  willing  to  deliver  that  service  to  them  in 
a superior  fashion. 

Your  markets  in  the  future,  however,  will  be 
neither  physicians  nor  exclusively  patients,  but 
they  will  also  be  the  corporate  benefits  managers 
who  make  the  decisions  that  will  give  employees 
differential  access  to  physicians.  You  had  better 
find  out  what  they  want,  what  they  need.  I’ve 
talked  to  enough  business  leaders  to  think  that 
most  of  them  are  interested  in  quality  care.  They 
just  want  to  make  sure  they’re  getting  good  qual- 
ity care  for  their  money.  That’s  the  way  they  buy 
everything  else,  and  that’s  the  way  they’re  going 
to  purchase  health  care.  They  need  physicians  to 
help  define  for  them  what  quality  care  is,  be- 
cause they  don’t  know. 

Once  you  know  who  your  markets  are,  you 

need  to  systematically  go  about  marketing  your- 
self. What  exactly  is  marketing?  Any  marketing 
program  boils  down  to  five  basic  steps  (Table  1), 
which  correspond  to  five  basic  questions  that  any 
business  has  to  ask  itself.  This  will  apply  to  your 
medical  societies  as  well  as  to  your  individual 
practices.  First,  where  are  you?  What  is  the  en- 
vironment in  which  you  exist?  What  are  the  needs 
of  your  community?  Who  are  your  competitors? 
Who  are  your  patients?  What  are  other  hospitals 
in  your  area  up  to? 

Where  are  you?  It  is  an  easy  question  to  ask; 
to  answer  it  is  rather  difficult.  You  have  to  do  a 
fair  amount  of  market  research  to  find  out  the 
environment  in  which  you  operate.  Once  you 
have  answered  that,  you  can  go  on  to  the  second 
question,  where  do  I want  to  go?  It’s  a very  im- 
portant step.  What  kind  of  medical  practice  do 
you  really  want,  or  should  you  have,  or  can  you 
have?  What  are  your  goals?  What  are  your  ob- 
jectives, the  measurable  ways  in  which  you  in- 
tend to  reach  those  goals?  Only  after  you  have 
answered  those  first  two  questions,  can  you  ask, 
what  do  I need  to  do  in  order  to  realize  those 
goals  and  objectives?  If  you  really  want  to  mar- 
ket yourself,  get  through  those  first  two  steps  first. 
Get  to  know  where  you  are  and  where  you  want 
to  go.  Only  then  can  you  ask,  how  do  I get  there? 
The  fourth  and  fifth  steps  fall  rather  logically  into 


TABLE  I 

HOW  TO  DEVELOP  A MARKETING  PROGRAM 
AN  OVERVIEW 


Basic  Questions 

Basic  Marketing  Steps 

1 . What  are  your  choices? 

1. 

Evaluation  of  current  situa- 

tion:  identification  of  oppor- 

tunities  and  challenges  (i.e., 

market  research) 

2.  Where  should  we  go 

2. 

Formulation  of  realistic  objec- 

from  here? 

tive 

3.  How  can  we  get  there? 

3. 

Development  of  market  strat- 

egies 

4.  What  will  it  cost? 

4. 

Allocation  of  resources 

5.  How  are  we  doing? 

5. 

Monitoring  of  results 

place.  You  are  going  to  have  to  spend  some  re- 
sources to  do  all  this,  not  just  money  but  also 
time  and  energy,  and  you  are  going  to  have  to 
monitor  results.  Once  you  begin  to  improve  your 
service,  you  are  going  to  have  to  ask,  is  it  work- 
ing? 

Another  area  of  marketing  is  your  hospitals. 
They  are  aware  of  their  own  changing  climate, 
and  they  are  already  devising  plans  for  reacting 
to  it.  They  are  bringing  in  bright  young  physi- 
cians in  selected  specialties  and  putting  them  in 
strategic  locations  where  their  research  indicated 
a specialty  was  needed.  In  some  cases  they  are 
looking  for  joint  ventures  with  their  staffs,  set- 
ting up  surgical  centers  and  urgent  care  centers 
and  outpatient  programs  and  seminar  programs 
and  workshop  programs;  and  they  are  advertis- 
ing and  promoting.  They  are  spending  some 
money  to  do  that.  By  now  they’ve  hired  market- 
ing directors  or  their  equivalent,  and  they  are 
monitoring  results.  They  are  counting  patient 
censuses,  they’re  taking  patient  surveys.  The 
smart  hospitals  realize  that  they  have  to  market 
themselves  not  only  to  patients  but  also  to  phy- 
sicians. Hospitals  in  the  future  are  going  to  bend 
over  backwards  to  do  things  for  their  loyal  phy- 
sicians, physicians  who  are  sending  them  pa- 
tients. 

Let  me  go  back  and  take  a look  at  each  of  these 

phases  individually.  First,  in  a small  practice,  how 
do  you  go  about  knowing  where  you  are?  What 
kind  of  resources  are  available  to  you?  The  very 
first  thing  I think  you  look  at  is  your  patient  rec- 
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ords.  Some  of  this  information  is  already  in  there. 
For  example,  where  are  your  patients  coming 
from?  If  you  can  go  down  to  the  post  office  and 
get  a zip  code  map  and  start  categorizing  your 
present  patient  load  in  terms  of  where  they’re 
coming  from,  you  may  find  out  that  80%  of  your 
patients  are  coming  from  the  north  side  of  town 
and  only  20%  from  the  south  side  of  town.  That 
might  start  raising  some  interesting  questions, 
such  as,  what  am  I doing  right  in  the  north  side 
of  town?  What  makes  me  attractive  to  the  kind 
of  people  in  this  area?  Maybe  you’ve  got  some 
competitors  down  in  the  south  side  of  town  that 
are  siphoning  patients  away  from  you. 

How  do  patients  come  into  your  practice? 

That’s  pretty  easy  to  monitor.  When  people  first 
come  into  the  office,  ask  them.  I would  say 
something  like  this:  “Whom  may  we  thank  for 
sending  you  to  this  particular  office?”  If  they  say 
Mary  Smith,  why  not  drop  a letter  to  Mary  Smith 
and  say  “Thank  you.  We  appreciate  your  confi- 
dence.” That’s  not  only  good  marketing,  it’s  also 
common  courtesy.  You  are  never  going  to  know 
to  do  that,  though,  unless  you  make  an  effort  to 
find  out  how  patients  are  entering  your  practice. 
You  specialists,  who  refers  to  you?  Keep  an  on- 
going file  of  doctors  who  refer  patients  to  you  so 
that  if  those  referrals  start  to  drop  off  that’s  your 
clue  to  re-establish  contact,  and  find  out  why  your 
services  have  not  been  up  to  par. 

Are  you  losing  patients?  If  somebody  sends  a 
letter  asking  you  to  transfer  records,  I don’t  think 
it’s  inappropriate  for  somebody  on  your  staff  to 
call  up  and  say  “Mrs.  Jones,  we  will  be  happy  to 
send  your  records  but  may  we  ask  please  why 
you  are  changing?”  If  they  say  that  they’ve  moved 
ten  miles  away,  then  there  is  no  problem,  but 
many  patients  change  because  they  are  dissatis- 
fied witji  their  present  physician  or  his  staff.  It 
behooves  you  doctors  to  find  out  why  you  are 
getting  business  and  why  you  are  losing  it,  and 
it’s  in  your  files. 

Then,  take  a look  at  your  local  community  de- 
mographics. As  an  example,  I sat  down  with  a 
doctor  in  Tallahassee  three  or  four  weeks  ago, 
where  demographics  were  projected  forward  to 
1988.  The  geriatric  population  is  really  not  going 
to  grow  much;  the  real  growth  area  is  going  to 
be  among  patients  ages  25  to  44.  Then  I find  that 
71%  of  the  women  work  outside  the  home. 
Knowing  those  two  facts  alone,  if  I’m  an  obste- 
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trician  or  pediatrician,  I have  some  real  good 
clues  as  to  how  I can  change  my  business  if  I 
want  to  be  successful  ten  years  from  now. 

You  had  also  better  look  into  things  like  night- 
time hours.  That  may  not  be  what  you  want  to 
hear,  but  the  whole  purpose  of  marketing  is  not 
to  build  a business  around  your  needs  but  around 
the  needs  of  patients.  I was  in  Los  Angeles  last 
fall  and  ran  into  a guy  out  there  and  I said, 
“Doctor,  you  know,  in  a competitive  area  like  this 
by  now  I’m  sure  you’ve  thought  of  going  to  Sat- 
urday hours.”  He  said,  “Hell  no!  I tried  that  for 
awhile,  and  everyone  wanted  to  come  on  Satur- 
day, so  I cut  them  out!”  That’s  not  good  market- 
ing. Look  at  your  competitors,  look  at  your  hos- 
pitals, keep  your  ear  to  the  ground,  know  what 
your  state  legislature  is  up  to. 

Once  you’ve  answered  the  question,  where  am 
I,  then  you  can  begin  to  answer  the  question, 
where  do  I want  to  go?  This  is  extremely  impor- 
tant. What  kind  of  medical  practice  do  you  really 
want?  For  some  of  you,  perhaps,  your  goal  is  the 
maximization  of  income.  For  some  of  you  it  may 
be  a quality  of  patient  care  that  you  are  not  will- 
ing to  compromise  on.  For  some  of  you  younger 
physicians  it  may  be  a certain  lifestyle  or  the 
amount  of  time  you  want  to  spend  with  your 
family.  You’ve  got  to  know  what’s  really  impor- 
tant to  you,  what  you  are  willing  to  bargain  with, 
and  what  you’re  not  willing  to  compromise  on. 
Put  together  your  visions  and  your  goals  with  an 
analysis  of  your  environment  and  you  can  begin 
to  develop  objectives — measurable  things  within 
a definite  time  period  that  you  want  to  accom- 
plish. Given  my  environment,  given  what  I want 
to  be  as  a medical  practitioner,  I need,  let’s  say, 
to  increase  patient  surgical  procedures  by  10% 
over  the  next  six  months.  That’s  a good  objec- 
tive. It’s  measurable.  I can  take  a look  at  it  in  six 
months  and  see  if  I’ve  met  it.  Objectives  are 
meant  to  be  realistic,  not  exercises  in  wishful 
thinking.  You  have  to  be  realistic  in  your  analysis 
of  your  present  environment. 

Then  you  will  move  to  the  third  step — name- 
ly, what  do  you  need  to  start  doing  in  order  to 
meet  more  effectively  patient  needs  and  wants, 
physicians  needs  and  wants. 

In  addressing  what  you  may  need  to  start  doing, 

I want  first  to  talk  about  positioning  your  prac- 
tice. In  Fig.  1,  I have  tried  to  illustrate  what’s 
happening  today.  Things  used  to  be  pretty  sim- 
ple: Patients  would  pay  physicians  and  then  get 
reimbursed  from  their  insurance  company.  But 
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things  today  are  changing  very  quickly.  You  have 
third  parties,  insurance  companies,  coming  di- 
rectly to  you  with  a contract  saying,  “Would  you 
like  to  sign  up  with  us  and  we  will  pay  you,  ne- 
gotiate a rate,  and  you  will  abide  by  these  re- 
strictions. If  you  do  it  though,  you  will  have  ac- 
cess to  patients.”  Or  you  have  third  parties  that 
in  some  cases  go  into  hospitals  and  sign  contracts 
with  the  hospitals  and  the  hospitals  in  turn  sub- 
contract in  some  kind  of  joint  ventureship  with 
their  affiliated  medical  staff,  or  join  together  in 
cooperative  networks  involving  their  physicians. 
Or  the  hospital  may  sign  up  with  a physician  or- 
ganization like  an  Independent  Practice  Associ- 
ation (IPA),  paying  that  IPA  so  much  per  patient 
per  month,  with  the  provider  organization  in  turn 
paying  its  member  physicians  on  a fee-for-service 
basis.  There  are  countless  other  variations  of 
these  basic  ideas. 

Five  years  from  now  none  of  you  will  be  in  a 
pure  fee-for-service  practice.  Looking  at  this  sit- 
uation from  your  point  of  view,  many  of  your  pa- 
tients will  still  be  fee-for-service  patients  but  you 
will  be  seeing  many  of  them  also  on  a prepaid 
basis.  You’re  therefore  going  to  have  to  make 
some  very  hard  decisions;  choosing  between  A 
and  B,  you  may  not  like  either  choice,  but  de- 
pending on  how  you  make  those  choices  you  will 
either  have  access  to  patients  or  you  will  not. 
Some  of  your  money  will  be  coming  through  cap- 
itation. It  may  not  be  very  long  before  most  of 
the  Medicaid  systems  will  be  on  a capitated  basis 
in  which  you  get  so  much  per  month  to  see  Med- 
icaid patients.  You  don’t  have  to  sign  up,  but  if 
you  don’t  you’ve  lost  access  to  those  younger  pa- 
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tients.  PPOs  are  another  new  kind  of  delivery 
system.  PPOs  are  really  contracts,  under  which 
you  are  being  asked  to  deliver  care.  I heard  one 
speaker  say  recently,  “If  you’ve  seen  one  PPO, 
you’ve  seen  one  PPO.”  They  are  all  different,  and 
so  each  PPO  must  be  evaluated  on  its  individual 
merits.  In  Minneapolis,  for  example,  some  phy- 
sicians are  actually  starting  to  look  upon  PPO 
systems  as  the  salvation  of  private  practice.  Join 
the  organization  and  let  the  organization  get  out 
there  and  market  itself. 

Your  reaction  to  many  of  these  systems  will 
vary  depending  on  your  particular  perspective. 
I’m  not  one  of  those  people  in  the  country  who 
says  that  the  private  practice  of  medicine  is  dead. 
There  always  will  be  private  practice,  and  the 
salvation  of  many  small  practices  will  lie  in  affil- 
iation. How  are  you  affiliated?  What  hospital 
systems  are  you  a part  of?  The  success  of  your 
hospitals  in  being  able  to  position  themselves  is 
very  important  to  your  future.  What  referral  net- 
works are  you  tied  to?  You  specialists  had  better 
take  some  pains  to  make  sure  you  are  tied  into 
good  primary  care  referral  networks.  What  selec- 
tive delivery  systems,  PPOs  and  so  forth,  are  you 
a part  of?  Don’t  just  join  to  join.  In  California, 
for  example,  a lot  of  doctors  signed  those  con- 
tracts and  are  regretting  it.  They’ve  gotten  letters 
from  their  malpractice  carrier  saying,  “Don’t  ex- 
pect us  to  cover  you  under  this  kind  of  contract.” 
Investigate  it.  Here’s  where  your  medical  socie- 
ties could  be  very  helpful  in  devising  committees 
to  evaluate  the  contracts.  But  don’t  close  your 
eyes  to  the  fact  that  you  may  need  to  affiliate 
selectively  with  certain  networks  in  the  future. 
You’ve  got  to  position  yourself  well. 

What  else  do  we  need  to  do?  Every  day  you 

are  engaged  in  an  exchange  process,  exchanging 
something  in  return  for  money.  What  is  it  you 
are  exchanging?  When  I asked  that  question  a 
couple  of  years  ago  almost  invariably  the  answer 
I would  get  was,  “Good  medical  care.  That’s  what 
I’m  exchanging  in  return  for  your  money.” 

Though  that  is  the  bedrock  of  what  you’re  giv- 
ing me,  alone  it  is  not  sufficient.  First  of  all,  how 
many  patients  really  are  in  a position  to  judge 
the  quality  of  care  they  are  given?  And  isn’t  it  a 
fact  that  somebody  could  come  into  your  office 
tomorrow  and  get  the  best  possible  medical  care 
available  and  leave  totally  dissatisfied?  If  you 
don’t  give  good  medical  care  and  you  market  the 
heck  out  of  yourself  you  are  what  is  commonly 
known  as  a quack.  One  of  the  unfortunate  things 
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about  marketing  is  that  quacks  have  been  much 
better  at  it  in  the  past  than  good  physicians.  Good 
medical  care  alone  is  not  sufficient.  What  else  is 
needed? 

Suppose  for  a minute  I’m  your  typical  patient. 
I need  somebody  in  your  specialty  to  care  for  my 
medical  needs.  As  I look  around  in  your  com- 
munity I see  many  good  obstetricians,  many  good 
rheumatologists.  Why  should  I choose  you?  What 
more  can  you  offer  me  than  someone  else  can? 
Good  medical  care  has  got  to  be  there,  but  there 
are  a lot  of  doctors  that  give  good  medical  care 
in  this  community.  What  are  some  of  the  other 
things?  Let’s  think  about  them.  Availability. 
You’ve  got  to  be  available  to  me  when  I need 
you.  And  you  specialists,  substitute  for  the  word 
patient  the  word  physician — you’ve  got  to  be 
available  to  the  needs  of  those  other  physicians 
when  they  need  you.  Of  course,  of  the  three  A’s 
of  practice  building,  after  availability  there  is  af- 
fability. People  have  to  like  you.  In  the  long  run 
that  may  be  the  single  most  important  aspect  of 
marketing,  because  it’s  the  single  biggest  reason 
why  people  choose  you  as  a physician.  Study  aft- 
er study  has  shown  that.  Either  I like  you  or  I 
have  a friend  who  likes  you.  About  two-thirds  of 
the  patients  who  come  into  your  practice  are 
going  to  choose  you  on  that  basis  if  they  have  a 
choice  of  physicians.  Another  A is  affordability. 
Granted  that  right  now  people  do  not  choose 
doctors  primarily  on  the  basis  of  price,  and  when 
they  are  dealing  with  life-threatening  situations 
they  never  will — they  want  the  best  doctor  pos- 
sible— but  for  routine  things,  price  is  going  to 
start  being  a big  factor.  A lot  of  the  new  delivery 
systems  and  reimbursement  systems  are  con- 
sciously building  in  features  that  make  people 
more  cost  conscious,  so  you  had  better  be  afford- 
able and  you  certainly  better  be  affordable  for 
the  business  people  who  are  going  to  be  making 
decisions  about  which  physicians  get  access  to 
their  employees  and  which  do  not. 

Another  factor  is  services.  I will  choose  a phy- 
sician who  either  has  a more  comprehensive  set 
of  services  that  will  more  effectively  meet  my  to- 
tal needs,  or  who  has  a more  refined  set  of  serv- 
ices particularly  targeted  to  my  specific  individu- 
al needs. 

Let  me  just  go  through  individually  what  I’ve 

just  outlined.  Successful  doctors  in  the  future  are 
going  to  be  those  who,  all  other  things  being 
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equal,  are  more  available  to  patients.  First  of  all, 
geographically  available.  Your  location  is  vital, 
and  for  some  physicians  the  answer  may  lie  in 
relocation.  Geographical  availability  may  mean, 
for  some  larger  practices  particularly,  the  estab- 
lishment of  satellites,  whereas  for  smaller  prac- 
tices it  is  not  very  cost  effective.  How  then  could 
you  be  more  geographically  available  to  pa- 
tients? Spend  a day  of  the  week  working  in  the 
nursing  homes  rather  than  making  those  patients 
come  to  you,  or  work  in  the  industries,  or  find  a 
family  physician  across  town  that  takes  Wednes- 
day afternoons  off  and  sublet  his  office  to  make 
it  easier  for  patients  on  that  side  of  town  to  get 
to  you. 

Be  available  in  terms  of  time.  One  of  the  fun- 
damental things  that  all  physicians  are  going  to 
have  to  start  doing  is  looking  at  their  appoint- 
ment schedule,  because  people  are  not  going  to 
wait  for  you  in  the  future  the  way  they  have 
waited  for  you  in  the  past.  Patient  survey  after 
patient  tells  you  people  do  not  like  to  wait  for 
physicians.  It  used  to  be  you  had  about  a half 
hour  grace  period  before  a patient  really  started 
getting  mad,  but  now  it’s  down  to  about  15  min- 
utes. Patients  won’t  tell  you  what  they  really  think 
about  you.  They’ll  tell  your  staff  members.  Ask 
them.  Take  surveys  of  patients.  Find  out  what 
they  really  think  about  you.  Any  specialty — I 
don’t  care  how  many  surgeries  you  have  and  de- 
liveries and  so  forth — any  specialty  can  operate 
an  appointment  system  that  works  if  they  are 
willing  to  work  at  it. 

You  may  need  to  consider  nontraditional 
hours,  such  as  evening  hours,  especially  in  the 
primary  care  areas,  or  Saturday  hours.  There  are 
doctors  in  Chicago  now  who  will  see  me  at  5:00 
in  the  morning  if  I need  to  be  seen.  They  are 
targeted  to  a particular  group,  executives  who 
may  need  or  want  such  hours.  Convenience  is  a 
major  factor.  Urgent  care  centers  are  nothing 
other  than  doctors’  offices  that  have  been  struc- 
tured to  appeal  to  a certain  kind  of  patient;  they 
are  expecting  to  have  some  25%  of  the  primary 
care  market  before  very  long. 

Don’t  build  your  practice  around  it,  but  the 
selective  use  of  house  calls  can  be  very  important 
to  some  patients.  If  you  want  to  take  that  to  its 
all  logical  conclusion,  why  not  put  your  practice 
in  a van  and  take  it  around  where  it’s  needed? 
That  won’t  be  applicable  to  many  of  your  prac- 
tices, but  I can  show  you  a lot  of  doctors  who 
have  done  that  in  various  places. 
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Do  you  speak  a second  language  in  an  area 
where  you  have  non-English  speakers?  Let  peo- 
ple know  about  it  if  you  do;  you  are  being  avail- 
able to  them  in  a very  important  way.  If  you  have 
any  quality  that  would  make  you  particularly  at- 
tractive to  a group  of  people,  find  out  ways  to  let 
those  people  know  it.  It’s  important  to  your  busi- 
ness. Be  more  available  to  people.  Design  serv- 
ices more  specifically  to  meet  the  needs  of  peo- 
ple. 

Some  physicians  are  expanding  services  by  re- 
defining their  specialty.  For  example,  the  Amer- 
ican Academy  of  Pediatrics’  primary  marketing 
goal  over  the  next  ten  years  is  to  convince  people 
that  pediatricians  are  not  just  baby  doctors,  but 
adolescent  doctors  as  well.  Some  pediatricians  are 
finding  that  up  to  about  30%  to  40%  of  their 
patient  load  are  adolescents.  Redefine  what  a 
physician  is.  I can  show  you  many  reputable  phy- 
sicians who  are  not  just  healers  of  the  sick,  but 
purveyors  of  good  health;  that  meets  a growing 
need.  Redefine  your  services  by  targeting  them 
to  particular  groups.  The  name  of  the  game  to- 
day in  any  industry  is  market  segmentation.  Don’t 
try  to  be  all  things  to  all  people. 

How  can  you  design  service  to  more  specifi- 
cally meet  the  needs  of  particular  groups?  Though 
one-third  or  more  of  all  medical  dollars  are  spent 
on  people  65  or  over,  how  many  physicians  or 
health  care  providers  have  really  designed  serv- 
ices to  meet  the  special  needs  of  the  geriatric 
population?  Not  just  the  medical  needs,  but 
transportation  needs,  the  day  care  needs,  the 
counselling  needs,  the  pharmaceutical  needs.  The 
big  for-profit  hospital  system  will  soon  be  getting 
involved  in  totally  integrated  services,  a geriatric 
campus  where  we  do  everything.  Why  not  antic- 
ipate that?  There  are  needs  of  adolescents,  needs 
of  women.  Find  out  what  those  particular  groups 
need,  and  if  you  can  deliver  services  in  a better 
fashion,  do  it.  You  can  expand  your  practice  and 
services  by  adding  products.  If  you  are  an 
ophthalmologist  sell  eye  glasses,  contact  lenses. 
It  can  be  done  in  a very  reputable  fashion.  Ex- 
pand your  practice  by  looking  at  the  growth  areas 
in  medicine.  All  other  things  being  equal,  where 
is  medicine  going  to  grow?  Industrial/occupation- 
al medicine,  a tremendous  growth  area.  All  busi- 
nesses need  health  care.  Somebody  is  going  to 
come  along  and  design  a comprehensive  set  of 
services  that  more  effectively  meet  the  total  needs 
of  those  businesses,  such  as  getting  people  back 
to  work — a very  big  need  when  you  talk  to  em- 


ployers. 

It  has  been  estimated  that  40%  of  all  surgical 
procedures  right  now  could  be  done  on  an  out- 
patient basis.  If  you  are  a surgeon,  by  all  means 
have  access  to  outpatient  surgical  facilities,  either 
by  building  your  own  surgery  center,  by  rede- 
signing your  office  so  you  can  do  in-office  sur- 
gery, or  through  surgical  facilities  in  your  hospi- 
tals. 

Though  preventive  medicine  won’t  grow  in  all 
sectors  of  the  population,  it’s  really  going  to  grow 
among  the  self-insured,  self-administered  com- 
panies, because  it  saves  them  money  in  the  long 
run  to  keep  patients  healthy  rather  than  to  heal 
them  after  they’ve  had  their  heart  attacks. 

Sports  medicine.  Fitness.  Nutrition.  Nonphy- 
sician providers  are  having  a field  day  out  there 
because  there  is  a real  need  and  desire  for  that 
kind  of  information,  and  if  physicians  don’t  pro- 
vide it,  it  will  be  provided  by  nonphysicians,  rep- 
utable and  otherwise. 

Home  health  care  is  a tremendous  growth 
area,  and  the  hospitals  are  going  to  move  into  it 
very  quickly  as  they  see  the  need  to  move  pa- 
tients out  of  their  acute  care  facilities  and  into 
home  health  care. 

Geriatrics  is  the  single  greatest  growth  area  of 
all.  The  National  Institute  of  Aging  estimates  that 
by  the  year  2020,  three  out  of  every  four  health 
care  dollars  in  this  country  will  be  spent  on  peo- 
ple 65  and  older. 

Centralized  service  areas  in  radiology  and  pa- 
thology. Centers  that  more  specifically  address 
various  things,  such  as  breast  centers  where  peo- 
ple can  come  with  questions  about  breast  care. 
There  are  some  real  needs  out  there  that  could 
be  met  in  other  fashions  than  they  are  being  met. 

How  can  you  price  yourself  more  effectively? 

First,  how  do  you  price  right  now?  If  you  are 
honest,  all  of  you  right  now  engage  in  competi- 
tive pricing.  You  find  out  what  everybody  else  is 
charging  and  you  charge  the  same  thing  or  slight- 
ly more.  Very  rarely  do  you  charge  slightly  less 
than  your  competitors.  There  are  other  options. 
For  example,  cost  pricing.  Do  you  actually  know 
how  much  it  costs  you  to  deliver  a service?  You're 
going  to  have  to  know  in  the  future.  You  need  to 
do  some  cost  accounting  and  find  out  how  much 
it  actually  costs  you  to  deliver  a particular  serv- 
ice. One  of  your  options,  of  course,  when  the 
reimbursement  system  is  changed  and  you  are  no 
longer  being  paid  on  the  basis  of  customary  rates, 
is  always  to  take  what  it  costs  to  deliver  a service 
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and  add  a reasonable  amount  of  profit,  letting 
that  be  the  basis  for  your  fee  schedule.  Fixed 
pricing  is  going  to  be  a part  of  your  future,  since 
that’s  what  per  diems  and  DRGs  and  indemnity 
schedules  are.  They  give  you  a fixed  price  for 
seeing  the  needs  of  particular  patients  per  day  or 
per  diagnosis  or  per  procedure;  those  that  can 
deliver  care  for  that  amount  can  make  a profit, 
whereas  those  who  can’t  lose  money. 

You’ve  got  to  know  your  environment  and  pick 

a pricing  strategy  that’s  consistent  with  your  par- 
ticular environment.  Your  pricing  policies  have 
got  to  be  clear  to  you  so  that  you  can  make  them 
clear  to  your  patients.  Every  year  the  AM  A 
comes  out  with  a poll  on  the  perception  people 
have  of  doctors,  and  you  do  not  rate  well  with 
people  when  it  comes  to  money.  Only  32%  of 
the  American  people  in  1983  were  willing  to  agree 
that  physicians’  fees  are  usually  fair.  Sixty-six 
percent  said  doctors  are  too  interested  in  money. 
Now,  I don’t  think  that  that’s  true,  but  it  doesn’t 
make  any  difference  what  I think  because  what 
is  perceived  to  be  real  is  real  in  its  effects,  and 
you’ve  got  to  find  ways  of  convincing  people  that 
you’re  on  their  side.  You  know  the  cost  of  health 
care  is  high;  you  do  what  you  can  to  help  hold 
down  their  costs  and  keep  your  fees  reasonable. 
You  have  to  consider  things  like  discounting  per- 
haps, which  is  perfectly  legal  and  ethical,  as  are 
credit  cards,  a great  service  to  patients  in  many 
situations. 

Acceptance  of  assignment.  I can  show  you 
good  examples  of  doctors  who  have  agreed  to  ac- 
cept assignment  on  all  patients  and  then  have  sold 
that  idea  to  patients  by  going  into  the  nursing 
homes  and  giving  workshops  on  what  that  means 
to  patients.  They  are  making  up  in  volume  what- 
ever they  might  lose  by  having  to  accept  assign- 


ment in  all  cases.  That’s  important  to  patients. 
Somebody  is  finally  sensitive  to  the  financial 
needs  of  senior  citizens. 

To  summarize  briefly:  You  need  to  find  ways 
of  communicating  with  your  patients  by  getting 
out  into  the  community,  by  meeting  people,  by 
giving  talks,  seminars,  and  workshops,  and  by 
having  good  patient  information  handbooks. 
Some  of  you  might  consider  more  aggressive  ways 
of  getting  to  patients,  such  as  mass  mailings, 
newsletters,  open  houses,  and  participation  in 
health  fairs.  Be  consistent  in  how  you  present 
your  image  to  patients.  Advertising  may  be  one 
way  of  communicating. 

You  need  to  increase  patient  satisfaction.  This 
is  important.  Just  take  a look  at  every  point  in 
which  a patient  comes  in  contact  with  you  or  your 
staff  as  they  go  through  your  office. 

At  all  these  points  you  can  do  things  that  will 
either  increase  or  decrease  patient  satisfaction. 
A satisfied  patient  will  got  out  and  tell  five  other 
people  about  it;  a dissatisfied  patient  will  tell  ten 
other  people  about  it.  Put  all  those  together  and 
you  have  an  effective  marketing  program.  Any 
one  thing  stands  only  in  relationship  to  all  oth- 
ers. 

I would  like  to  close  with  this  quote:  “The 
philosophy  of  the  divine  right  of  kings  died 
hundreds  of  years  ago  but  moderns  see  it  as  the 
divine  right  of  inherited  markets.  Some  people 
still  believe  that  there’s  a divine  dispensation  that 
their  markets  are  theirs  and  no  one  elses,  now 
and  forevermore.  It  is  an  old  dream  that  dies 
hard,  yet  no  businessman  in  a free  society  can 
control  a market  when  the  customers  decide  to 
go  somewhere  else.  All  the  kings  horses  and  all 
the  kings  men  are  helpless  in  the  face  of  a better 
product.”  Your  challenge  in  the  future  is  to  de- 
vise a better  product  for  your  patients  and  your 
product  is  service.  r ^ 
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The  Medicolegal  Climate  in  Tennessee 


J.  KELLEY  AVERY,  M.D. 


Volumes  have  been  written  about  all  aspects 
of  the  high  cost  of  medical  care.  All  people  are 
a part  of  this  problem  because  all  of  us  are  po- 
tential patients  at  one  time  or  another.  In  an  ef- 
fort to  favorably  influence  the  cost,  physicians, 
hospitals,  insurers  of  health  care,  and  others  in 
the  provider  community  are  creating  a variety  of 
systems  for  delivering  health  care.  Government, 
the  purchaser  of  60%  of  the  health  care  in  this 
country,  and  private  industry  have  played  leading 
roles  in  influencing  the  shape  of  these  varied  de- 
livery systems. 

All  of  this  effort  is  directed  towards  serving 
the  same  number  of  people  at  reduced  cost  with 
the  same  high  quality  of  care  now  being  deliv- 
ered. This  goal  is  to  be  accomplished  almost  en- 
tirely by  reducing  the  amount  of  care  delivered 
in  hospitals  and  other  institutions. 

It  is  not  likely  that  our  society  will  tolerate  the 
rationing  of  health  care  or  a reduction  in  the  rate 
at  which  new  technologies  come  on  line  which 
have  the  potential  of  adding  to  the  quality  of  our 
lives  as  well  as  to  our  life  span. 

The  national  effort  to  involve  us  all  in  healtier 
lifestyles  is  a massive  undertaking  in  education 
which  may  accomplish  a great  deal,  but  it  is  not 
likely  to  significantly  reduce  the  overall  cost  of 
care,  particularly  when  one  considers  the  cost  of 
the  educational  effort  itself.  We  may  live  longer 
and  more  productive  lives,  but  eventually  we  will 
all  be  the  victims  of  some  degenerative  process 
or  disease.  Probably  no  greater  percentage  of  us 
will  die  suddenly  and  thereby  save  society  the  ex- 
pense of  our  terminal  care.  There  appears  there- 
fore to  be  a level  of  expenditure  involving  infla- 
tion, technology,  and  education  which  is 
irreducible  and  which  will  increase  as  time  goes 
on. 

On  the  other  hand,  not  all  of  the  elements  that 
significantly  contribute  to  the  higher  health  care 


Dr.  Avery  is  medical  director  for  State  Volunteer  Mutual  Insur- 
ance Company,  Nashville. 

Presented  at  the  Tennessee  Medical  Association  Leadership  Con- 
ference, Nashville,  Feb.  19,  1984. 

Reprint  requests  to  P.O.  Box  70,  Brentwood,  TN  37027  (Dr.  Avery) 


costs  need  be  so  irreducible.  The  medicolegal  cli- 
mate in  which  health  care  is  delivered  today 
would  seem  to  add  35%  to  50%  to  health  care 
cost,  according  to  a report  submitted  in  Decem- 
ber 1983  to  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  by  its  Committee  on 
Medical  Malpractice.  These  numbers  are  based 
on  extensive  research  and  would  appear  to  be 
reasonably  accurate.  The  cost  of  medical  mal- 
practice insurance  is  a minor  element  in  this 
overall  cost  picture.  Defensive  medicine  is  far 
more  significant.  Defensive  medicine  is  that  type 
of  practitioner  behavior  designed  to  reduce  the 
likelihood  of  successful  medical  malpractice  liti- 
gation. It  invariably  involves  additional  testing, 
additional  diagnostic  procedures,  and  additional 
hospitalization. 

The  Tennessee  Medical  Association  conducted 

a survey  of  private  practicing  physicians  in  Ten- 
nessee designed  to  get  the  physicians’  opinions  as 
to  the  impact  of  the  medicolegal  climate  on  the 
cost  of  the  care  being  rendered.  The  survey  also 
attempted  to  explore  the  availability  of  a range 
of  services  in  the  physicians’  practice  and  asses- 
sibility  of  care,  particularly  to  the  medically  in- 
digent patient.  About  5,000  physicians  were 
questioned  and  some  1,800  responded.  This 
nearly  40%  response  rate  is  said  to  be  good  and 
should  lend  credibility  to  the  survey. 

When  asked  to  consider  the  question  of  the 
cost  of  care  as  it  is  influenced  by  the  medicolegal 
climate,  95%  of  Tennessee  physicians  said  that 
the  threat  of  malpractice  litigation  caused  them 
to  practice  defensively,  ordering  more  tests,  more 
diagnostic  procedures,  and  more  frequent  hospi- 
talizations. Data  from  the  survey  would  support 
the  conclusion  that  Tennessee  physicians  believe 
that  the  cost  of  the  care  that  they  render  to  the 
patient  is  increased  by  about  25%. 

Projecting  national  health  care  cost  increases 
from  1981  at  a rate  of  16%  per  year,  the  nation 
paid  approximately  $385.6  billion  from  this  item 
in  1983.  Assuming  the  same  relationship  to  the 
total  national  figure  that  Tennessee  accounted  for 
in  1978,  $9.35  billion  was  expended  in  Tennessee 
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in  1983  for  health  care.  If  the  medicolegal  cli- 
mate accounts  for  25%  of  total  health  care  costs 
in  Tennessee,  this  means  that  $2.3  billion  was 
spent  to  avoid  medical  malpractice  litigation.  This 
is  about  $400  for  the  privilege  of  bringing  a mal- 
practice suit  against  a physician  or  hospital. 

The  cost  does  not  end  here!  Indirect  cost  in- 
creases come  about  because  physicians  markedly 
reduce  their  scope  of  practice.  Using  the  data 
from  the  survey,  we  believe  that  16%  of  ob/gyn 
specialists  have  stopped  delivering  babies  be- 
cause of  the  medicolegal  climate.  In  large  geo- 
graphical areas  of  our  state,  physicians  and  in- 
hospital  services  for  obstetrics  is  virtually  unob- 
tainable. Only  28%  of  family  physicians  and  gen- 
eral practitioners  over  the  entire  state  offer  a full 
range  of  services  for  which  they  feel  adequately 
trained.  In  communities  of  10,000  or  under,  this 
becomes  21%,  or  only  one  out  of  five.  Taking 
the  state  at-large  compared  to  communities  of 
10,000  or  less,  51%  to  55%  offer  no  surgical 
services,  38%  to  45%  do  no  obstetrics,  and  55% 
to  68%  do  no  orthopedic  procedures.  This  con- 
traction of  services  is  due  to  the  medical  mal- 
practice threat.  How  can  one  measure  the  cost  of 
going  to  a distant  place  to  deliver  a baby,  have  a 
simple  fracture  fixed,  or  get  a simple  surgical 
procedure  done? 

Physicians  were  asked  whether  or  not  the 
medicolegal  climate  affected  their  willingness  to 
accept  medically  indigent  patients.  The  response 
rate  was  less  to  this  question,  but  41%  of  those 
answering  said,  yes,  their  own  willingness  to  ac- 
cept medically  indigent  patients  was  indeed  af- 
fected, and  99%  of  those  affirmed  that  they  were 
less  likely  to  accept  this  type  of  patient  for  care. 

The  cost  of  medical  malpractice  insurance  in 
some  states  is  at  crisis  levels.  Some  ob/gyn  spe- 
cialists, orthopedic  surgeons,  neurosurgeons,  etc., 


are  paying  over  $60,000  per  year  for  coverage. 
Though  this  is  not  the  case  in  Tennessee  as  yet, 
projecting  present  trends  of  numbers  and  severi- 
ty of  claims,  the  cost  of  average  paid  claims,  etc., 
indicates  that  the  crisis  is  impending.  Availability 
of  malpractice  insurance  is  not  the  question; 
rather,  the  affordability  of  health  care  is  of  more 
and  more  concern  to  more  and  more  of  our  peo- 
ple. 

What  can  we  do  to  make  some  sense  out  of  the 

system  that  devours  60%  of  all  payouts  to  sup- 
port itself?  Only  40%  ever  gets  to  the  patient  in- 
jured by  medical  negligence,  and  out  of  that 
amount  comes  all  the  cost  of  preparing  the  plain- 
tiff’s case.  Fifty  percent  of  all  monies  expended 
go  directly  to  pay  attorneys’  fees. 

Simply  stated,  we  can  only  do  two  things:  we 
can  educate,  and  we  can  legislate.  The  former 
probably  has  more  chance  of  success  in  the  long 
run.  If  we  can  educate  the  people  of  Tennessee 
that  these  $2.3  billion  in  1983  are  their  dollars  as 
a direct  result  of  the  very  real  threat  of  a medical 
malpractice  lawsuit  hanging  over  the  heads  of 
their  physicians  and  their  hospital,  we  might  suc- 
ceed. Whether  we  pay  directly  for  medical  care 
or  indirectly  through  taxation  to  support  govern- 
mental third  party  payment  mechanisms,  these 
dollars  still  come  from  you  and  me.  To  make 
physicians  and  hospitals  the  guarantors  of  good 
results  of  medical  treatment  simply  cannot  be 
supported  financially  by  the  health  care  profes- 
sionals and  institutions. 

We  can  legislate  reasonable  restraints  on  the 
present  court  system  without  sacrificing  the  ob- 
vious benefits  of  our  system.  What  restraints? 
This  requires  much  study  and  much  input  from 
all  areas  of  our  society.  The  effort  to  educate  and 
legislate  simply  must  be  made  if  we  are  to  pro- 
tect and  preserve  the  people,  the  organizations, 
and  the  institutions  which  have  given  us  the  best 
health  care  in  the  world.  E- — ^ 
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and  Discipline 
In  a Competitive  Environment 
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The  United  States  of  America  is  a capitalistic 
nation.  Whatever  its  faults  it  is  still  now  as  it 
originally  began  a society  of  self-governed  free 
people  with  certain  carefully  preserved  and  high- 
ly cherished  fundamental  rights  and  freedoms. 
One  of  these  is  its  system  of  doing  business,  which 
is  known  as  free  enterprise.  The  sine  qua  non  of 
this  system  is  competition.  Compete,  do  a better 
job,  offer  a better  value,  produce  a better  prod- 
uct, and  don’t  be  backward  about  letting  others 
know  what  you  are  doing.  Promote,  work  hard- 
er, invest,  risk,  outdo  the  competition,  and  suc- 
cess is  assured. 

The  United  States  of  America  has  emerged  as 
the  seat  of  the  unrest  in  the  science  and  art  of 
medicine,  the  center  of  change  and  progress.  The 
American  people  have  reaped  a bountiful  har- 
vest of  benefits  from  the  unremitting  search  for 
new  and  better  ways  to  alleviate  suffering  and 
pain,  to  conquer  disease,  and  to  prolong  human 
life.  This  has  been  the  result  of  idealistic  and  al- 
truistic competition  in  the  science  and  art  of 
medicine.  Each  physician  competes  with  himself 
and  with  his  colleagues  so  that  each  encounter 
and  each  procedure  is  an  improvement  over  the 
last.  The  forward  march  of  medicine  has  given 
millions  a chance  to  live  today  when  they  might 
have  died  a generation  ago. 

Medicine  is  a restless  science,  always  moving 
forward,  always  reaching  upward  towards  a goal 
it  never  despairs  of  attaining — a world  free  from 
the  fear  of  illness  and  disease  that  cripples, 
maims,  and  strikes  men  down  before  their  time. 
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The  American  physician  perpetually  advances  his 
science,  because  his  primary  mission  is  to  pre- 
serve life.  To  him  one  life  lost  due  to  a gap  in 
knowledge  or  the  lack  of  the  proper  weapons  with 
which  to  fight  is  one  death  too  many.  The  medi- 
cal profession  and  its  allies  have  consequently 
developed  a system  of  medicine  in  the  United 
States  without  peer  in  any  other  nation  or  at  any 
other  period  of  history. 

Medicine  is  a noble  profession,  and  a physi- 
cian is  unworthy  of  his  calling  when  he  is  less 
than  noble.  The  demands  upon  the  integrity  and 
nobility  of  the  physician  are  no  less  exacting  than 
the  demands  upon  his  time  and  energy.  His  is 
therefore  inescapably  a dedicated  life.  It  is  in 
reality  a high  compliment  to  the  medical  profes- 
sion that  society  expects  so  much  of  it,  and  that 
society  is  outraged  when  it  witnesses  instances  of 
dishonor,  selfishness,  and  lack  of  concern  for  the 
inadequacies  of  others  on  the  part  of  the  profes- 
sion. The  public  takes  it  for  granted  that  great- 
ness is  a constant  characteristic  of  the  physician, 
and  nothing  less  than  greatness  will  preserve 
medicine  as  a profession  in  the  estimation  of  those 
whom  it  seeks  to  serve. 

American  medicine  has  done  well  in  a free  en- 
terprise environment.  It  has  progressed  to  be- 
come the  finest  in  the  world.  It  has  gained  and 
maintained  respect  and  admiration.  It  has  pros- 
pered. It  has  done  this  without  many  of  the  ele- 
ments usually  found  in  competitive  endeavors,  for 
it  has  shunned  such  things  as  secret  remedies, 
monopolies  in  certain  diagnostic  and  treatment 
modes,  unsupportable  claims,  and  extravagant 
promises.  Medicine’s  trust  and  respect  has  been 
built  on  work  instead  of  words,  on  research  in- 
stead of  rhetoric.  Its  practitioners  have  compet- 
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ed,  but  quietly  and  with  dignity,  doing  the  best 
they  can  with  the  skill,  knowledge  and  tools 
available  to  them.  Their  advertisement  of  their 
abilities  has  been  through  the  earned  respect  and 
trust  of  their  colleagues  and  their  patients.  Until 
recently  this  type  of  competition  has  been 
enough. 

But  as  medicine  has  changed  so  have  some  of 

the  factors  that  have  influenced  it.  Attitudes, 
opinions,  acceptable  behavior,  established  prin- 
ciples, motivation,  methods,  and  even  laws  have 
softened  and  bent  to  permit  and  even  encourage 
practices  that  were  viewed  as  totally  unaccepta- 
ble a decade  ago.  The  striving  in  the  halls  of 
healing  to  meet  and  care  for  the  patient  load  by 
rendering  better  service  and  building  an  enviable 
reputation  is  in  danger  of  being  replaced  by  ef- 
forts to  accomplish  these  virtues  by  newer  and 
better  marketing  techniques.  The  expanding  va- 
riety of  alternative  methods  of  health  care  deliv- 
ery, if  carried  to  the  extreme,  could  change  the 
hallmark  of  the  American  medical  craftsman  from 
serving  to  merely  selling. 

Much  of  this  new  direction  has  come  about  by 
the  threat  of  a surplus  in  physicians,  allied  per- 
sonnel, and  facilities  in  the  near  future.  There  is 
a fear  in  the  minds  of  many  that  there  may  soon 
not  be  enough  consumers  to  go  around,  and  so 
the  activity  for  competing  must  be  stepped  up. 
The  old  ways  of  working  harder,  providing  bet- 
ter, and  building  a following  may  not  be  suffi- 
cient. Shortcuts  might  be  taken,  and  if  a few 
longstanding  taboos  fall  in  the  process,  so  be  it. 
Some  have  fallen,  and  others  will  fall. 

But  most  of  the  pressure  for  increasing  the 
competitive  spirit  and  practices  in  the  medical 
profession  so  as  to  bring  them  down  to  the  low- 
est common  denominator  of  all  other  business 
practices  has  come  from  consumer  groups,  gov- 
ernmental agencies,  and  those  who  feel  that  ac- 
tive competition  will  lower  cost  and  therefore 
prices,  and  that  this  alone  is  justification  for 
whatever  changes  will  be  wrought  upon  the  tra- 
ditional methods  of  delivery  of  medical  care. 

The  American  Medical  Association  has  very 
clearly  indicated  its  support  for  alternative  meth- 
ods in  the  delivery  of  health  care.  The  AM  A 
supports  the  individual  physician  in  solo  practice, 
in  group  practice,  in  HMOs,  PPOs,  IPAs,  and  all 
the  rest  of  the  alphabet  soup  in  health  care  deliv- 
ery. The  AMA  believes  that  competition  can  be 
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healthy  as  long  as  it  is  fair,  ethical,  and  honest. 

One  of  the  first  effects  of  the  move  into  a more 
competitive  environment  in  medicine,  whether 
from  pressure  from  within  or  from  without  the 
profession,  has  supposedly  been  the  relaxation  of 
the  AMA’s  stand  on  physician  advertising.  From 
1957  until  the  new  Principles  of  Medical  Ethics 
were  adopted  in  1980  there  was  a statement  in 
Section  5 which  said  that  a physician  should  not 
solicit  patients,  and  in  the  Judicial  Council  opin- 
ions adopted  by  the  House  of  Delegates  support- 
ing this  section  there  were  clear  statements  that 
the  Principles  of  Medical  Ethics  proscribed  the 
solicitation  of  patients  or  patronage.  The  defini- 
tion applied  by  the  House  to  solicitation  was  that 
it  meant  the  attempt  to  obtain  patients  or  pa- 
tronage by  persuasion  or  influence.  Individual 
opinions  concerning  such  things  as  holding  an 
open  house,  sending  follow-up  announcements, 
the  form  to  be  used  for  announcements  concern- 
ing the  opening  or  removal  of  a physician’s  of- 
fice, and  the  use  of  commercial  medical  directo- 
ries were  all  delineated  by  the  House  of 
Delegates.  One  has  only  to  read  these  opinions 
expressed  by  the  House  after  the  adoption  of  the 
1957  version  of  the  Principles  of  Medical  Ethics, 
and  in  effect  until  the  1980  Principles  were 
adopted,  to  be  reminded  that  the  American 
Medical  Association  condemned,  in  fact  actually 
prohibited,  solicitation. 

Advertising  is  still  scorned  by  the  vast  majority 

of  physicians,  but  it  is  not  prohibited  by  law  or 
by  ethical  codes,  for  such  prohibitions  have  been 
ruled  by  federal  decree  to  be  in  restraint  of  trade, 
and  in  a capitalistic  free  enterprise  nation  this 
threat  to  competition  is  the  ultimate  sin.  In  fact, 
the  1957  Principles  of  Medical  Ethics  did  not 
proscribe  advertising  as  such;  they  only  pros- 
cribed the  solicitation  of  patients.  Advertising  in 
its  broad  sense  meant  the  action  of  making  fact, 
information,  or  intention  known  to  the  public. 
Solicitation,  as  used  in  the  1957  Principles,  meant 
the  attempt  to  obtain  patients  by  persuasion  or 
influence.  Nevertheless,  after  long  and  protract- 
ed litigation,  the  Federal  Trade  Commission  or- 
dered the  AMA  to  “forthwith  cease  and  desist 
from”  declaring  advertising  or  “solicitation 
through  advertising  or  by  any  other  means” 
unethical.  The  FTC  order  does  allow  the  AMA 
to  develop  “reasonable  ethical  guidelines  . . . with 
respect  to  representations,  including  unsubstan- 
tiated representations  that  (the  AMA)  reasona- 
bly believes  would  be  false  or  deceptive  ...  or 
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with  respect  to  uninvited,  in-person  solicitation 
of  actual  or  potential  patients,  who,  because  of 
their  particular  circumstances,  are  vulnerable  to 
undue  influence.” 

There  have  been  other  rents,  runs,  and  rips  in 

the  fabric  of  medicine,  other  sour  notes  in  its 
music  in  the  recent  past.  The  time-honored, 
heretofore  unchallenged  sanctity  of  the  patient- 
physician  relationship  has  been  invaded  by 
everyone  from  government  to  the  insurance  in- 
dustry, to  hospitals,  and  even  by  other  physicians 
seeking  to  breech  that  sacred  relationship.  Ignor- 
ing the  long  revered  relationship  of  one  physi- 
cian to  another  too  often  results  in  patient  diver- 
sion, and  what  was  formerly  meant  to  be  a 
consultation  becoming  a referral  and  a referral 
becoming  a permanent  farewell.  All  of  these  de- 
partures from  the  older  prevailing  practices  have 
been  made  in  the  name  of  better  ways  for  pres- 
ent days. 

While  we  have  now  reached  the  point  of  dis- 
tinguishing medical  etiquette  (relations  between 
physicians)  from  medical  ethics  (relations  be- 
tween physicians  and  patients)  and  have  seen  that 
some  practices  that  were  previously  proscribed  as 
unethical  are  just  plain  bad  manners,  physicians 
still  need  to  get  along  with  one  another.  Good 
manners  or  etiquette  provides  a method  of  ac- 
complishing this. 

It  isn’t  hard  to  defend  some  of  these  practice 
changes  if  the  yardstick  applied  is  economics 
alone,  but  it  is  hard  if  the  measuring  stick  is  eth- 
ical behavior.  This  is  where  the  individual  physi- 
cian has  difficulty,  and  this  is  where  he  must 
carefully  monitor  his  own  ethical  standards. 

Whatever  form  competition  in  the  delivery  of 

health  care  takes  in  our  present  and  future  mil- 
ieu of  methods  of  delivery,  the  profession  must 
always  remain  just  that,  a profession.  Medicine 
has  always  been  a profession,  a calling,  a dedi- 
cated servant  of  society.  Its  standards  have,  be- 
cause of  changing  times  and  changing  circum- 
stances, of  necessity  been  modified  and  to  some 
extent  even  lowered,  but  they  have  never  been 


abandoned  and  they  must  not  be. 

Competition  can  be  healthy.  Striving  to  do 
better  than  a competitor  is  a progressive  meas- 
ure. But  disparaging  others  in  the  field,  mou- 
thing or  printing  false,  misleading,  self-praising 
claims,  is  not  healthy.  It  is  not  progressive.  Above 
all  it  is  unfair  and  unprofessional,  and  therefore 
unethical.  It  is  beneath  the  dignity  of  a noble 
profession  which  must  not  lower  itself  to  that 
level. 

The  standards  and  the  principles  of  medical 

ethics  must  not  be  warped  or  bent  to  fit  the  mar- 
ketplace. The  marketplace  will  have  to  adapt  it- 
self to  meet  the  bedrock  requirements  of  medical 
ethics,  and  these  are  that  physicians  must  never 
exploit  their  patients. 

Fair  competition  exists  when  the  same,  com- 
parable, or  interchangeable  goods  and  services 
are  offered  by  the  sellers  of  such  goods  and  ser- 
vices to  persons  seeking  them  in  the  market- 
place. The  lawyers  tell  us  that  unreasonable  in- 
terference with  fair  competition  is  not  only 
unethical  but  unlawful  as  well.  The  honest  seller 
of  services  is  within  the  law,  however,  when  he 
calls  attention  to  those  who  are  trying  to  pass  off 
inferior  services  to  unknowledgeable  buyers  of 
such  services. 

The  medical  profession  is  free  to  engage  in 
disciplinary  action  to  protect  the  public  from  in- 
competent physicians.  Aside  from  the  injury  to 
the  public,  incompetent  physicians  and  others 
who  engage  in  quackery  unfairly  compete  with 
physicians  who  offer  competent  services.  The  in- 
competent physician  is  not  only  doing  physical 
damage  by  his  malpractice,  but  he  is  very  frankly 
engaged  in  providing  services  to  patients  who 
would  otherwise  utilize  an  honest  practitioner. 

The  competitive  actions  of  a historically  old 
but  always  new,  traditionally  respected  profes- 
sion are  not  worth  the  expenditure  of  one  calorie 
of  energy  unless  basic,  fundamental,  ethical  prin- 
ciples and  practices  prevail  in  any  and  all  of  these 
actions.  For  what  does  it  profit  a profession  if  it 
gain  the  whole  world  and  lose  its  own  integrity? 
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Management 

51  Systems 

Jlnc.  offers  you  the 
benefit  of  over  15  years 
experience  in  serving  the 
medical/dental  profession. 
We’ll  show  you  how  to 
eliminate  the  information 
processing/cost  dilemma  that 
plagues  so  many  professional 
offices. 


1 

2 

3 


DIAGNOSIS: 

You  are  plagued  with  salesmen 
selling  superbills,  computers, 
pegboards,  computer  services. 

You  suffer  from  disorientation  and 
confusion. 

TREATMENT: 

Only  Management  Systems,  Inc. 
offers  all  of  these  products  and 
can  make  an  objective  recommen- 
dation based  upon  the  needs  of 
your  particular  office. 

CURE: 

Continuous  review  and  alteration 
of  information  processing 
systems  to  accommodate  the  ever 
changing  need  of  the  professional 
office. 


Contact  us  for  your  free  diagnosis  to  help  cure 
your  office  plague. 


f \ 

BETTER  PATIENT  CARE  WITH  COMPUTERS 

CLINIC-MANAGER 


MANAGEMENT  SYSTEMS,  INC. 

416  22nd  Street 

P.O.  Box  2405 

Knoxville,  Tennessee  37901 

546-8313 

1-800-223-3395 


Dodson  leads  the  way  to  DIVIDENDS 


On  Workers’ 

Compensation 

Insurance 

A service  approved  by 
Tennessee  Medical  Association 

Dividends  have  averaged  24%  over  the  past 
five  years.  Now,  a 15%  advance  discount 
applies  when  your  policy  is  issued.  Yearly 
dividends  are  paid  as  earned. 

For  details,  write  or  call  our  toll-free  number 
800-821-3760. 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 

P.O.  Box  559 
Kansas  City,  MO  64141 
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Geriatric  Medicine 


Geriatric  Abuse  Intervention  Team  in  a 
Family  Practice  Setting 

CURTIS  B.  CLARK,  M.D. 


This  second  in  a series  of  articles  explaining 
and  discussing  geriatric  abuse  will  deal  with  the 
formation  of  a Geriatric  Abuse  Intervention  Team 
(GAIT)  and  the  persons  who  compose  it. 

It  had  become  apparent  to  us  in  our  Family 
Practice  program  that  many  of  our  clients  had 
few,  if  any,  appropriate  advocates.  Though  solu- 
tions could  be  obtained,  they  were  very  time- 
consuming,  and  delayed  the  much  needed  serv- 
ices to  our  clients.  Our  needs  as  we  perceived 
them  were  threefold:  to  render  service  to  our 
clients,  to  serve  as  role  models  to  our  residents, 
giving  them  an  opportunity  to  be  involved  in  the 
decision-making  process,  and  thirdly,  we  felt  that 
we  could  be  a learning  resource  to  our  colleagues 
in  the  medical  community  and  related  profes- 
sions as  well  as  society. 

We  believe  that  to  deal  with  the  complex  is- 
sues of  the  health  care  system,  in  order  to  be 
most  effective  the  physician  must  work  as  a 
member  of  a health  care  team.  In  so  doing  we 
must  be  willing  to  broaden  our  own  personal  ed- 
ucation as  well  as  that  of  colleagues  in  all  fields, 
of  society,  and  of  those  who  need  the  services  of 
such  a team. 

Family  physicians  are  trained  to  learn  and  un- 
derstand families  and  their  members  well.  This 
allows  the  family  physician  to  understand  the  dy- 
namics and  social  interactions  so  that  he  can  bet- 
ter predict  which  families  are  at  greater  risk  for 
abuse. 

In  1978  a study  conducted  by  Kosbery  in 
Cleveland  revealed  about  10%  of  404  clients  over 
60  years  of  age  had  been  abused  in  some  man- 
ner. It  was  apparent  that  some  of  these  people 


From  the  TMA  Long  Term  Health  Care  Committee.  Dr.  Clark  is 
with  the  Family  Practice  Center,  Department  of  Family  Practice,  Uni- 
versity of  Tennessee  Center  for  the  Health  Sciences,  Jackson. 


had  been  beaten,  starved,  isolated,  or  neglected. 
Block  believes  that  elder  abuse  is  less  frequent 
than  spouse  abuse  but  has  about  the  same  occur- 
ence rate  as  child  abuse.1 

The  success  of  the  GAIT  lies  in  many  factors. 
A number  of  interested,  very  capable  caretakers 
felt  the  need  to  collaborate  and  coordinate  their 
services  in  order  to  accomplish  this  one  common 
goal.  It  meant  a willingness  to  give  up  some  of 
their  individuality  and  share  with  other  profes- 
sionals some  of  their  authority  and  decision-mak- 
ing to  better  serve  a patient’s  needs. 

The  original  team  was  composed  of  a family 
physician  interested  in  total  family  care,  but  with 
a personal  interest  in  the  elderly  as  evidenced  by 
his  interest  during  medical  school  and  over  25 
years  with  a large  complement  of  elderly  patients 
in  his  clinic,  hospital,  and  nursing  home  practice. 
Another  member  of  the  team  was  a clinical  psy- 
chologist who  has  had  many  years  of  experience 
in  dealing  with  families,  their  interactions  and 
dynamics,  and  a special  interest  in  the  problems 
associated  with  aging.  There  were  two  residents 
on  the  team;  they  volunteered  to  add  their  ener- 
gy and  expertise  in  geriatrics  and  at  the  same  time 
better  learn  to  render  service  to  those  elders  in 
their  residency  clientele  and  finally  in  their  per- 
manent practice  sites. 

There  was  a registered  pharmacist  who  also 
was  in  charge  of  a regional  quality  assurance  pro- 
gram with  the  Southwest  Tennessee  Regional 
Public  Health  Office.  The  services  of  the  region- 
al Department  of  Human  Services  director,  who 
has  worked  in  this  area  for  many  years,  has  made 
a significant  contribution  in  the  discovery  of  cas- 
es and  coordination  of  data  collection  concerning 
the  circumstances  and  needs  of  each  client,  as  well 
as  aiding  in  protection  of  the  individual  client  s 
rights. 
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Nurse  clinicians  who  taught  in  our  residency 
program  served  as  advocates  for  the  clients’  per- 
sonal, physical,  and  nursing  needs,  and  brought 
a unique  perspective  of  meeting  human  needs  so 
often  overlooked.  To  complete  this  team,  a doc- 
toral medical  educator  coordinated  and  evaluat- 
ed the  educational  aspect,  to  meet  the  needs  of 
the  residency  program  and  assist  in  the  dissemi- 
nation of  the  educational  process  to  other  health 
care  professionals  in  the  community  and  our 
medical  schools. 

One  of  the  most  significant  facts  concerning 
the  dilemma  of  our  senior  citizens  is  how  the  el- 
derly feel  about  their  circumstances.  The  aged 
usually  have  positive  feelings  about  their  aging 
and  dying.  Obviously,  they  see  youth  as  desira- 
ble, and  tend  occasionally  to  use  denial  against 
being  old.  The  healthy  old  person  seems  not  to 
experience  our  cultural  stereotype  of  old  age,2  and 
it  has  generally  been  accepted  that  the  severity 
of  abuse  is  related  to  the  amount  and  kinds  of 
disability  rather  than  age  per  se. 

Though  I have  seen  several  definitions  of  abuse 
of  the  elderly,  none  has  been  more  complete  than 
the  one  given  by  Levine:  “Abuse  ...  is  any  ac- 
tion on  the  part  of  an  elderly  person’s  family 
(family  being  defined  as  any  relatives  related  by 
blood,  marriage  or  adoption,  and  any  associated 
persons  who  have  daily  household  contact,  such 
as  a housekeeper  or  roommate,  or  any  person 
upon  whom  the  elder  is  reliant  for  his  daily  needs 
of  food,  clothing,  or  shelter),  or  a professional 
caretaker  to  take  advantage  of  his  person,  prop- 
erty, or  emotional  being  through  threat  of 
violence,  use  of  violence,  or  use  of  disciplinary 
restraints  (i.e.,  physical  and  chemical  straight- 
jacketing)  or  negligence  on  the  part  of  the  care- 
taker to  provide  basic  needs.”2  They  designated 
persons  over  60  as  elderly  in  their  article. 

It  seems  to  be  generally  accepted  that  the 
British  have  been  on  the  forefront  of  geriatric 
care,  and  especially  rehabilitation  of  the  older 
person.  Baker  in  England  has  coined  the  now  ac- 
cepted term  “granny  battering.”  He  chose  this 
term  to  bring  attention  to  the  reality  “that  old 
ladies  might  be  ill-treated  not  only  by  short-tem- 
pered relatives,  but  also  by  well-meaning  hospi- 
tal staff.”2 

It  has  been  estimated  that  500,000  persons 
aged  65  or  older  who  live  with  relatives  are  now 
being  abused.  Abuse  of  the  elders  is  at  the  hands 
of  relatives,  neighbors,  and  friends.  Abuse  of 
these  persons  is  multiple.2 

In  our  work  with  our  team  we  have  seen  abuse 
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in  many  forms,  including  psychological,  physical, 
financial,  and  general  neglect,  which  is  particu- 
larly difficult  to  detect  and  also  difficult  to  eval- 
uate. Even  though  we  suspect  that  abuse  has  oc- 
curred, isolation  of  these  persons  and  their  mental 
status  make  documentation  and  evaluation  very 
difficult  when  trying  to  find  fair  and  appropriate 
disposition. 

The  first  point  is  that  we  must  make  all  per- 
sons aware  and  to  personally,  realistically  face  the 
simple  fact  that  time  will  make  each  of  us  an  old- 
er citizen.  As  long  as  we  ignore  that,  our  chance 
of  success  has  been  lessened.  Only  after  educa- 
tion of  the  public,  persons  in  government,  and 
health  care  services,  can  we  expect  to  remove  this 
blight  on  our  society  and  bring  geriatric  abuse 
out  of  the  closet  to  its  proper  state  of  awareness. 

GAIT  may  fail  to  function  for  several  reasons. 
One  problem  has  been  that  for  so  many  years 
physicians  have  been  the  only  persons  to  make 
decisions  about  patient  care,  because  it  is  diffi- 
cult for  physicians  and  other  health  care  profes- 
sionals to  share  these  responsibilities.  The  var- 
ious disciplines  may  see  a problem  in  a different 
light,  making  negotiations  necessary  before  a fi- 
nal plan  can  be  effected.  It  is  also  more  time- 
consuming  when  meetings  must  take  place  be- 
fore a final  decision  is  reached,  even  though  the 
decisions  are  generally  more  appropriate. 

Power  struggles  within  the  team  itself  can  be 
very  destructive.  To  be  able  to  function  most  suc- 
cessfully, each  member  must  know  and  feel  that 
the  patient’s  needs  can  best  be  served  by  the  in- 
terdisciplinary team  approach. 

We  believe  our  experience  has  now  been  suc- 
cessful and  has  served  our  clients’  best  interests. 
We  have  been  careful  to  see  that  emotionalism 
and  sensational  aspects  have  been  left  aside,  and 
have  tried  to  use  the  same  logical  steps  and  de- 
cisions that  a physician  would  use  in  his  ap- 
proach to  a medical  problem.  Our  basic  proposal 
is  that  in  all  communities  such  a team  could  be 
assembled  from  available  interested  and  knowl- 
edgeable people.  The  necessary  ingredients  are 
caring  about  people,  a basic  knowledge  of  their 
needs,  and  a desire  to  respect  and  cooperate  with 
all  team  members  sharing  equally  in  the  deci- 
sion-making— The  Principles  of  Democracy. 

REFERENCES 

1.  The  elderly:  Newest  victims  of  familial  abuse,  news.  JAMA  243:1221-1225, 
1980. 

2.  Kimwey  L R,  et  al:  Abuse  of  the  elderly — The  hidden  agenda.  I.  The 
caretakers  and  the  categories  of  abuse.  J Am  Geriatr  Soc  29:465-472,  1981. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Health  and  Environment  Report 


Medicaid’s  Second  Surgical  Opinion  Program 

PEGGY  A.  ALSUP,  M.D. 


The  Tennessee  Medicaid  Program  costs  con- 
tinue to  expand  at  a rate  in  excess  of  that  of  all 
other  state  programs.  Although  the  escalation  of 
public  and  private  health  care  costs  are  of  con- 
cern to  everyone,  Medicaid  officials  must  try  to 
stretch  their  limited  budget  to  respond  to  infla- 
tion as  well  as  an  ever-increasing  demand  for 
services.  The  realization  of  limited  funds,  an  in- 
herent desire  to  operate  a cost-effective  pro- 
gram, and  externally  imposed  imperatives  have 
dictated  that  measures  be  implemented  each  year 
to  control  expenditures.  These  measures  have 
been  developed  and  executed  in  such  a way  as  to 
minimize  any  adverse  impact  on  the  quality  of 
care  or  provider  participation. 

The  Second  Surgical  Opinion  Program  has 
been  established  to  afford  the  Medicaid  recipient 
in  Tennessee  the  opportunity  to  obtain  another 
opinion  regarding  certain  elective  surgical  pro- 
cedures. The  following  five  procedures  have  been 
designated  to  require  a second  opinion  because 
there  is  frequently  a significant  difference  of 
opinion  among  physicians  about  the  necessity  of 
performing  these  procedures:  hysterectomy,  her- 
nia repair — inguinal,  tonsillectomy  and  adeno- 
idectomy,  dilatation  and  curretage,  and  cholecys- 
tectomy. 

This  program  is  intended  to  control  the  utili- 
zation of  services,  and  in  so  doing,  reduce  Med- 
icaid costs  without  any  compromise  in  the  quality 
of  care  delivered  to  the  recipient.  Most  impor- 
tantly, avoiding  unwarranted  surgical  procedures 
eliminates  the  occurrence  of  certain  morbid  states 
and  mortalities.  This  program  allows  the  Medi- 
caid recipient  to  be  better  informed  and  to  make 
his  own  choices  about  recommended  surgery. 

Unlike  other  Medicaid  Second  Surgical  Opin- 
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ion  Programs,  in  which  intermediaries,  founda- 
tions, or  external  consultants  are  used,  the  Ten- 
nessee program  follows  an  uncomplicated 
approach  relying  on  the  sentinel  effect  to  reduce 
the  performance  of  unconfirmed  surgery.  It  is 
modeled  after  the  highly  successful  Missouri  Sec- 
ond Surgical  Opinion  Program.  Therefore,  if  the 
second  opinion  differs  from  the  first  and  does  not 
recommend  surgery,  Medicaid  will  still  reimburse 
for  the  procedure  if  the  patient  and  first  physi- 
cian elect  to  proceed  with  surgery. 

It  has  been  estimated  that  on  a national  basis, 
the  number  of  unwarranted  surgical  procedures 
in  1979  amounted  to  2.38  million,  with  a cost  of 
$2.72  billion.1 

In  Tennessee,  during  the  first  12  months  of 
operation,  a net  savings  of  $1.2  million  is  proj- 
ected. This  is  based  on  an  anticipated  20%  re- 
duction in  performance  of  selected  procedures. 
Any  physician  who  participates  in  the  Second 
Surgical  Opinion  Program  must  be  enrolled  in  the 
Tennessee  Medicaid  Program.  The  first  opinion 
may  be  rendered  by  any  qualified  physician  (sur- 
geon or  non-surgeon).  The  second  opinion  must 
be  rendered  by  a physician  qualified  in  the  ap- 
propriate specialty.  Board  certification  is  not  re- 
quired in  order  to  participate  in  this  program. 
Physicians  who  provide  services  may  be  in  group 
practice  or  may  have  an  institutional  connection; 
however,  we  are  encouraging  recipients  and  phy- 
sicians to  obtain  second  and  third  opinions  from 
physicians  who  are  not  in  association  with  each 
other. 

A second  surgical  opinion  is  not  required  for 
Medicaid  reimbursement  for  any  one  of  the  spec- 
ified surgical  procedures  if  the  recipient  must 
travel  more  than  40  miles  or  one  hour  in  order 
to  obtain  the  second  opinion.  Medicare/Medicaid 
recipients  are  excluded  from  the  requirements  of 

( Continued  on  page  539) 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 42-year-old  woman  who  had  a syncopal  episode  24  hours  prior  to  admission 
was  admitted  to  a community  hospital  with  third  degree  heart  block  with  a rate 
of  30.  After  a temporary  pacemaker  electrode  was  placed  percutaneously  via  the 
right  subclavian  vein  she  was  transferred  to  St.  Thomas  Hospital  for  more  defin- 
itive therapy.  This  electrocardiogram  was  taken  just  after  transfer  (Fig.  1). 
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Figure  1 


Discussion 

A ventricularly  paced  rhythm  is  present  with 
a pacing  spike  preceding  each  QRS  complex.  P 
waves  are  present  without  obvious  ventricular 
capture,  although  the  second  beat  in  simultane- 
ous leads  I,  II  and  III  has  a narrowed  configura- 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202. 
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tion  and  likely  represents  a fusion  of  paced  and 
captured  beat.  The  low  amplitude  pacing  spike  is 
compatible  with  a bipolar  pacemaker.  (Unipolar 
pacemakers  result  in  much  larger  spike  voltage.) 

Pacing  electrodes  are  commonly  placed  in  the 
apex  of  the  right  ventricle.  An  electrode  in  the 
normal  position  will  produce  a leftward  posterior 
orientation  of  the  QRS  forces  (as  the  origin  of 
pacing  is  in  the  rightward  anterior  portion  of  the 
heart).  An  unusual  finding  on  this  tracing  is  the 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Figure  2 


prominent  R wave  in  V\  and  V2  generated  by 
anterior  QRS  forces.  The  anterior  QRS  force 
seen  in  Fig.  1 strongly  suggests  ectopic  position 
of  the  pacing  electrode,  usually  reflecting  left 
ventricular  pacing. 

A PA  and  lateral  chest  film  (Figs.  2 and  3) 
discloses  the  pacing  electrode  to  have  a strikingly 
posterior  but  midline  orientation.  This  electrode 
has  been  inadvertently  placed  via  the  coronary 
sinus  into  the  middle  cardiac  vein.  The  posterior 
electrode  location  generates  abnormally  anterior 
QRS  forces  resulting  in  prominent  paced  R waves 
in  Vx. 


Health  and  Environment  Report . . . 

( Continued  from  page  537) 

this  program.  The  specified  surgical  procedures 
are  exempt  from  the  requirements  if  they  are 
performed  incidental  to  a more  major  proce- 
dure. 

Although  the  Second  Surgical  Opinion  Pro- 
gram is  mandatory,  it  is  structured  so  that  the 
physicians  involved  have  the  greatest  possible 


Figure  3 


The  temporary  electrode  was  removed  and  re- 
placed with  a permanent  electrode  and  pulse 
generator. 

IMPRESSION : Ventricular  pacemaker  function- 
ing normally  with  ectopic  electrode  position. 


opportunity  to  exercise  their  professional  judg- 
ments without  the  intervention  that  an  overly 
regulated  and  organized  program  would  impose. 

REFERENCES 

1.  Containing  Medicaid  Costs:  Second  Surgical  Opinion  Programs.  State 
Medicaid  Program  Information  Center,  Center  for  Policy  Research.  National 
Governor’s  Association,  Nov.  1982. 
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Loss  Prevention  Case  of  the  Month 


Elective  Sterilization:  No  Guarantees 

J.  KELLEY  AVERY,  M.D. 


A 32-year-old,  para  3,  gravida  3 presented 
herself  to  her  gynecologist  requesting  a tubal  lig- 
ation. A thorough  examination  at  that  time  re- 
vealed no  contraindications  for  surgery  or  gen- 
eral anesthesia.  The  patient  and  the  doctor 
discussed  various  methods  of  sterilization.  The 
patient  elected  a method  designed  to  occlude  the 
fallopian  tubes.  Admission  was  arranged  for  one 
month  later  and  the  patient  was  given  a booklet 
written  by  the  manufacturer  of  the  occlusion  de- 
vice to  read  in  the  interim.  The  booklet  de- 
scribed the  procedure  and  its  risks  and  benefits. 

The  patient  was  admitted  as  previously  ar- 
ranged. During  evening  rounds,  the  physician 
asked  if  she  had  read  the  booklet  to  which  the 
patient  replied,  “yes.”  She  was  asked  if  she  had 
any  questions  and  she  answered,  “no.”  The  doc- 
tor then  had  the  patient  sign  a standard  consent 
form,  and  the  patient  was  taken  to  the  operating 
room  the  next  morning.  Following  routine  skin 
preparation  and  drape,  the  abdominal  cavity  was 
inflated  and  the  laparoscope  inserted.  The  oc- 
cluding device  was  placed  over  the  loop  of  each 
tube.  There  were  no  anatomical  abnormalities 
and  visibility  was  good. 

The  patient  was  seen  for  follow-up  visits  as  in- 
structed and  continued  to  see  the  doctor  on  a 
regular  basis  for  annual  check-ups.  When  it  was 
discovered  on  one  of  the  routine  visits  that  the 
patient  was  pregnant,  she  filed  suit  for  alleged 
negligence  in  performing  the  tube  occlusion  sur- 
gery and  for  breach  of  warranty. 

The  physician  testified  at  the  trial  that  he  had 
never  personally  read  the  booklet  that  he  gave 
his  patients,  but  had  assumed  it  explained  the 
procedure  better  than  he  could.  The  patient  tes- 
tified that  the  doctor  had  asked  if  she  had  read 


Dr.  Avery  is  the  medical  director  of  State  Volunteer  Mutual  In- 
surance Company. 
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the  booklet,  but  denied  saying  she  had.  In  fact, 
although  she  could  sign  her  name,  she  could  not 
read.  In  addition,  she  stated  that  the  doctor  had 
said  this  procedure  was  intended  to  be  perma- 
nent. Her  attorney  further  relied  on  the  booklet 
that  the  doctor  had  given  the  patient,  which  stat- 
ed, “If  applied  properly,  this  device  will  not  fail.” 

Loss  Prevention  Points 

The  real  issue  in  this  case  is  informed  consent. 
The  patient,  surprised  by  an  unexpected  result, 
claimed  her  doctor  was  negligent.  The  facts  do 
not  point  to  negligence  in  his  performing  the 
procedure,  but  there  is  no  record  or  documenta- 
tion of  informed  consent.  Not  only  did  the  doc- 
tor rely  on  a written  booklet  prepared  by  the 
manufacturer  of  the  occlusion  device,  he  had  not 
read  the  booklet  and  did  not  follow  up  with  his 
own  comments  to  be  certain  the  patient  under- 
stood. Informed  consent  is  a process.  It  requires 
that  the  patient  receive  enough  information  to 
make  an  informed  decision  about  what  the  doc- 
tor will  do.  Without  sufficient  information,  the 
patient  may  be  surprised  at  the  outcome  and 
might  sue  the  doctor,  claiming  that  if  only  she 
had  known  of  the  risk,  she  would  not  have  con- 
sented to  that  procedure  or  might  have  opted  for 
another  course  of  action. 

Doctors  can  also  find  themselves  with  legal 
problems  if  they  make  statements  that  the  pa- 
tient construes  as  warranties  or  guarantees.  Ap- 
parently the  doctor  did  not  explain  to  the  patient 
that,  although  sterility  was  the  intended  result  of 
the  procedure,  there  is  absolutely  no  guarantee 
that  this  will  be  the  case.  The  doctor  should  have 
explained  that  although  the  failure  rate  is  less 
than  1%,  there  is  always  the  chance  of  pregnan- 
cy, even  after  the  surgery  is  properly  performed. 
The  patient  should  also  be  told  that  the  body  it- 
self will  attempt  to  repair  any  injury  to  its  repro- 
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ductive  system,  so  that  she  understands  that  fu- 
ture pregnancy  does  not  automatically  mean  her 
doctor  improperly  performed  the  procedure.  Here 
the  doctor  allowed  a booklet,  which  he  had  nev- 
er read,  to  speak  for  him  that  “if  applied  prop- 
erly, this  device  will  not  fail.”  No  surgical  proce- 
dure should  ever  be  guaranteed. 

Once  the  doctor  has  fully  discussed  the  pro- 
cedure and  its  benefits  and  risks  with  the  patient, 
the  discussion  should  be  documented.  Many  doc- 
tors have  their  patients  sign  a form  indicating  that 
such  a discussion  has  taken  place,  that  the  pa- 
tient understands  what  will  be  happening,  and 
agrees  to  the  procedure.  Certainly,  this  docu- 


mentation would  be  acceptable  if  it  specifically 
covers  the  discussion  with  this  particular  patient. 
The  preferred  informed  consent  documentation 
is  a note  in  the  patient’s  chart  stating  that  the 
doctor  discussed  the  procedure,  its  benefits,  the 
risks  of  having  or  not  having  the  procedure,  and 
any  alternatives,  with  the  patient,  and  that  she 
understood  and  agreed  to  go  ahead.  A note  made 
by  the  doctor  shortly  after  such  a discussion  can- 
not be  later  undermined  by  the  plaintiff’s  attor- 
ney, whose  witness  testifies  that,  yes,  she  signed 
the  informed  consent  form,  but  did  not  read  it 
and/or  did  not  understand  what  she  was  signing. 


WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
1407  Union  Avenue,  Suite  407 
Memphis,  TN  38 104 
(901)  521-2855 
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Thomas  K.  Ballard 


House  Calls 

Before  the  advent  of  hospital  emergency  rooms,  freestanding  emergency 
centers,  and  outpatient  departments,  there  was  once  an  entity  called  a house 
call.  There  are  many  of  us  who  still  make  house  calls  to  see  our  patients 
who  are  unable  to  come  to  us  for  their  care.  I will  be  the  first  to  agree  that 
sometimes  it  is  not  advantageous  for  the  patient  to  be  seen  on  a house  call. 
I will  also  be  the  first  to  agree  that  there  are  certain  patients  who  need  to 
be  seen  in  the  home.  There  are  those  who  are  physically  unable  to  come  to 
our  office,  who  can  be  seen  in  the  home.  When  you  are  on  a house  call  you 
have  the  contents  of  your  physician’s  bag,  your  eyes,  your  hands,  your  ears, 
and  your  mind  to  help  you.  You  will  go  in  and  see  the  patient’s  surround- 
ings, his  family,  how  he  is  cared  for,  and  then  you  will  examine  the  patient. 
By  the  use  of  your  stethoscope,  your  sphygmomanometer,  your  hands,  and 
your  eyes,  you  will  examine  the  patient,  make  or  confirm  a diagnosis,  and 
prescribe  if  necessary.  Often  this  will  be  the  only  chance  that  you  as  a phy- 
sician will  have  to  see  the  family  members  who  care  for  your  patient,  to 
establish  a rapport  with  these  individuals  which  can  help  you  assess  your 
patient’s  needs,  and  help  evaluate  the  type  of  care  which  your  patient  should 
have.  Often  you  will  be  asked  to  have  a cup  of  coffee,  or  a piece  of  straw- 
berry pie,  and  then  a few  minutes  conversation  with  the  family  about  your 
patient’s  condition,  prognosis,  and  specific  areas  in  which  the  family  can 
help  in  the  care  of  your  patient.  This  gives  you  a chance  to  relax  for  a few 
moments  and  to  reflect. 

I wonder  if  the  medical  profession  itself  needs  to  have  a house  call.  A 
time  when  we  can  use  our  hands,  our  eyes,  our  ears,  and  our  minds,  to 
reflect  upon  the  conditions  in  which  we  find  ourselves  today.  We  need  to 
reflect  upon  where  we  have  been,  upon  where  we  are  at  the  present  time, 
and  what  the  future  holds  for  the  practice  of  medicine.  We  need  to  stop  for 
a moment  and  think  through  the  circumstances  in  which  we  find  ourselves 
today.  It  has  been  said  that  the  practice  of  medicine  changes  every  five  years, 
and  I firmly  believe  this.  There  are  ever-changing  treatment  regimes,  new 
medications,  and  techniques,  which  apply  to  our  patient  care.  There  are  new 
skills  to  learn  which  through  our  hands  can  benefit  our  patients;  these  in- 
clude new  surgical  techniques,  new  diagnostic  procedures,  and  new  treat- 
ment procedures.  By  the  use  of  our  eyes  we  can  benefit  from  the  research 
of  other  practitioners  and  learn  from  their  experience  to  better  the  practice 
of  medicine;  this  includes  the  use  of  our  medical  journals,  continuing  medi- 
cal education  programs,  video  clinics,  and  enduring  materials.  It  is  difficult 
to  find  the  time  to  keep  up  with  all  of  the  fields  of  medicine  in  these  busy 
times.  I have  found,  in  my  association  with  medical  students  and  family 
practice  residents,  that  I am  stimulated  by  them  to  learn  each  day.  We  need 
to  use  our  minds  to  think  of  new  ways  to  protect  our  patients  from  the  many 
factors  eroding  our  practices. 

Yes,  I think  the  medical  profession  can  benefit  from  a house  call.  I think 
if  we  will  stop,  look,  and  listen,  as  we  once  did  on  a house  call,  we  can 
benefit  not  only  ourselves,  but  can  help  the  entire  medical  profession. 
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To  a Mind  Unossified 

I have  frittered  away  enough  travel  time  in 
traffic  jams  to  appreciate  the  interstate  system, 
though  I must  say  the  interstates  have  not  entire- 
ly solved  the  problem.  It  has  frequently  simply 
changed  the  venue,  as  at  least  twice  each  day  the 
interstates  become  one  vast  parking  lot.  Never- 


theless, without  the  interstate  highways  the  city 
streets  could  not  hope  to  handle  the  flow  of  traff- 
ic, and  so  despite  inconveniences  and  disloca- 
tions, most  Nashvillians  are  happy  to  see  the  long 
delayed  intracity  outer  loop  taking  shape. 

For  the  past  15  years  or  so  I have  followed  a 
route  to  work  that  took  me  mostly  along  tree- 
lined  side  streets  through  quiet  residential  neigh- 
borhoods, thereby  avoiding  the  press  of  traffic 
on  the  major  thoroughfares.  It  was  a circuitous 
route,  not  made  for  time-saving  except  in  the 
most  vicious  moments  of  the  to-and-fro  rush,  but 
it  allowed  the  attention  to  stray  occasionally  from 
bumpers  fore  and  (in  the  mirror)  aft  to  shaded 
green  lawns  flowered  with  dogwood,  crepe  myr- 
tle, and  so  on,  the  glare  softened  by  overhanging 
boughs  and  the  air  scented  with  other  things  than 
burning  hydrocarbons.  Depending  upon  the  time 
of  day,  the  trip  either  began  or  ended  in  Centen- 
nial Park. 

Though  portions  of  it  are  still  intact,  all  I have 
left  of  much  of  that  route  are  fond  memories.  It 
is  one  of  the  victims  of  progress,  one  of  the  in- 
conveniences that  pay  for  the  interstate,  which 
cuts  across  every  access  from  suburbs  to  city.  The 
inconvenience  is  a minor  thing,  to  be  sure,  one 
not  even  to  be  compared  with  the  major  dislo- 
cations suffered  by  evicted  families  and  business- 
es, but  important  just  the  same.  Some  of  the 
course  will  remain  largely  unchanged  after  the 
streets  are  repaved  from  the  disruption  of  sewer 
lines.  Other  landmarks,  including  one  imposing 
Victorian  mansion,  are  gone  forever,  to  live  only 
in  the  memories  of  those  who  enjoyed  them  in 
one  way  or  another. 

The  landscape  generally  changes  impercepti- 
bly— a house  gone  here,  a tree  there,  a new  con- 
dominium instead  of  a stately  home — or,  con- 
trariwise, a new  facade  for  a dilapidated  dowager, 
new  flowering  shrubs  or  trees,  and  so  on.  Mostly, 
though,  the  scenic  portion  of  my  drive  home  has 
constricted  steadily  with  the  inexorable  urban 
sprawl  out  into  the  suburbs.  Interstates  take  a 
big  chunk.  There  is  ever  less  open  space  on  which 
to  spread  a pristine  snowfall,  for  instance,  or 
places  to  watch  the  first  autumn  frost  tip  the  ma- 
ples with  red  and  gold.  As  the  memory  machine 
begins  to  run  out  of  fuel,  the  memory  bank  de- 
velops a negative  flow,  a situation  that  could  stul- 
tify. 

When  I was  small  I was  given  a set  of  books 
entitled  My  Book  House.  To  introduce  its  won- 
ders, in  the  front  of  volume  one  was  a quotation 
that  said,  “The  world  is  so  full  of  a number  of 
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things,  I am  sure  we  should  all  be  as  happy  as 
kings.”  Regardless  of  the  verity  of  the  second 
statement,  the  first  is  sure  enough  so.  Whenever 
one  input  terminal  is  frozen  or  clogged,  others 
always  spring  up  to  take  its  place.  Like  my  daily 
travels,  things  in  general  change  here  a little, 
there  a little,  and  sometimes  a lot.  With  current 
means  of  communication,  though,  no  matter  how 
landlocked  one  becomes,  a world  full  of  wonders 
is  always  open  to  him.  There  are  so  many  ways 
the  mind  can  soar  over  oceans  and  mountains  and 
even  leap  far  into  space  that  the  possibilities  for 
the  memory  bank  are  virtually  limitless.  Though 
they  are  certainly  something  less  satisfying  than 
being  there,  they  will  do  in  a pinch. 

Aging  is  due  to  many  things,  and  there  is  no 
help  for  it.  Aging  is  a matter  between  the  calen- 
dar, the  genes,  and  the  environment,  and  likely 
many  imponderables  as  well.  But  aging  and 
growing  old  are  not  the  same  thing.  I have  an 
idea  that,  barring  accidents,  growing  old  is  un- 
necessary— that  it  is  not  so  much  due  to  ossifi- 
cation of  our  arteries  as  of  our  memories  and  our 
visions  and  dreams,  and  we  can  certainly  do 
something  about  that. 

J.B.T. 


From  Remission  to  Hope 

Down  in  White  Bluff — or  perhaps  better,  up, 
since  it  is  on  the  highland  rim — in  the  beauty  of 
the  hills  of  Middle  Tennessee  the  American  Can- 
cer Society  (ACS)  invests  several  thousands  of 
your  dollars  each  summer  in  a camp  for  children 
with  cancer.  For  the  rather  obvious  reason  that 
the  disease  in  the  children  who  come  there  is  in 
remission,  the  camp  is  named  Camp  Remission. 
The  children  look  like  any  other  happy  group  on 
an  outing  as  they  canoe  on  the  lake,  hike  in  the 
woods,  or  play  ball.  They  are  very  like  your  own 
more  fortunate  children.  They  can  be  themselves 
and  forget  their  plight  for  the  moment  because 
among  their  cancer-ridden  peers  they  have  nei- 
ther to  pretend  nor  be  defensive.  They  gain 
courage  from  one  another,  and  from  the  older  or 
more  experienced  the  younger  ones  learn  to  cope 
with  their  disease.  Without  exception  they  look 
toward  next  year’s  camp  with  eager  anticipation, 
even  while  recognizing  that  not  every  one  will  be 


there — a situation  they  share  with  every  other 
mortal  being,  only  with  greater  immediacy. 

With  the  characteristic  optimism  of  youth,  the 
children,  particularly  the  St.  Jude’s  contingent, 
have  urged  a name  change  to  Camp  Hope.  They 
believe,  you  see,  that  their  situation  is  no  longer 
hopeless,  and  for  some  of  them  that  is  true.  It  is 
true  due  to  the  time,  effort,  and  money  invested 
in  their  welfare  by,  among  others,  countless  ACS 
volunteers  and  donors,  scientists  working  to  un- 
lock cellular  secrets,  and  clinicians  who  apply 
their  data. 

These  young  cancer  victims  have  hope  not  just 
because  of  natural  optimism.  A few  short  years 
ago  the  outlook  for  almost  every  one  of  them 
was  bleak.  Now  at  least  some  of  them  have  rea- 
son to  be  hopeful,  and  the  situation  is  improving 
all  the  time.  The  end  we  all  look  to  is  for  ole 
Camp  Whazisname  to  be  no  more  than  a mem- 
ory from  the  days  when  children  had  cancer.  That 
time  seems  closer,  but  the  cells  guard  their  se- 
crets carefully,  and  their  workings  are  intricate 
indeed.  Nevertheless,  bit  by  bit  the  picture  is  be- 
ginning to  fall  into  place. 

In  the  meantime,  what  we  need  to  be  sure  of 
is  that  we  continue  both  corporately  and  individ- 
ually to  do  whatever  we  can  to  merit  the  trust 
that  prompted  those  children’s  wish  to  rename 
the  camp. 

J.  B.  T. 


Paul  H.  Cardwell , age  85.  Died  March  30,  1984.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 

Haskell  W.  Fox,  Sr.,  age  75.  Died  July  14,  1984. 
Graduate  of  the  University  of  Maryland  School  of 
Medicine.  Member  of  Greene  County  Medical  Soci- 
ety. 

William  Templeton  Howard,  age  71.  Died  July  15, 
1984.  Graduate  of  Emory  University  School  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 

Matthias  (Matt)  Brickell  Murfree,  age  66.  Died  July 
12,  1984.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Rutherford  County/Stones  Riv- 
er Academy  of  Medicine. 
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Donald  Wilson  Oelker,  age  78.  Died  July,  1984.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Patricia  A.  Woodall,  M.D.,  LaFollette 

CHATTANOOGA  HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Patrick  F.  Dolan,  M.D.,  Chapel  Hill,  NC 
Roger  C.  Jones,  M.D.,  Ft.  Oglethorpe,  GA 
Waldemar  Kutzner,  M.D.,  Collegedale 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

John  W.  Hayes,  M.D.,  Brownsville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Stanley  W.  Erwin,  M.D.,  Knoxville 
Donald  E.  Lighter,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Walter  H.  Gardiner,  M.D.,  Columbia 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Joel  F.  Bradley,  M.D.,  Clarksville 
Charlotte  E.  Gant,  M.D.,  Clarksville 
Linda  L.  Hawkins,  M.D.,  Clarksville 
Gary  L.  Larkins,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Thomas  G.  Adkins,  M.D.,  Nashville 
Jean  R.  Anderson,  M.D.,  Nashville 
Edward  R.  Chaisson,  M.D.,  Nashville 
Jean  M.  Guyton,  M.D.,  Nashville 
Martin  B.  Hirsch,  M.D.,  Nashville 
Madan  V.  Kulkarni,  M.D.,  Nashville 
William* S.  McDougal,  M.D.,  Nashville 
Samuel  McQueen,  M.D.,  Hermitage 
Patrick  W.  Meacham,  M.D.,  Nashville 
Howard  H.  Rosenblum,  M.D.,  Nashville 
Mary  Ann  Snowden,  M.D.,  Nashville 
Fredia  S.  Wadley,  M.D.,  Nashville 

(Student) 

David  M.  Coussens,  M.D.,  Nashville 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Steven  W.  Morgan,  M.D.,  Bristol 

WASHINGTON/UNICOI/JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Peter  Haibach,  M.D.,  Mountain  City 
John  L.  Whitlock,  M.D.,  Mountain  City 
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TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-six  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
June  1984. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these  must 
be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA 

Dave  A.  Alexander,  M.D.,  Nashville 
James  S.  Bell,  M.  D. , Memphis 
Patricia  M.  Bihl-Miranda,  M.D.,  Nashville 
Thornton  E.  Bryan,  M.D.,  Memphis 
Charles  C.  Chitwood,  Jr.,  M.D.,  LaFayette 
JohnJ.  Craven,  M.D.,  Knoxville 
John  P.  Curlin,  M.D.,  Jackson 
Richard  A.  Dew,  M.D.,  Oak  Ridge 
Mary  C.  M.  Dundon,  M.D.,  Hendersonville 
Nicholas-John  Economides,  M.D.,  Memphis 
Howard  R.  Foreman,  M.D.,  Nashville 
Roland  W.  Gray,  M.D.,  Nashville 
Richard  A.  Krause,  M.D.,  Chattanooga 
Raymond  F.  Mayer,  M.D.,  Memphis 
William  C.  McAfee,  M.D.,  Jackson 
Augustus  L.  Middleton,  M.D.,  Jackson 
William  H.  Morse,  M.D.,  Memphis 
George  M.  Ryan,  Jr.,  M.D.,  Memphis 
Richard  J.  Sanders,  M.D.,  Nashville 
James  W.  Sherrell,  M.D.,  Chattanooga 
Brent  A.  Soper,  M.D.,  Madison 
Radford  C.  Stewart,  III,  M.D.,  Nashville 
Charles  A.  Stilwell,  Jr.,  M.D.,  Franklin 
Dean  G.  Taylor,  M.D.,  Nashville 
James  L.  Thomas,  M.D.,  Jackson 
James  H.  Waters,  Jr.,  M.D.,  Knoxville 


announcement/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

Oct.  7-10  American  Neurological  Association — Hyatt 

Regency,  Baltimore 

Oct.  7-11  American  College  of  Chest  Physicians — An- 

atole,  Dallas 

Oct.  8-10  Emergency  Medicine  Today  '84  (sponsored 
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Oct.  9-12 
Oct.  9-12 

Oct.  9-14 
Oct.  9-14 

Oct.  10-13 
Oct.  10-13 
Oct.  12 

Oct.  13-16 
Oct.  13-17 
Oct.  17-20 
Oct.  17-20 
Oct.  19-24 
Oct.  21-26 
Oct.  22-25 
Oct.  22-27 

Oct.  23-27 

Oct.  24-28 

Oct.  24-28 

Oct.  25-26 


by  N.C.  Dept,  of  Human  Resources) — Win- 
ston-Salem, N.C. 

American  Academy  of  Family  Physicians — 
Crown  Center  Hotel,  Kansas  City,  Mo. 
Cardiac  Rehabilitation  Symposium  (spon- 
sored by  East  Jefferson  General  Hosp.) — 
Marriott,  New  Orleans 
American  Society  of  Maxillofacial  Sur- 
geons— Hilton,  Las  Vegas 
American  Society  of  Plastic  and  Reconstruc- 
tive Surgeons — Convention  Center,  Las  Ve- 
gas 

American  Association  for  Cancer  Educa- 
tion— Marriott,  Tarry  town,  N.Y. 

American  School  Health  Association — Wil- 
liam Penn,  Pittsburgh 

Selected  Topics  in  Pediatrics  (sponsored  by 
Eastern  Virginia  Medical  School/Children’s 
Hospital  of  the  King’s  Daughters) — Nor- 
folk, Va. 

National  Perinatal  Association — Hyatt  Re- 
gency, Dearborn,  Mich. 

American  Society  of  Anesthesiologists — 
Hilton,  New  Orleans 

American  College  of  Emergency  Physi- 
cians— Hyatt  Regency,  Dallas 
Clinical  Orthopaedic  Society — Fairmont 
Hotel,  New  Orleans 

American  Association  of  Blood  Banks — 
Convention  Center,  San  Antonio,  Tex. 
American  Congress  of  Rehabilitation  Medi- 
cine— Sheraton,  Boston 
Interstate  Postgraduate  Medical  Associa- 
tion— MGM  Grand,  Las  Vegas 
Society  of  Clinical  and  Experimental  Hyp- 
nosis— Hilton  Palacio  del  Rio,  San  Antonio, 
Tex. 

Association  of  American  Physicians  and 
Surgeons — Williamsburg  Lodge,  Williams- 
burg, Va. 

American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine — Sheraton,  Wash- 
ington, D.C. 

American  Academy  of  Neurological  and 
Orthopaedic  Surgeons — Caesars  Palace  Ho- 
tel, Las  Vegas 

American  College  of  Clinical  Pharamcolo- 
gy — Franklin  Plaza,  Philadelphia 


Oct.  27-Nov.  2 

Nov.  1-3 

Nov.  1-3 

Nov.  3-6 

Nov.  4-7 
Nov.  4-8 

Nov.  5-10 

Nov.  6-10 

Nov.  7-10 

Nov.  11-14 

Nov.  11-15 

Nov.  11-15 

Nov.  12-14 

Nov.  12-15 
Nov.  13-18 

Nov.  16-20 

Nov.  25-30 

Nov.  29-30 

Nov.  30-Dec.  3 


American  Society  for  Clinical  Pathologists — 
Marriott/Sheraton,  New  Orleans 
Association  of  Planned  Parenthood  Profes- 
sionals— Marriott  Hotel,  San  Antonio 
Society  for  Ear,  Nose  and  Throat  Advances 
in  Children — New  Orleans 
Eye-Bank  Association  of  America,  Palmer 
House,  Chicago 

Southern  Medical  Association,  New  Orleans 
Association  of  Military  Surgeons  of  the 
U.S. — Town  & Country,  San  Diego 
American  Society  of  Cytology — Atlanta 
Hilton 

American  Epilepsy  Society — Hyatt  Union 
Square,  San  Francisco 
International  Society  of  Ophthalmic  Ultra- 
sound— St.  Petersburg  Beach,  Fla. 

Academy  of  Psychosomatic  Medicine — 
Bellevue  Stratford,  Philadelphia 
American  Academy  of  Ophthalmology — 
Convention  Center,  Atlanta 
American  Public  Health  Association — Ana- 
heim, Calif. 

International  College  of  Surgeons,  U.S. 
Section — Pointe  Resort,  Phoenix 
American  Heart  Association — Miami  Beach 
American  Medical  Women’s  Association — 
Waldorf  Astoria,  New  York 
Gerontological  Society  of  America — Con- 
vention Center,  San  Antonio 
Radiological  Society  of  North  America — 
Convention  Center,  Washington,  D.C. 
American  Society  of  Dermatopathology — 
Washington,  D.C. 

American  Society  of  Contemporary  Oph- 
thalmology— Sahara  Hotel,  Las  Vegas 


STATE 

Oct.  1-2 

Tennessee  Valley  Medical  Assembly — Chat- 
tanooga Choo  Choo 

Oct.  4-5 

Tennessee  Society  of  Internal  Medicine — 
Hermitage  Hotel,  Nashville 

Oct.  14 

Tennessee  Psychiatric  Association — Opry- 
land  Hotel,  Nashville 

Nov.  5-9 

Tennessee  Academy  of  Family  Physicians — 
Gatlinburg 

TENNESSEE  MEDICAL  ASSOCIATION 
1 50TH  ANNUAL  MEETING 
April  10-13,  1985 

Hyatt  Regency  Hotel,  Memphis,  Tennessee 
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TfflA  continuing  medkql . 

I HIM  education  opportunilic/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  1 credit  toward  the 
AM  A Physician’s  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of  Con- 
tinuing Medical  Education,  Tennessee  Medical  Association,  112 
Louise  Ave.,  Nashville,  TN  37203. 

IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descriptions 
of  courses,  in  order  to  conserve  space,  most  of  them  will  be  published  in 
only  one  issue  of  the  Journal. 


IN  TENNESSEE 


Eligibility:  All  licensed  physicians  are  eligible.  Credit:  AM  A 
Physician’s  Recognition  Award  (Category  1)  and  A AFP  Con- 
tinuing Education  Accreditation.  Application:  For  informa- 
tion and  application  contact  Continuing  Medical  Education. 
Vanderbilt  School  of  Medicine,  CCC-5316  MCN,  Nashville. 
TN  37232,  Tel.  (615)  322-4030. 


Continuing  Education  Schedule 


Oct.  15-31 

Oct.  19-20 
Oct.  25-26 
Nov.  29-Dec.  1 
Dec.  7-8 


Obstetrics  and  Gynecology  in  China  (40 
hours) 

Annual  Fall  Pediatric  Symposium 
Medical  Alumni  Reunion  Annual  Meeting 
Oncology  Symposium 

High  Risk  Obstetrics  Seminar  and  the  Ev- 
erett M.  Clayton  Memorial  Lecture 


For  information  contact  Registrar,  Continuing  Medical 
Education,  Vanderbilt  School  of  Medicine,  CCC-5316  MCN, 
Nashville,  TN  37232,  Tel.  (615)  322-4030. 


VANDERBILT  UNIVERSITY 
Clinical  Training  Program 

Opportunities  for  advanced  clinical  education  for  physi- 
cians in  family  practice  and  in  various  subspecialties  have  been 
developed  by  the  School  of  Medicine  and  the  Division  of  Con- 
tinuing Education  of  Vanderbilt  University.  The  practicing 
physician,  with  the  guidance  of  the  participating  department 
chairman,  can  plan  an  individualized  program  of  one  to  four 
weeks  to  meet  recognized  needs  and  interests.  The  experience 
will  include  contact  with  patients,  discussion  with  clinical  and 
academic  faculty,  conferences,  ward  rounds,  learning  individ- 
ual procedures,  observing  new  surgical  techniques,  and  access 
to  excellent  library  resources.  Experience  in  more  than  one 
discipline  may  be  included. 


Participating  Departments  and  Divisions 


Allergy  and  Immunology  .... 

Anesthesiology 

Cardiology 

Chest  Diseases 

Clinical  Pharmacology 

Dermatology 

Diabetes 

Endocrinology 

Gastroenterology 

General  Internal  Medicine  . . . 

Hematology 

Medicine 

Neurology 

Obstetrics  and  Gynecology  . . . 

Oncology 

Orthopedics 

Pathology 

Pediatrics 

Preventive  Medicine 

Psychiatry 

Radiology 

Computed  Tomography  .... 
Magnetic  Resonance  Imaging 

Nuclear  Medicine 

Ultrasound 

Renal  Diseases 

Rheumatology 

Surgery 

Cancer  Chemotherapy 

General 

Neurological 

Ophthalmology 

Oral 

Otolaryngology 

Pediatric 

Plastic 

Renal  Transplantation 

Thoracic  ana  Cardiac 

Urology 


Samuel  Mamey,  M.D. 

Bradley  E.  Smith,  M.D. 

Gottlieb  C.  Friesinger,  III,  M.D. 

Kenneth  L.  Brigham,  M.D. 

John  A.  Oates,  M.D. 

Lloyd  E.  King,  M.D. 

Oscar  B.  Crofford,  M.D. 

David  N.  Orth,  M.D. 

Dewey  Dunn,  M.D. 

A.  W.  Anderson  Spickard,  M.D. 

Sanford  B.  Krantz,  M.D. 

John  A.  Oates,  M.D. 

Gerald  M.  Finichel,  M.D. 

Lonnie  S.  Burnett,  M.D. 

F.  Anthony  Greco,  M.D. 

Daniel  M.  Spengler,  M.D. 

William  H.  Hartmann,  M.D. 

David  T.  Karzon,  M.D. 

William  Schaffner,  M.D. 

Michael  H.  Ebert,  M.D. 

A.  Everette  James,  Jr.,  Sc.M.,  J.D.,  M.D. 

Max  I.  Shaff,  M.D. 

C.  Leon  Partain,  M.D.,  Ph.D. 

C.  Leon  Partain,  M.D.,  Ph.D. 

Arthur  C.  Fleischer,  M.D. 

Richard  L.  Gibson,  M.D. 

Theodore  Pincus,  M.D. 

Vemon  H.  Reynolds,  M.D. 

John  L.  Sawyers,  M.D. 

George  Allen,  M.D. 

James  FI.  Elliott,  M.D. 

H.  David  Hall,  D.M.D. 

Ronald  Cate,  M.D. 

Wallace  W.  Neblett,  M.D. 

John  B.  Lynch,  M.D. 

Robert  E.  Richie,  M.D. 

Harvey  W.  Bender,  M.D. 

W.  Scott  McDougal,  M.D. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  the  following  services 
and  departments  in  the  medical  school  to  allow  practicing 
physicians  to  participate  in  that  service’s  activities  for  a peri- 
od of  one  to  four  weeks.  This  program  provides  an  opportu- 
nity for  physicians  to  study  in  depth  for  a specified  period. 
The  schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents  and  faculty. 


Participating  Departments 


Anesthesiology  . . 
Family  Practice . . 
Internal  Medicine 
Cardiology  . . . 


Chest  Diseases 

Dermatology 

Gastroenterology 

Hematology/Oncology 

Neurology 

Obstetrics  and  Gynecology.  . 

Ophthalmology 

Orthopedics 

Pathology 

Pediatrics 

Surgery 

General 

Neurological 

Thoracic  and  Cardiovascular. 
Urology 


....  Mireille  Lecorps,  M.D. 
....  John  Arradondo,  M.D. 

John  Thomas.  M.D. 

Joseph  Hinds,  M.D. 
Paul  Alexander,  M.D. 
. . .Joseph  M.  Stinson,  M.D. 

Paul  A.  Talley,  M.D. 
. .Thomas  W.  Johnson,  M.D. 
. .Ludwald  O.  P.  Perry,  M.D. 
Buntwal  M.  Somayaji,  M.D. 
....  Robert  S.  Hardy,  M.D. 
Calvin  L.  Calhoun,  Sr.,  M.D. 

Gregory  Samaras,  M.D. 
....  Henry  W.  Foster,  M.D. 
....  Axel  C.  Hansen,  M.D. 
. . . Wallace  T.  Dooley,  M.D. 

Patrick  Lecorps,  M.D. 
....  Sheldon  Epstein,  M.D. 
. Festus  O.  Adebonojo,  M.D. 

. . . .Louis  J.  Bernard,  M.D. 
. . . Charles  E.  Brown,  M.D. 
...  Ira  D.  Thompson,  M.D. 
Harvey  Butler,  M.D. 


Application:  Henry  Moses,  Ph.D.,  Director,  Continuing  Ed- 
ucation, Meharry  Medical  College,  1005  D.B.  Todd  Avenue, 
North,  Nashville,  TN  37208,  Tel.  (615)  327-6235. 


BAPTIST  MEMORIAL  HOSPITAL 

Oct.  12-13  Impotence 

Oct.  26  Stroke  Rehabilitation 

Nov.  1-2  Rheumatology 

Nov.  14-15  Neonatal/Pediatric  Respiratory  Care 

Nov.  16-17  Nuclear  Medicine 


For  information  contact  Richie  L.  Nelms,  CME  Coordi- 
nator, Baptist  Memorial  Hospital,  899  Madison  Ave.,  Mem- 
phis, TN  38146;  or  call  toll-free  (800)  542-6848  in  Tennessee, 
or  local  number  (901)  522-5635. 
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Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/ Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Postmauate 
Medicine  1 

Where  Clinical  Diversity  is  an  Art. 


TA  A ^ 1985  CME  Cruise/ Conferences 

0on  legnl-Medical  Issues 

Accredited  for  20-24  CME  CAT.  1 Credits  by  The  Suffolk  Academy  of  Medicine 
Approved  for  20-24  AAFP  Prescribed  Credits 

The  programs  listed  below  were  scheduled  prior  to  12/31/80  and  conform  to  IRS  tax  deductibility 
requirements  under  Sec.  602  of  the  Tax  Reform  Act-P.L.  94-445,  effective  1/1/77,  with  the  excep- 
tion of  the  Hawaiian  Conferences,  which  conform  to  the  requirements  of  P.L.  97-424. 


24  CME  CREDITS 

24 

CME  CREDITS 

□ 

Man.  9-19  (from  Ft.  Lauderdale,  FL) 
10  day  Caribbean  - TSS  FAIRWIND 

□ 

*July  24-Aug.  3 (from  Ft.  Lauderdale,  FL) 
10  day  Caribbean  - TSS  FAIRWIND 

□ 

*Mar.  30-Apr.  10  (from  Los  Angeles,  CA) 
11  day  Mexican  Riviera  - TSS  FAIRSKY 

□ 

August  9-23  (from  Genoa,  Italy) 

14  day  Mediterranean  - MS  COLUMBUS 

□ 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

July  15, 1984 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  third  quarter  meeting  in  Gatlinburg,  Tenn.,  on  July  15,  1984. 


Committee  on  Rural  Health 


Ad  Hoc  Committee  to  Study  the 
Office  of  Vice  President 


SVMIC 


Mid-South  Foundation 
for  Medical  Care 


IMPACT 

Request  from  TMA  Auxiliary 


Finance  Committee 
Recommendation 


Physician  Reimbursement 
Committee 

Health  Promotions  for 
Older  Tennesseans 

Middle  Tennessee  Health 
Systems  Agency  Board 
Nomination 

Washington-Unicoi  Medical 
Society  Resolution 

AMA  Report 


Committee  to  Study  House  of 
Delegates  Composition 


THE  BOARD: 

Received  a report  on  the  fall  TMA  Rural  Health  Conference.  Topics  chosen 
for  discussion  include  Cost  of  Medical  Care,  Drug  Abuse  (including  misuse  of 
over-the-counter  medications)  and  Healthy  Life  Styles.  The  Conference  is  to 
be  held  in  Nashville,  Oct.  3. 

Heard  a report  that  the  following  members  had  been  appointed  to  the  Ad  Hoc 
Committee  to  Study  the  Office  of  Vice  President:  Drs.  Charles  W.  White, 
Chairman,  James  Hays,  Lloyd  Brown,  James  T.  Galyon,  and  George  A.  Zirkle, 
Jr. 

Received  a report  that  A.  M.  Best  Company,  a firm  which  annually  rates  all 
insurance  companies,  recently  gave  SVMIC  an  “A”  rating  and  indicated  SVMIC 
was  one  of  the  five  best-run  companies  of  the  approximately  36  physician- 
owned  companies  in  the  country.  Loss  Prevention  Seminars  have  been  very 
active  and  future  efforts  will  be  directed  toward  specialty  societies.  Claims  are 
continuing  to  increase  at  a 14%  rate. 

Heard  a report  that  Mid-South  Foundation  for  Medical  Care  had  been  ap- 
pointed by  HHS  as  the  PRO  for  Tennessee.  Since  Tennessee  is  the  second 
highest  state  in  the  nation,  percentagewise,  of  hospital  admissions  of  Medicare 
patients  per  100,000  population,  it  will  be  necessary  to  require  pre-admission 
certification  of  elective  surgery  patients. 

Received  a report  that  there  will  only  be  one  level  of  IMPACT  membership 
next  year  with  dues  $100. 

Agreed  to  contribute  $1,500  to  defer  printing  costs  of  the  Holiday  Sharing 
Card  Program  for  the  annual  fund-raising  efforts  of  the  AMA-ERF.  Mrs.  Wanda 
Gutch,  president  of  the  TMA  Auxiliary,  reported  Tennessee  submitted  the  sec- 
ond largest  contribution  in  the  nation  to  the  AMA-ERF  in  1983. 

Approved  a 401(k)  Salary  Reduction  Plan,  which  allows  TMA  to  make  a con- 
tribution for  all  employees  with  one  year  of  service  who  are  25  years  of  age. 
Employees  are  allowed  to  make  additional  contributions.  The  plan  will  be  ad- 
ministered by  Bankers  Life  of  Des  Moines. 

Agreed  to  name  a Committee  of  the  Board  to  consider  physician  reimburse- 
ment issues,  and  return  with  a recommendation  regarding  the  need  for  chang- 
ing the  TMA  Bylaws  to  establish  such  a standing  committee. 

Recommended  Dr.  Joseph  L.  Willoughby,  Franklin,  be  appointed  to  serve  on 
a State  Department  of  Health  and  Environment  coalition  for  expanding  health 
promotion  issues  for  older  Tennesseans. 

Nominated  Dr.  Thurman  L.  Pedigo,  McMinnville,  to  serve  on  the  Board  of 
Directors  of  the  Middle  Tennessee  Health  Systems  Agency. 

Voted  to  support  a resolution  from  Washington-Unicoi  Counties  calling  for  a 
study  on  catastrophic/comprehensive  insurance  in  Tennessee. 

Heard  TMA  President  Dr.  Thomas  K.  Ballard  briefly  summarize  the  AMA 
Annual  Meeting  in  Chicago,  June  17-21,  noting  there  were  355  delegates  seat- 
ed and  the  House  considered  182  resolutions  and  73  reports. 

Heard  Chairman  Dr.  Luthur  Beazley,  Jr.  report  the  following  members  had 
been  appointed  to  the  Ad  Hoc  Committee  to  consider  formation  of  a Staff 
Section  for  the  TMA  House  of  Delegates:  Drs.  Charles  E.  Allen,  Chairman, 
James  C.  Bradshaw,  Jr.,  John  H.  Burkhart,  Hamel  B.  Eason,  Allen  S.  Edmon- 
son, and  Malcolm  R.  Lewis. 
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Management  of 
Post-Herpetic  Neuralgia 

WINSTON  C.  V.  PARRIS,  M.D. 


Post-herpetic  neuralgia  is  a clinical  syndrome 
occurring  in  patients  who  have  overcome  the 
acute  phase  of  herpes  zoster  or  shingles,  which 
consists  of  pain  in  the  dermatomal  area  affected 
by  the  herpes  virus.  The  pain  which  may  develop 
from  one  to  three  weeks  after  the  acute  infection 
and  persist  up  to  ten  years,  may  be  acute  and 
severe  and  is  usually  associated  with  patchy  areas 
of  paresthesia,  pruritis,  scarification,  hyperes- 
thesia, loss  of  hair  growth,  and  hyperhydrosis.  Its 
severity  may  give  rise  to  suicidal  ideations,  and 
occasional  reports  of  suicides  are  found  in  pain 
clinics  across  the  country. 

„ The  control  of  pain  due  to  herpes  zoster  pre- 
sents a major  challenge  to  physicians  focusing  on 
the  management  of  chronic  pain.  Anesthesiolo- 
gists have  been  in  the  forefront  of  managing  acute 
herpes  zoster  and  have  recently  had  significant 
success,  usually  by  using  sympathetic  blocks.  In 
acute  herpes  zoster  of  the  head,  neck,  upper  chest 
and  upper  extremities,  stellate  ganglion  blocks  are 
successful  not  only  in  arresting  the  vesicular 
eruption  but  in  averting  post-herpetic  neuralgia. 
Lumbar  sympathetic  blocks  are  used  for  acute 
herpes  zoster  of  the  trunk  and  lower  extremities. 
Because  of  the  acknowledged  expertise  of  anes- 
thesiologists in  managing  an  assortment  of  pain 
syndromes,  it  was  logical  that  patients  with  post- 


From  the  Department  of  Anesthesiology,  Vanderbilt  University 
Hospital,  Nashville. 
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herpetic  neuralgia  would  be  referred  to  pain  clin- 
ics in  general  and  to  anesthesiologists  in  particu- 
lar. 

Unlike  the  management  of  acute  herpes  zos- 
ter, the  management  of  post-herpetic  neuralgia  is 
not  always  very  rewarding.  Still,  there  is  an  as- 
sortment of  therapeutic  strategies  that  may  be 
utilized,  including  lumbar  sympathetic  blocks, 
stellate  ganglion  blocks,  infiltration  of  the  affect- 
ed area  with  bupivacaine  0.25%  and  triamcino- 
lone 0.2%  mixtures,  and  pharmacologic  interven- 
tion with  antidepressants,  phenothiazides,  and 
other  centrally  acting  drugs.  Transcutaneous 
electrical  nerve  stimulation,  neuro-electric  thera- 
py, acupuncture,  acupressure,  hypnosis,  and  pe- 
ripheral nerve  blocks  have  also  been  used.  While 
the  overall  results  are  not  very  impressive,  there 
have  been  instances  of  significant  pain  control. 

We  describe  here  the  successful  management 
of  a patient  with  post-herpetic  neuralgia  who  aft- 
er he  had  been  away  from  work  for  approximate- 
ly two  years  was  enabled  to  return  to  work  by 
our  attempts  at  controlling  his  pain.  We  utilized 
a series  of  stellate  ganglion  blocks,  drug  detoxifi- 
cation, and  relaxation  exercises  as  the  essential 
components  of  our  therapeutic  regimen. 

Case  Report 

A 47-year-old  white  man  was  referred  as  an  outpatient  to 
the  anesthesiology  department  at  Vanderbilt  University  Hos- 
pital for  evaluation  and  treatment  of  his  left  facial  pain  in- 
volving the  periauricular  and  posterior  nuchal  area.  Past  his- 
tory revealed  that  he  had  acquired  herpes  zoster  approximately 
two  years  earlier,  and  that  he  had  been  afflicted  with  severe, 
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incapacitating  post-herpetic  neuralgia  of  the  left  face  for  ap- 
proximately 22  months.  The  pain  was  constant,  and  was  as- 
sociated with  significant  mood  changes  with  some  mild 
depression.  The  pain  was  also  associated  with  sleep  disturb- 
ances and  weight  loss.  The  weight  loss  was  attributed  to  den- 
tal problems  due  to  involvement  of  the  buccal  mucosa  by 
herpes  zoster. 

The  patient  had  been  treated  for  approximately  three  years 
by  the  hematology-oncology  service  for  acute  myelomonocy- 
tic  leukemia,  which  was  then  in  remission  following  chemo- 
therapy. He  developed  several  opportunistic  infections,  in- 
cluding an  Aspergillus  sinus  infection,  which  was  treated  with 
amphotericin-B,  Pneumocystis  carinii  pneumonia  (diagnosed 
by  open  lung  biopsy),  and  more  recently,  herpes  zoster  of  the 
left  ear,  face,  jaw,  lip  and  mouth.  Three  years  earlier  he 
underwent  coronary  artery  bypass  surgery  and  has  been  quite 
stable  from  a cardiovascular  standpoint  except  for  moderate 
hypertension,  which  was  managed  with  propranolol. 

His  post-herpetic  neuralgia  was  managed  by  his  primary 
physician  with  morphine  sulfate  elixir,  10  mg  every  two  to 
three  hours,  and  in  fact,  on  some  very  painful  days  the  pa- 
tient ingested  as  much  as  120  mg  of  morphine  orally.  It  was 
his  increasing  usage  of  narcotics,  inadequate  pain  control,  as- 
sociated drug  dependence,  and  mood  aberrations  that  led  his 
doctors  to  refer  him  to  our  clinic.  Another  important  consid- 
eration was  that  he  was  the  essential  breadwinner  in  his  fam- 
ily and  had  not  worked  for  approximately  two  years.  He  ad- 
mitted to  using  transcutaneous  nerve  stimulation  for 
approximately  two  months  without  significant  pain  relief.  Be- 
cause of  all  the  pain-related  problems  he  was  adjudged  by  his 
doctors  as  being  totally  disabled,  and  was  paid  social  security 
disability  wherein  his  current  emoluments  were  approximate- 
ly one-third  his  salary  prior  to  his  illness.  Prior  to  his  illness 
he  was  maintainence  supervisor  of  a large  manufacturing  plant 
and  thoroughly  enjoyed  his  work,  as  well  as  his  family  life. 

Physical  examination  was  unremarkable  except  for  the  area 
of  scarring  over  most  of  the  left  face  along  the  distribution  of 
the  maxillary  and  mandibular  nerves.  His  forehead  and  eyes 
and  periocular  areas  were  not  involved,  but  his  left  pinna  and 
external  ear  were  grossly  scarred  and  he  admitted  to  inter- 
mittent loss  of  hearing  in  the  left  ear.  Aside  from  patchy  sen- 
sory loss  over  the  scarred  area  of  the  face,  there  were  no 
significant  neurological  deficits.  Laboratory  investigations, 
electrocardiogram  and  chest  x-ray  were  all  within  normal  lim- 
its. 

We  decided  to  manage  this  man  as  an  outpatient  with  a 
series  of  left  stellate  ganglion  blocks.  Each  block  was  done 
using  10  ml  of  0.25%  bupivacaine  through  the  anterior  para- 
tracheal  approach.  Significant  pain  relief  followed  the  block, 
but  with  increasing  periods  of  analgesia  and  consequently  in- 
creasing periods  during  which  the  need  to  take  morphine  sul- 
fate did  not  arise,  it  became  obvious  that  the  patient  had  sig- 
nificant drug  dependency.  We  therefore  admitted  him  to  the 
hospital  for  further  pain  control,  drug  detoxification,  psy- 
chotherapy, and  behavior  modification. 

Psychiatric  evaluation  revealed  no  evidence  of  major 
depression,  and  confirmed  that  his  pain  was  not  psychogenic, 
though  it  was  thought  that  psychological  factors  did  as  always 
modify  his  pain.  As  he  was  highly  motivated  to  overcome  his 
drug  dependence,  he  was  admitted  to  the  cooperative  care 
facility  at  the  hospital  where  drug  detoxification  was  com- 
menced using  the  technique  practiced  by  Brena  at  Emory 
University  Pain  Control  Center  in  Atlanta.  He  was  given  all 
the  narcotics  that  he  required  for  24  hours,  during  which  time 
doses,  times,  and  frequency  were  recorded  by  the  nursing  staff. 
The  total  dose  of  all  narcotics  administered  was  converted  to 
an  equivalent  methadone  dose,  which  was  then  given  in  divid- 
ed doses  (15  mg)  every  four  hours  for  the  next  24.  The  meth- 
adone dose  was  then  decreased  by  20%  each  day  until  on  the 
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sixth  day  he  was  off  all  narcotics.  During  this  time  he  re- 
ceived left  stellate  ganglion  blocks  on  alternate  days  and  at 
the  end  of  his  sixth  day  he  had  no  significant  pain  of  the  face 
and  affected  areas.  He  also  received  intensive  psychotherapy, 
physical  therapy,  and  relaxation  exercises,  and  was  allowed  to 
interact  with  his  family  and  other  pain  patients  in  the  hospi- 
tal. The  net  result  of  this  interdisciplinary  approach  was  that 
on  the  ninth  day  following  admission  the  patient  was  dis- 
charged with  total  pain  relief  and  a suggestion  that  he  grad- 
ually return  to  work. 

Discussion 

The  pain  associated  with  acute  herpes  zoster  is 
not  always  very  severe,  and  when  it  is  it  can  be 
managed  by  various  analgesic  agents;  it  is  also 
usually  of  very  limited  duration.  The  pain  of  post- 
herpetic neuralgia,  however,  is  very  severe  and  it 
is  continuous.  This  continuous  pain  is  associated 
with  paroxysmal  crescendos  of  pain  arising  with- 
out reflex  excitation.  In  most  patients  the  pain  is 
limited  to  the  zone  of  the  herpetic  eruption  or  the 
post-herpetic  scar,  whereas  in  others  it  may  be 
poorly  localized  and  diffuse,  and  not  confined  to 
the  area  affected  by  the  virus. 

Effective  management  of  the  acute  herpes  zos- 
ter may  not  only  interrupt  the  disease  process, 
but  it  may  prevent  that  painful  process  of  post- 
herpetic neuralgia.  It  is  for  this  reason  that  we 
emphasize  here  the  prophylactic  treatment  of 
post-herpetic  neuralgia,  which  is  usually  done  by 
sympathetic  blocks  and  has  been  reported  in  most 
series  as  varying  from  90%  to  100%  successful. 
For  acute  herpes  zoster  of  the  head,  neck,  upper 
extremities,  and  upper  chest  a series  of  stellate 
ganglion  blocks  is  usually  effective.1  For  lesions 
below  T7,  including  the  lower  extremities,  a lum- 
bar sympathetic  or  an  epidural  block  is  effective. 

In  patients  with  acute  herpes  zoster  who  do 
not  seek  medical  attention  and  in  those  in  whom 
sympathetic  blocks  are  unsuccessful,  post-herpe- 
tic  neuralgia  is  a very  difficult  problem.  The 
longer  the  period  from  the  acute  process,  the 
more  difficult  and  the  less  satisfactory  are  the 
therapeutic  results.  As  with  acute  herpes  zoster, 
the  first  approach  is  to  perform  a series  of  sym- 
pathetic blocks,  which  can  be  done  at  varying  in- 
tervals depending  on  the  intensity  of  the  pain. 
Where  pain  is  moderate  the  blocks  can  be  done 
once  weekly,  whereas  in  severe  cases  they  can  be 
done  every  other  day  or  two  as  the  situation  de- 
mands. A variety  of  local  anesthetics  can  be  used 
for  these  blocks.  We  usually  use  20  ml  of  0.25% 
bupivacaine  for  lumbar  sympathetic  blocks  and 
10  ml  of  0.25%  bupivacaine  for  stellate  ganglion 
blocks,  taking  all  the  usual  precautions  for  per- 
forming such  blocks,  which  include  the  availabil- 
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ity  of  resuscitation  and  monitoring  equipment. 

During  the  initial  pain  evaluation  it  is  impor- 
tant to  determine  whether  these  patients  have  any 
suicidal  tendencies,  and  if  they  do,  to  seek  an  im- 
mediate psychiatric  evaluation.  Though  we  have 
had  one  of  our  patients  attempt  suicide  while 
undergoing  treatment,  in  the  majority  of  cases, 
suicidal  ideations  are  not  manifested,  and  basic 
background  psychotherapy  and  instruction  in 
coping  techniques  are  adequate.  A psychological 
evaluation  should  be  initally  carried  out,  how- 
ever, to  facilitate  the  process  of  behavior  modifi- 
cation.2 If  the  intensity  of  the  pain  is  not  lessened 
and  the  duration  of  analgesia  following  the  blocks 
does  not  increase,  the  blocks  ought  to  be  termi- 
nated after  about  three  or  four  times,  though  the 
decision  is  arbitrary  and  its  application  should  be 
flexible. 

In  patients  who  do  not  respond  favorably  to 
the  sympathetic  blocks,  subcutaneous  infiltration 
of  20  to  40  ml  of  a mixture  of  0.25%  bupivacaine 
with  0.2%  triamcinolone  in  the  perimeter  of  the 
painful  area  should  be  tried.  This  area  in  the  ma- 
jority of  cases  is  usually  well  demarcated  by  scar. 

In  patients  who  have  been  taking  narcotic  an- 
algesics for  long  periods,  a serious  attempt  should 
be  made  to  educate  them  as  to  the  complications 
of  prolonged  narcotic  use  and  the  socio-cultural 
implications.  The  family  should  be  involved  in  this 
discussion  and  their  cooperation  actively  solicit- 
ed. If  there  is  evidence  of  significant  drug  de- 
pendence, an  attempt  should  be  made  to  detoxify 
the  patient  on  an  inpatient  basis. 

The  protocol  applied  in  the  detoxification  is 
variable.  Ours  is  to  admit  the  patient  to  the  hos- 
pital and  to  administer  all  the  narcotic,  sedative 
and/or  hypnotic  agents  required  by  the  patient  for 
a 24-hour  period,  keeping  a careful  tally  of  the 
times,  doses  and  frequencies  of  administration. 
Although  supervision  should  be  such  that  if  the 
patient  tries  to  obtain  any  drugs  from  an  outside 
source  it  would  be  recognized  by  the  nursing  staff, 
the  goal  is  not  to  police  the  patient  but  to  solicit 
his  cooperation,  which  is  usually  obtained  if  the 
patient  understands  the  problem.  Consequently, 
we  place  major  emphasis  on  patient  education  of 
the  problem  of  narcotic  dependence.3  All  narcot- 
ics are  related  to  a unit  of  methadone  10  mg  or- 
ally and  all  sedatives  and  hypnotics  are  related  to 
phenobarbitol  30  mg  orally.  After  24  hours  of  re- 
ceiving all  medication  required,  the  dosage  is 
converted  to  methadone  in  the  case  of  narcotics 
and  to  phenobarbitol  in  the  case  of  sedatives  and 
hypnotics,  and  the  patient  is  then  given  the 


equivalent  doses.  The  methadone  dose  is  then 
decreased  by  20%  daily  and  the  phenobarbitol 
dose  by  10%  daily.  While  detoxification  is  in 
progress,  the  patient  is  counseled,  attends  physi- 
cal therapy,  group  education,  and  individual  ed- 
ucation classes,  receives  his  nerve  blocks  as  re- 
quired, and  is  given  physical,  emotional,  and 
psychological  support  by  both  his  therapist  and 
his  family.  In  our  experience,  this  usually  results 
in  good  rehabilitation  and  excellent  long-term  pain 
control.  It  usually  takes  about  five  to  seven  days 
to  implement  adequately. 

Nordenbos4  has  demonstrated  that  there  are 
significant  histologic  changes  in  the  peripheral 
nerves  of  patients  with  post-herpetic  neuralgia. 
These  are  more  pronounced  in  the  smaller  fibers 
of  the  mixed  nerve  than  in  the  larger  fibers.  The 
significance  of  these  changes  is  that  the  smaller 
myelinated  fibers  (A-delta  and  B-fibers)  and 
nonmyelinated  C-fibers  which  normally  transmit 
pain  stimulus  are  severely  damaged.  The  larger 
myelinated  nerve  fibers,  which  conduct  other 
modalities  of  sensation,  inhibit  the  sensory  input 
of  the  smaller  fibers.  It  seems  very  likely  there- 
fore that  in  neuralgias  complicating  herpes  zoster 
the  abnormal  pain  experienced  can  be  partly  at- 
tributed to  the  loss  of  the  inhibitory  influence  ex- 
erted by  the  larger  nerve  fibers.  Another  argu- 
ment in  favor  of  this  view  is  that  there  is  a 
progressive  increase  in  the  incidence  and  severity 
of  post-herpetic  neuralgia  in  older  patients,  prob- 
ably related  to  a progressive  loss  of  neural  tissue 
with  increasing  age  which  is  greater  in  the  larger 
non-pain  conducting  fibers  than  in  the  smaller 
pain  conducting  C-fibers. 

Another  possible  factor  of  significance  in  the 
pathogenesis  of  post-herpetic  neuralgia  is  that  the 
lesion  occurring  in  the  posterior  horn  of  the  spin- 
al cord  may  affect  the  gate  control  system  (as 
proposed  by  Melzack  and  Wall5)  by  destroying 
the  inhibitory  influence  that  is  exerted  on  the  in- 
flow of  painful  impulses  by  the  substantia  gelati- 
nosa  in  the  spinal  cord.  Unfortunately,  the  gate 
control  theory  of  Melzack  and  Wall  does  not  ad- 
equately explain  the  beneficial  effects  of  sympa- 
thetic blocks  in  the  management  of  post-herpetic 
neuralgia.  A more  plausible  explanation  is  the  one 
advanced  by  Livingstone,6  which  assumes  that  an 
organic  lesion  in  the  peripheral  nervous  system 
and  occasionally  in  the  central  nervous  system 
becomes  a source  of  chronic  irritation.  Impulses 
from  this  source  create  abnormal  activity  in  the 
intemuncial  neurone  center  of  the  spinal  cord  gray 
matter,  otherwise  known  as  the  T-cells  causing  an 
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abnormal  motor  response  from  the  lateral  and 
anterior  horn  cells  of  one  or  more  segments  of 
the  spinal  cord.  As  a result,  a variety  of  effects, 
including  muscle  spasms  and  vasomotor  changes, 
occur  in  the  peripheral  tissues,  furnishing  new 
sources  of  painful  reflexes.  Consequently,  a vi- 
cious cycle  of  noxious  activity  is  created.  The 
sympathetic  over-activity  that  results  plays  a ma- 
jor part  in  the  production  of  this  abnormal  pain 
reaction  and  it  produces  ischemia  and  local  as- 
phyxia in  the  tissues.7  Asphyxia  can  stimulate  the 
small  pain  conducting  C-fibers  while  blocking 
conduction  in  the  large  and  medium  myelinated 
fibers  which  transmit  other  sensations.  This  situ- 
ation produces  an  increase  in  the  number  of 
painful  sensations  reaching  the  cord  from  the  pe- 
riphery while  at  the  same  time  reducing  other 
sensation,  allowing  pain  perception  to  occupy  a 
disproportionate  part  of  the  patient’s  conscious- 
ness8 in  the  short  run,  while  in  the  long  run  the 
ischemic  changes  in  the  nervous  tissue  inhibit  the 
regeneration  of  larger  myelinated  nerve  fibers. 

The  effect  of  catecholamines,  prostaglandins 
and  other  active  principles  on  the  microcircula- 
tion as  related  to  peripheral  end  organs  and  pe- 
ripheral nerves  require  scrutiny  vis-a-vis  sympa- 
thetic blocks  for  pain  management  in  post- 
herpetic neuralgia.  As  a result  of  the  ischemic 
changes  due  to  the  vascular  spasm  there  is  an  in- 
crease of  catecholamines  and  related  substances. 
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Since  the  peripheral  end-organs  are  extremely 
sensitive  to  catecholamines,  these  substances  play 
an  important  part  in  producing  and  perpetuating 
the  abnormal  pain.  It  is  against  this  background 
that  the  explanation  for  the  effectiveness  of  sym- 
pathetic blocks  in  managing  the  pain  of  post-her- 
petic neuralgia  is  sought. 

Summary 

In  summary,  we  have  presented  a case  of  post- 
herpetic neuralgia  successfully  managed  by  a se- 
ries of  stellate  ganglion  blocks,  drug  detoxifica- 
tion, intensive  psychotherapy  and  behavior  mod- 
ification. This  patient,  who  was  otherwise  disabled 
for  two  years,  was  enabled  to  return  to  gainful 
employment  and  a meaningful  family  life,  r S 
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Abdominal  Pregnancy : 

A Report  of  Two  Cases  and  Review  of  the 
Pathogenesis , Diagnosis  and  Treatment 
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LEONARD  A.  BRABSON,  M.D. 


Introduction 

Abdominal  pregnancy  can  be  a life-threaten- 
ing variation  of  extrauterine  gestation.  The  con- 
dition is  divided  into  two  groups,  primary  and 
secondary.  Primary  abdominal  pregnancy  occurs 
when  the  impregnated  ovum  implants  directly  on 
the  peritoneal  surface  of  the  abdominal  cavity. 
Secondary  abdominal  pregnancy  is  the  result  of 
a tubal  abortion  or  tubal  rupture  with  extrusion 
of  the  conceptus  from  the  tube  with  subsequent 
reimplantation  to  the  abdominal  peritoneal  sur- 
face.12 Factors  that  alter  tubal  anatomy  or  func- 
tion predispose  to  abdominal  pregnancy  in  the 
same  manner  as  for  tubal  pregnancy.  These  in- 
clude tubal  infection,  congenital  anomalies,  en- 
dometriosis, or  previous  tubal  surgery.3 

The  incidence  of  abdominal  pregnancy  is  usu- 
ally recorded  at  one  in  15,000  deliveries,4  but  has 
been  reported  to  be  as  low  as  one  in  782  deliv- 
eries.5 

Early  and  accurate  diagnosis  of  this  condition 
is  important  if  one  is  to  avoid  increased  maternal 
morbidity  and  mortality. 

Case  Reports 

Case  1.  A 23-year-old  white  gravida  2,  para  1,  presented 
herself  to  the  emergency  room  at  14  to  15  weeks’  gestation 
with  a two-  to  three-week  history  of  crampy  abdominal  pain 
which  was  sharp,  intermittent,  and  unrelated  to  gastrointes- 
tinal or  urinary  function.  She  had  been  seen  on  several  oc- 
casions during  her  pregnancy  and  had  been  treated  sympto- 
matically. She  had  had  dyspareunia  for  the  past  several  weeks 
but  denied  vaginal  bleeding  or  abnormal  discharge.  Pelvic  ex- 
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amination  revealed  a palpable  fundus  at  15  cm.  Fetal  heart 
tones  by  Doppler  were  at  approximately  150/min.  There  was 
diffuse  tenderness  over  the  lower  abdomen  and  the  cervix 
was  anterior.  There  was  a tender,  bulging  cul-de-sac  mass 
which  was  immobile  and  contiguous  with  an  anterior  14-week 
size  gestation. 

A real  time  ultrasound  obtained  soon  after  admission  re- 
vealed a single  fetus  of  15  weeks’  gestation  with  normal  fetal 
motion  and  cardiac  activity.  The  placenta  was  not  defined, 
and  no  separate  pelvic  mass  was  reported.  B-scan  ultrasound 
obtained  later  was  reported  as  showing  a single  intrauterine 
gestation  of  approximately  14  weeks.  Again,  no  separate  pel- 
vic mass  was  identified. 

The  patient  continued  to  complain  of  abdominal  pain  with 
nausea  and  vomiting.  She  was  taken  to  surgery  with  a differ- 
ential diagnosis  of  incarcerated  uterus  or  twisted  adnexa  for 
examination  under  anesthesia  and  possible  laparotomy.  Pel- 
vic findings  were  interpreted  as  an  impacted  uterus,  and  an 
attempt  was  made  to  lift  it  from  the  cul-de-sac.  Anterior  dis- 
placement of  the  uterus  was  accomplished,  and  the  patient 
was  taken  to  the  recovery  room  where  she  immediately  be- 
came markedly  hypotensive.  Because  intra-abdominal  hem- 
orrhage was  suspected,  she  was  taken  for  immediate  laparot- 
omy, where  approximately  1,500  cc  of  blood  was  encountered, 
and  the  fetus  was  found  floating  free  in  the  abdominal  cavity. 
The  placenta  was  also  free  in  the  abdominal  cavity  except  for 
a small  remaining  attachment  to  the  right  tube  and  ovary. 
Since  the  placental  attachment  was  entirely  on  the  surface  of 
the  adnexa,  bleeding  was  controlled  easily  by  right  salpingo- 
oophorectomy.  Total  blood  loss  was  estimated  at  2,500  cc. 
The  patient  received  five  units  of  whole  blood  with  a subse- 
quent uncomplicated  postoperative  course. 

Case  2.  A 25-year-old  white  gravida  2,  para  0,  abortus  1 
(ectopic)  with  a history  of  chronic  hypertension  controlled  by 
diuretic  therapy  had  been  followed  by  her  obstetrician  since 
seven  weeks’  gestation.  Her  early  prenatal  course  was  com- 
plicated by  irregular  vaginal  bleeding.  B-scan  ultrasound  in 
this  early  period  was  interpreted  as  a seven-week  intrauterine 
pregnancy. 

The  patient  had  numerous  complaints  throughout  her 
prenatal  course,  most  of  them  related  to  the  gastrointestinal 
tract.  Vague  crampy  abdominal  pain  was  almost  a constant 
complaint  and  was  associated  with  intermittent  bouts  of  nau- 
sea and  vomiting  and  constipation.  Urinary  frequency  and 
urgency  were  also  a problem,  but  urine  cultures  showed  no 
growth. 

At  34  weeks’  gestation  the  patient’s  blood  pressure  rose 
to  more  than  140/90  mm  Hg  which  did  not  respond  to  bed 
rest.  By  35.5  weeks,  it  was  160/110  with  proteinuria.  She  was 
admitted  to  the  hospital,  where  induction  of  labor  was 
planned.  She  had  an  undilated  anteriorly  displaced  cervix  and 
vertex  palpable  at  zero  station.  Induction  of  labor  was  started 
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the  day  after  admission,  but  no  contractions  were  noted  even 
at  maximum  oxytocin  infusion.  Oxytocin  induction  was  at- 
tempted on  two  more  occasions  but  did  not  produce  a normal 
contraction  pattern.  After  the  third  unsuccessful  attempt  at 
induction,  Cesarean  section  was  decided  upon  for  delivery. 

On  opening  the  abdomen,  the  fetus  was  found  floating 
free  in  the  abdominal  cavity.  The  fetus  delivered  was  a 5 lb 
2 oz  female  with  no  gross  anomalies.  The  cord  was  clamped 
and  ligated  close  to  the  placenta,  and  the  placenta  was  left  in 
situ.  Implantation  appeared  to  be  in  the  right  adnexal  area 
with  extension  to  the  right  pelvic  sidewall  and  involving  bow- 
el and  omentum. 

The  postoperative  course  was  complicated  by  some  mild 
respiratory  congestion  which  responded  to  respiratory  thera- 
py. She  continued  to  have  mild  blood  pressure  elevation,  and 
oral  antihypertensive  medication  was  restarted.  Mother  and 
baby  were  discharged  in  good  condition  on  the  11th  hospital 
day. 

Discussion 

The  diagnosis  of  extrauterine  abdominal  preg- 
nacy  can  be  difficult.  In  1961,  Hreshchyshyn  et 
al6  reviewed  101  cases  of  abdominal  pregnancy 
and  found  that  in  58,  the  diagnosis  was  not  con- 
sidered preoperatively.  A high  index  of  suspicion 
is  necessary  in  making  the  diagnosis  prior  to  sur- 
gery. In  both  of  our  cases  the  clinical  course  dic- 
tated operative  intervention  prior  to  diagnosis. 

Abdominal  pregnancy  often  presents  a variety 
of  vague  nonspecific  symptoms,  the  most  com- 
mon including  abdominal  pain  and  vaginal  bleed- 
ing. The  abdominal  pain  often  mimics  minor  gas- 
trointestinal disease  and  the  patient  is  often 
treated  symptomatically.  Nausea,  vomiting,  and 
urinary  frequency  may  also  be  present,  as  well  as 
more  severe  symptoms  arising  from  intestinal  ob- 
struction. 

Stubbs  and  Smedley7  enumerated  the  physical 
findings  that  point  to  the  diagnosis  of  abdominal 
pregnancy,  which  include  abnormal  fetal  lie  and 
the  absence  of  Braxton-Hicks  contractions  dur- 
ing the  third  trimester.  Pelvic  examination  often 
demonstrates  an  anterior  displacement  of  the 
cervix. 

Failure  to  produce  uterine  contractions  with 
maximum  dosages  of  intravenous  oxytocin  should 
make  one  suspicious  of  an  abdominal  pregnancy. 
Chessing  and  Zussman8  in  1954  and  Zuspan  et  al5 
in  1957  described  the  use  of  intravenous  oxytocin 
along  with  tocodynamometer  to  detect  uterine 
contractions,  using  this  test  to  prove  extrauterine 
gestation. 

King,9  in  1954,  was  the  first  to  advocate  the 
radiographic  examination  of  the  abdomen;  dem- 
onstration of  fetal  parts  positioned  adjacent  to  or 
superimposed  upon  the  maternal  spine  on  lateral 
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projection  has  been  the  most  useful  single  sign. 

Allibone  et  al10  and  Hertz  et  alu  have  de- 
scribed the  use  of  ultrasound  in  making  the  di- 
agnosis of  abdominal  pregnancy.  By  scanning  with 
either  gray  scale,  real  time,  or  a combination  of 
the  two,  useful  adjunctive  information  may  be 
obtained.  If  the  fetus  can  be  demonstrated  to  be 
outside  the  uterus,  or  an  abdominal  or  pelvic  mass 
identifiable  as  the  uterus  can  be  seen  separate 
from  the  fetus,  then  diagnosis  is  almost  assured. 
Though  Duff12  has  previously  described  the  limi- 
tation of  ultrasound  in  the  diagnosis  of  early  ab- 
dominal pregnancy,  our  failure  to  recognize  ab- 
dominal pregnancy  on  ultrasound  should  not  take 
away  from  its  usefulness  as  a diagnostic  tool. 
Difficulty  in  the  definitive  interpretation  of  the 
ultrasound  in  the  first  and  second  trimesters  is 
illustrated  by  both  cases. 

After  the  diagnosis  is  made,  management  is  of 
major  concern.  Since  many  complications  can 
occur  with  advanced  abdominal  pregnancy,  early 
termination  by  laparotomy  should  be  carried  out 
as  soon  as  the  diagnosis  is  made.  Fetal  mortality 
in  abdominal  pregnancy  is  reported  to  range  from 
50%13  to  95%. 14  Tan  et  al15  reported  the  inci- 
dence of  fetal  abnormalities  in  large  series  rang- 
ing from  20%  to  40%,  most  related  to  the  pres- 
sure of  adjacent  structures  upon  the  fetus  as  a 
result  of  oligohydramnios  and  the  absence  of  the 
protective  uterine  wall. 

Management  of  the  placenta  and  its  implan- 
tation site  can  be  a major  problem.  Factors  that 
determine  the  mode  of  management  include  the 
placental  location,  its  blood  supply,  the  state  of 
placental  viability,  and  complications  at  sur- 
gery.1-6 Shearing  the  placenta  from  its  attach- 
ment, or  ill-advised  attempts  at  removal,  can  lead 
to  uncontrollable  hemorrhage.  Petrie  and  Duchir16 
advise  leaving  the  placenta  in  situ  unless  it  can 
be  easily  removed,  as  in  our  first  case.  The  ma- 
jority of  placentas  left  in  situ  are  absorbed  with- 
out bleeding  or  infection,  although  it  may  remain 
functional  up  to  50  days  postoperatively.17  A pla- 
centa left  in  situ  also  carries  with  it  postoperative 
morbidity  which  has  led  some  investigators  to 
recommend  the  use  of  methotrexate  to  increase 
the  rate  of  destruction  and  absorption  of  the  tro- 
phoblastic tissue.1820 

Rahman  et  al21  believe  that  rapid  destruction 
of  the  abdominal  placenta  induced  by  methotrex- 
ate causes  accumulation  of  an  undue  amount  of 
necrotic  tissue,  providing  an  ideal  media  for  co- 
lonic bacteria.  They  therefore  advise  against  the 
use  of  methotrexate,  preferring  a slower  destruc- 
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tion  of  the  placenta. 

Making  the  correct  preoperative  diagnosis  is 
the  major  task  of  the  clinician,  and  the  earlier 
the  diagnosis  is  made  and  the  condition  treated 
definitively,  the  better  the  outcome  for  the  pa- 
tient. 

In  summary,  abdominal  pregnancy  advanced 
to  the  second  trimester  and  beyond  is  a life- 
threatening,  but  relatively  rare,  condition.  A high 
index  of  suspicion  is  necessary  to  make  the  di- 
agnosis. Prompt  surgical  intervention  and  proper 
intra-operative  management  will  serve  to  de- 
crease the  morbidity  and  mortality  of  the  moth- 
er. With  the  emphasis  on  aggressive  management 
in  the  interests  of  the  mother,  the  incidence  of 
fetal  anomalies  and  fetal  wastage  will  remain 
high.  nuz? 
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Trends  in  Lung  Cancer  in 
Tennessee  Women 

JEFFREY  S.  HARRIS,  M.D.,  M.P.H. 


Starzyk1  has  noted  that  lung  cancer  has,  or  will 
shortly,  become  the  leading  site-specific  cause  of 
cancer  deaths  among  women  in  the  states  of 
Washington,  California,  Florida,  Louisiana,  Mis- 
sissippi, Oregon,  and  Texas.  Lung  cancer  is  now 
the  leading  cause  of  cancer  deaths  among  women 
in  Kentucky,  another  tobacco  state.2  There  the 
age-adjusted  rate  doubled  from  1971  to  1981,  and 
will  double  again  by  2000.  Analysis  of  cancer 
deaths  among  women  according  to  primary  site 
in  Tennessee  from  1968  through  1982  revealed 
that  the  lung  cancer  death  rate  has  increased 


152.6%  during  that  period,  from  9.7  per  100,000 
in  1968  to  24.5  in  1982. 

By  contrast,  rates  for  digestive  cancer  have  re- 
mained relatively  stable,  ranging  from  35.4  in 
1973  to  40.8  in  1979.  The  1982  rate  was  only  1.5% 
greater  than  the  1968  rate.  (It  should  be  noted 
that  this  figure  includes  all  digestive  tract  cancer, 
whereas  lung  cancer  rates  are  site-specific.)  Breast 
cancer  mortality  rose  from  21.9  in  1968  to  27.7 
in  1982,  a 26.5%  increase.  Breast  cancer  death 
rates  have  fluctuated  around  a mean  of  25.3,  as 
opposed  to  the  nearly  linear  rise  in  the  lung  can- 


Year 

*Final  United  States  data  not  available  after  1980 

Figure  1.  Crude  death  rates  per  100,000  female  population  of  respiratory  cancer  mortality  in 
females,  resident  data,  Tennessee  and  the  United  States,  1968-1982. 
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A ge  in  Years 


*Less  than  0.5 

Figure  2.  Crude  death  rates  per  100,000  female  population  of  respiratory  cancer  mortality  in  females,  according  to  age  at 
death,  resident  data,  Tennessee,  1968,  1975,  and  1982. 


cer  death  rate  for  women.  Female  genital  cancer 
rates  in  Tennessee  have  declined  29.2%,  from 
26.4  in  1968  to  18.7  in  1982. 

Although  the  rising  trend  for  female  lung  can- 
cer deaths  in  Tennessee  parallels  the  U.S.  trend,3 
U.S.  rates  increased  127.0%  from  1968  to  1980 
(the  last  year  for  which  final  statistics  are  avail- 
able), whereas  Tennessee  rates  rose  140.2%  dur- 
ing that  period  (Fig.  1).  If  that  trend  were  to  con- 
tinue, respiratory  cancer  mortality  rates  for 
women  would  surpass  U.S.  rates  in  the  near  fu- 
ture. It  is  interesting  that  U.S.  and  Tennessee 
breast  cancer  death  rates  rose  similarly  for  the 
same  time  period,  showing  8.5%  and  8.7%  in- 
creases, respectively. 

Fig.  2 presents  respiratory  cancer  mortality 
figures  for  the  years  1968,  1975,  and  1982.  High- 
er death  rates  for  every  age  group  are  seen  in 
1982.  Death  rates  in  1982  for  women  aged  45  to 
54  years  and  55  to  64  years  were  182.0%  and 
168.8%  higher,  respectively,  than  comparable 
1968  rates. 

Death  rates  for  respiratory  cancer  in  men  in 
Tennessee  rose  from  53.5  in  1968  to  90.2  in  1982, 


a 68.6%  increase.  It  appears  that  thanks  to  ciga- 
rette smoking,4  Tennessee  women  are  well  on 
their  way  to  achieving  equality,  at  least  in  that 
respect.  The  continued  doubling  of  the  death  rate 
seen  in  Kentucky  appears  to  hold  in  Tennessee  as 
well.  The  question,  as  Stolley5  has  stated,  is 
whether  the  health  profession  and  public  can  fo- 
cus attention,  time,  and  effort  on  reduction  of 
smoking  to  control  this  new  epidemic.  r ^ 
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Nitrofurantoin-Induced  Liver  Disease 

A Case  Report 

HOWARD  A.  FUCHS,  M.D.  and  GEORGE  R.  AVANT,  M.D. 


Introduction 

Nitrofurantoin,  a furan  derivative,  is  common- 
ly used  as  a urinary  antiseptic.  Several  adverse 
side-effects  have  been  described,  the  most  com- 
mon being  allergic  reactions,  pulmonary  fibrosis, 
and  polyneuropathy.  Chronic  active  hepatitis  is  a 
less  common,  serious  adverse  reaction  as  illus- 
trated in  this  case  report. 

Case  Report 

A 64-year-old  woman  was  initially  evaluated  for  fever, 
malaise,  elevated  aminotransferase,  and  a positive  indirect 
immunofluorescent  antinuclear  antibody  (ANA).  Her  past 
medical  history  was  significant  for  chronic  arthralgias,  mild 
hypertension,  and  recurrent  urinary  tract  infections. 

Three  months  prior  to  admission  systemic  lupus  erythe- 
matosis  was  suspected  on  the  basis  of  arthralgias  and  a posi- 
tive ANA.  Although  examination  revealed  no  evidence  of  in- 
flammatory arthritis,  the  ANA  was  positive  at  a titer  of  1:1280. 
One  month  prior  to  admission,  when  she  noted  facial  edema, 
malaise,  and  evening  fevers  to  103°F,  her  alkaline  phospha- 
tase (AP)  was  230  IU/liter  (normal  40-110),  aspartate  ami- 
notransferase (AST)  245  IU/liter  (normal  0-40),  albumin  2.8 
gm/dl  (normal  3. 0-5.0),  IgG  750  mg/dl  (normal  770-1,130), 
and  total  serum  protein  7.5  gm/dl  (normal  6-8).  Medications 
included  propranolol  (Inderal),  indomethacin  (Indocin),  and 
triamterene  (Dyazide).  In  addition,  she  had  been  taking  ni- 
trofurantoin (Macrodantin)  for  eight  months.  All  medications 
except  propranolol  were  discontinued  and  she  was  given  a 
five-day  course  of  prednisone,  but  without  improvement. 

When  she  was  admitted  to  Vanderbilt  University  Medical 
Center  two  weeks  later,  she  was  febrile,  with  peripheral  ede- 
ma and  ascites.  Her  AP  was  157  IU/liter,  AST  165  IU/liter, 
albumin  2.2  gm/dl,  and  total  protein  6.3  gm/dl.  Bilirubin  and 
clotting  functions  were  normal,  and  no  hepatitis  B surface  an- 
tigen, antimitochondrial  antibody  and  anti-smooth  muscle  an- 
tibody were  present.  A CAT  scan  of  the  abdomen  showed  no 
masses  or  interhepatic  ductal  dilatation  but  a liver-spleen  scan 
showed  inhomogenous  tracer  activity  suggesting  hepatocellu- 
lar disease.  A liver  biopsy  revealed  fatty  change  and  fibrosis 
consistent  with  resolving  chronic  active  hepatitis  (Fig.  1). 
During  her  hospital  stay  her  edema  resolved  with  diuretics 
and  salt  restriction  and  the  fever  subsided  without  therapy. 

She  received  prednisone  at  discharge,  80  mg  initially,  with 
the  dose  tapered  over  a four-month  period.  At  discharge  her 
laboratory  abnormalities  had  almost  resolved:  AP  88  IU/liter, 
AST  30  IU/liter,  albumin  4.4  IU/liter  and  ANA  positive  at 
1:80.  Two  months  later  her  fever  and  malaise  had  not  re- 
turned and  her  performance  level  was  back  to  her  baseline. 
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Figure  1.  Liver  biopsy  shows  fatty  change  and  bridging  fibrosis  con- 
sistent with  resolving  chronic  active  hepatitis  (hematoxylin-eosin, 
x 80). 


Discussion 

A large  study  of  adverse  reactions  to 
nitrofurantoin1  reveals  acute  pulmonary  and  al- 
lergic reactions  to  be  the  most  prevalent,  with 
liver  damage  noted  in  only  6%  of  cases  reported. 
This  case  illustrates  the  features  commonly  seen 
with  nitrofurantoin-induced  chronic  active  hepa- 
titis: fever,  malaise  and  hepatic  dysfunction  man- 
ifested by  abnormal  AP,  AST,  and  serum  albu- 
min. Sharp  and  associates,2  reviewing  their 
evidence  for  hepatic  dysfunction  in  20  patients 
with  nitrofurantoin-induced  chronic  active  hepa- 
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titis,  found  that  87%  had  hypoalbuminemia  and 
82%  hypergammaglobulinemia  in  addition  to  el- 
evated AST.  Black  and  associates3  likewise  re- 
ported elevated  gammaglobulins  and  aminotrans- 
ferases. 

The  onset  of  symptoms  and  hepatic  dysfunc- 
tion is  variable,  usually  occurring  after  more  than 
six  months  of  therapy.--1  with  doses  of  nitrofur- 
antoin ranging  from  50  mg  to  200  mg  daily.  Bio- 
chemical liver  test  abnormalities  became  normal 
by  12  weeks  after  discontinuation  of  the  drug  in 
more  than  half  the  patients;  occasionally  resolu- 
tion required  up  to  a year.4 

Treatment  has  as  its  mainstay  discontinuation 
of  nitrofurantoin.  In  cases  where  the  drug  was 
continued,  patients  have  developed  hepatic  ne- 
crosis and  subsequently  died.2  Rechallenge  with 
nitrofurantoin  will  be  accompanied  by  hepatic 
dysfunction.2-5  Prednisone  use  has  been  uncon- 
trolled. and  although  rational,  has  not  been  shown 
to  be  effective. 

Immunologic  abnormalities  such  as  a positive 
ANA  and  hypergammaglobulinemia  are  com- 
mon. Although  this  patient's  elevated  ANA  titer 
decreased,  these  abnormalities  may  persist  for 
years  without  evidence  of  continuing  disease. 
Hypergammaglobulinemia  and  positive  ANA  are 
not  specific  for  chronic  active  hepatitis,  as  they 
have  also  been  seen  with  a lupus-like  syndrome 
due  to  nitrofurantoin.6  They  may  be  useful  in 
conjunction  with  serum  aminotransferase  for  fol- 
lowing resolution  of  the  disease.  Anti-smooth 
muscle  antibodies  have  also  been  seen  in  this  dis- 
order and  tend  to  parallel  the  ANA  in  their  course 
of  decline  after  discontinuation  of  the  drug.3 

The  mechanism  of  nitrofurantoin-induced  liver 


disease  is  unknown.  The  hepatotoxicity  may  be 
due  to  nitro-reduced  metabolites.  Spielberg  as- 
sessed nitrofurantoin-induced  cytotoxicity  using 
lymphocytes,  mouse  microsomal  enzymes,  and  an 
epoxide  hydrolase  inhibitor."  Nitrofurantoin  by 
itself  did  not  damage  the  cells,  but  with  the  mi- 
crosomal enzymes  produced  cytotoxicity  in  a dose- 
dependent  manner.  The  addition  of  an  epoxide 
inhibitor  did  not  enhance  toxicity.  Dose-depend- 
ent depletion  of  glutathione  and  enhanced  cyto- 
toxicity in  lymphocytes  from  a patient  with  glu- 
tathione synthetase  deficiency  was  also  noted. 
Thus,  a toxic  metabolite  is  produced  that  does 
not  appear  to  be  a furan  epoxide  and  is  probably 
detoxified  in  part  by  glutathione. 

Summary 

Nitrofurantoin-induced  chronic  active  hepati- 
tis is  an  uncommon  reaction,  and  is  usually  re- 
versible within  three  months  of  discontinuation 
of  the  drug.  Rechallenge  or  continuation  of  the 
drug  is  dangerous  and  will  lead  to  further  hepatic 
damage  and  possibly  death.  Immunologic  abnor- 
malities. including  elevated  ANA  and  anti-smooth 
muscle  antibodies,  may  persist  despite  return  of 
normal  hepatic  function.  ^ 
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Bacteremic  Non-Typeable 
Hemophilus  Influenzae  Pneumonia 

GREGORY  ORTEGA,  M.D.;  BRIAN  SMITH,  M.D.; 
LOUIS  BOELEN,  M.D.;  and  STEVEN  L.  BERK,  M.D. 


Non-typeable  strains  of  Hemophilus  influen- 
zae have  been  recently  recognized  as  important 
pathogens  in  lower  respiratory  tract  infection.1 3 
These  organisms  cause  pneumonia  in  elderly  pa- 
tients with  chronic  obstructive  lung  disease,  but 
rarely  cause  bacteremia.  Although  other  series  of 
H.  influenzae  bactermia  have  included  sporadic 
cases  of  non-typeable  isolates,  we  are  unaware  of 
any  reviews  of  bacteremic  non-typeable  H.  influ- 
enzae pneumonia,  and  therefore  describe  the 
clinical,  radiologic,  and  pathologic  characteristics 
of  six  patients  with  this  disease. 

Methods 

The  records  of  six  patients  with  positive  blood 
cultures  for  non-typeable  H.  influenzae  who  had 
clinical  evidence  of  pneumonia  and  non-typeable 
H.  influenzae  isolated  from  sputum  were  re- 
viewed. In  one  patient  sputum  was  not  obtained, 
but  autopsy  evidence  for  pneumonia  confirmed 
the  diagnosis.  H.  influenzae  was  serotyped  by 
slide  agglutination  technique  using  CDC  anti- 
serum group  A-E. 

Six  of  the  seven  episodes  of  H.  influenzae  bac- 
teremia occurring  in  this  hospital  over  a four-year 
period  were  due  to  non-typeable  organisms.  The 
seventh  was  caused  by  a type  D H.  influenzae. 

Results 

The  average  age  of  our  patients  was  59.  Four 
of  the  six  cases  were  considered  to  be  communi- 
ty-acquired, but  two  of  these  had  been  dis- 
charged from  the  hospital  within  five  days  of  their 
bacteremic  episode.  All  of  our  patients  had  mul- 
tiple medical  illnesses  (Table  1),  including  chron- 
ic obstructive  lung  disease  (5),  azotemia  (4),  can- 
cer (3),  liver  disease  (3),  congestive  heart  failure 
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(3),  and  alcohol  abuse  (3).  All  were  debilitated 
at  the  onset  of  their  bacteremia.  The  most  fre- 
quent signs  and  symptoms  included  dyspnea  (6), 
abnormal  mental  status  (5),  cough  (4),  shock  (4), 
fever  (100°  F or  more)  (3),  rales  (3),  decreased 
breath  sounds  over  the  area  involved  segment  (2), 
and  wheezing  (1).  One  patient  had  no  adventi- 
tious breathsounds. 

Four  patients  had  white  blood  cell  counts 
greater  than  14,500/cu  mm.  The  other  two  pa- 
tients had  white  blood  cell  counts  of  less  than 
2,900/cu  mm  and  had  been  treated  with  chemo- 
therapeutic agents.  All  six  patients  had  positive 
blood  cultures,  and  in  five  cases  H.  influenzae 
grew  from  the  expectorated  sputum;  in  two  Gram- 
positive diplococci  were  observed  in  the  Gram 
stain,  and  one  patient  had  a positive  blood  cul- 
ture for  Streptococcus  pneumoniae  concomitantly 
with  H.  influenzae. 

Two  of  the  six  patients  received  optimal  anti- 
biotic coverage  for  H.  influenzae  and  recovered. 
The  remaining  four  patients  died  within  36  hours 
of  the  onset  of  their  bacteremia.  Three  of  the  four 
had  been  placed  on  antibiotics  active,  but  not 
considered  optimal,  against  H.  influenzae  (ce- 
phalothin,  cefoxitin,  ticarcillin).  While  two  died 
as  a consequence  of  their  H.  influenzae  septice- 
mia, in  the  other  two  cases  it  was  thought  to  be 
contributory  but  not  the  direct  cause  of  death. 

Chest  roentgenograms  (CXRs)  were  obtained 
in  all  patients  within  24  hours  of  the  diagnosis  of 
H.  influenzae  bacteremia.  It  should  be  noted  that 
all  of  these  patients  were  critically  ill  and  that  the 
chest  films  were  portable  supine  AP  projections. 
Two  CXRs  revealed  new  infiltrates — one  a patchy 
density  in  the  lingular  segment  of  the  left  upper 
lobe  and  one  a left  lower  lobe  inhomogenous  aci- 
nar filling  process  in  the  left  lower  lobe.  The  four 
remaining  patients’  CXRs  did  not  reveal  infil- 
trates. Three  of  these  patients  possessed  severe 
underlying  thoracic  pathology  that  may  have  ob- 
scured a pneumonic  process  (right  upper  lobe 
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atelectasis  and  volume  loss  with  a right  pleural 
effusion  in  one,  bilateral  large  pleural  effusions 
in  one  and  a massive  right  pleural  effusion  and 
cardiomegaly  in  the  third).  One  CXR  demon- 
strated only  linear  atelectasis  in  the  left  lower  lung 
field  without  any  other  abnormalities;  autopsy  did 
not  reveal  any  evidence  of  pneumonia,  but  the 
sputum  culture  was  positive  for  H.  influenzae.  In 
summary,  the  CXR  was  of  possible  value  in  only 
two  out  of  six  patients  in  helping  to  determine 
the  source  of  the  bacteremia. 

Postmortem  Findings 

Three  patients  who  died  were  autopsied.  Two 
of  these  had  postmortem  evidence  of  pneumonia. 
Patient  D,  with  squamous  cell  carcinoma  of  the 
lung,  was  found  to  have  extensive  bilateral  acute 
bronchopneumonia  with  focal  necrosis.  The 
pneumonic  areas  were  found  in  association  with 
tumor  infiltration,  as  well  as  in  otherwise  normal 
lung  tissue.  Rarely,  a hemorrhagic  exudate  was 
present.  Postmortem  cultures  in  this  case  grew 


equal  quantities  of  S.  pneumoniae  and  H.  influ- 
enzae. Patient  C,  with  oat  cell  carcinoma  of  the 
lung,  had  multiple  foci  of  organizing  broncho- 
pneumonia, with  areas  of  continuing  acute  in- 
flammation. A microscopic  focus  of  residual  tu- 
mor was  found  in  the  right  upper  lobe,  remote 
from  pneumonic  lung  tissue.  Patient  E,  with  acute 
pancreatitis  and  cholecystitis,  had  no  evidence  of 
pneumonia  at  autopsy.  Extensive  congestion, 
edema,  and  hyaline  membrane  formation  were 
found,  suggesting  the  presence  of  adult  respira- 
tory distress  syndrome. 

The  findings  of  acute  bronchopneumonia  with 
subsequent  organization  are  established  histo- 
pathologic patterns  for  typeable  H.  influenzae 
pneumonia,  as  well  as  for  non-typeable  non-bac- 
teremic  cases.2 

Discussion 

The  role  of  H.  influenzae  as  a cause  of  pul- 
monary disease  has  become  better  defined  over 
the  past  30  years.  Initially,  H.  influenzae  was 


TABLE  1 

CLINICAL  CHARACTERISTICS  OF  SIX  PATIENTS  WITH  H.  INFLUENZAE  BACTEREMIA 


Patient 

A.  61/M/W 

B.  61/M/W 

C.  58/M/W 

D.  51/M/W 

E.  49/M/W 

F.  75/M/W 


Underlying 

Respiratory 

Disease 

Other 

Underlying 

Illnesses 

CXR 

Findings 

COPD 

Azotemia, 

cirrhosis, 

alcoholism 

Cardiomegaly,  massive 
right  pleural 
effusion 

COPD 

Cirrhosis, 
azotemia, 
bowel  infarction 

Left  lower  lobe 
infiltrate 

COPD 
Oat  cell  CA 

Hepatitis, 

azotemia 

RUL  atelectasis 
assoc,  vol.  loss  and 
right  pleural 
effusion 

COPD 

SC  CA  of  lung 

CA  esophagus, 
SVC  obstruction 

Bilateral  pleural 
effusion 

Pancreatitis, 

cholecystitis, 

alcoholism, 

azotemia 

Linear  atelectasis 
left  lower  lung 

COPD 

Alcoholism, 
ASCVD,  CA 
prostate, 
esophageal 
stricture 

Left  lingular 
infiltrate 

Bacteriology 

Treatment 

Outcome 

Gram  stain:  Gram 
neg.  cocco  bacilli 
Blood:  H.  influenzae 
Sputum:  H.  influenzae 

Cephalothin 

Died 

Blood:  H.  influenzae 
Sputum:  H.  influenzae 

Chloramphenicol, 

ampicillin, 

gentamicin 

Recovered 

Blood:  H.  influenzae 

Ticarcillin, 

amikacin, 

clindamycin 

Died 

Blood:  H.  influenzae, 
Strep.  Pneumonia 
Sputum:  H.  influenzae 

Cefoxitin, 

amikacin 

Died 

Gram  stain:  Gram 
neg.  cocco  bacilli, 
Gram  pos. 
diplococci 

Blood:  H.  influenzae 
Sputum:  H.  influenzae 

None 

Died 

Blood:  H.  influenzae 
Sputum:  H.  influenzae 

Cefotium 

Recovered 

CA  - cancer 

ASCVD  = arteriosclerotic  cardiovascular  disease 
W - white 
M = male 

SC  = squamous  ceil 


COPD  = chronic  obstructive  pulmonary  disease 

RUL  = right  upper  lobe 

SVC  = superior  vena  cava 

neg  = negative 

pos  = positive 
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HEMOPHILUS  INFLUENZAE/Ortega 

viewed  as  a ubiquitous  organism  of  upper  air- 
ways that  only  rarely  was  capable  of  producing 
respiratory  disease.  The  pathogenicity  of  H.  in- 
fluenzae was  documented  by  Goldstein4  in  1967, 
Wallace5  in  1978,  and  by  McGowan6  in  1974. 
These  papers  included  cases  of  bacteremic  H.  in- 
fluenzae pneumonia,  most  of  which  were  “type- 
able.”  In  1981,  Wallace  et  al7  serotyped  58  iso- 
lates of  H.  influenzae  from  patients  with 
pneumonia  and  noted  that  when  serotyping  was 
“carefully”  performed,  non-typeable  strains  were 
the  most  frequent  pathogens.  Since  then,  several 
reports  in  the  literature1 3 8 have  confirmed  these 
findings.  Non-typeable  H.  influenzae  pneumonia 
is  usually  a disease  of  the  elderly  and  debilitated 
patient,  frequently  insidious  in  onset,  and  asso- 
ciated with  a mortality  rate  of  10%  to  16%. 

Summary 

We  have  summarized  six  cases  of  bacteremic 
non-typeable  H.  influenzae  lower  respiratory  in- 
fection that  have  occurred  in  our  hospital  over 
the  last  four  years.  Most  of  the  patients  were  de- 


bilitated with  severe  underlying  disease.  Five  of 
six  patients  had  chronic  obstructive  lung  disease, 
but  all  also  had  azotemia,  alcoholism,  or  liver 
disease.  Because  these  patients  were  debilitated 
with  multisystem  disease,  the  diagnosis  of  pneu- 
monia was  frequently  delayed.  Unfortunately, 
empiric  therapy  did  not  provide  optimal  treat- 
ment for  this  organism.  Bacteremic  H.  influenzae 
pneumonia  was  an  insidious  but  lethal  disease. 
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Help  for  Impaired  Physicians 

Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call  collect.  Phone 
service  available  around  the  clock. 
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The  Tennessee  Medical  Association’s 

HOSPITAL  HELPER"  PLAN 


Helps  Pay  Those  Extra  Bills  That  Even 
the  Best  Medical  Plan  May  Not  Cover 


lupplementary  Hospitalization  Coverage  Protects  You  24  Hours 
A Day  — Worldwide  — With  No  Deductibles! 


Acceptance  Guaranteed  . . . Exclusively  for  All 
TMA  Members  or  Employees  and  Their 
Spouses  under  age  65  . . . plus,  dependent 
children  under  25. 

Economical  Monthly  Premiums  based  on 
member’s  or  employee’s  age.  A member  and 
spouse  between  30  and  39  can  be  insured  includ- 
ing all  children,  with  a $150  daily  benefit,  for  just 
S66.74  a month  . . . less  than  the  average  one-day 
hospital  room  and  board  charge. 

Pays  $50,  $100  or  $150  Cash  Directly  to  you  for 

each  hospitalized  day — 365  days  for  each  covered 
condition.  Immediate  coverage  for  any  new 
condition.  Increase  your  protection  to  the  daily 
benefit  maximum  any  time  before  you’re  65 
(subject  to  pre-existing  conditions  limitations). 


• Pays  from  the  First  Day  in  the  Hospital. 

• Pays  Double  Benefits  for  Cancer,  Intensive 
Care  and  Cardiac  Care  Hospitalization. 

• Pays  30-Day  Lifetime  Benefit  for  Confinement 
Due  to  Alcoholism  or  Drug  Dependency. 

• Retain  Coverage  for  You  and  Your  Spouse 
Forever  as  long  as  you’re  a TMA  member  or 
member’s  employee,  pay  your  premiums  and  the 
Plan  is  in  force.  (At  age  65,  benefits  reduce  50% 
and  cancer,  intensive  care  and  cardiac  care  double 
benefits  terminate.) 

For  further  details  of  the  coverage,  including  exclu- 
sions, any  reductions  or  limitations,  contact  the 
administrator,  Insurance  Planning  & Service  Co.,  Inc. 


lip  the  coupon  at  right  for  full  details.  Or  call  Ron 
IcClister,  CLU;  T.  Gordon  Lowe,  Doug  BeVille  or 
reorge  “Con”  Knox,  Jr.,  CLU.  77V  residents  call 
OLL-FREE:  1-800-572-7389.  Non-Tennessee  resi- 
sts call  Collect:  0-615-756-2850. 


dministered  for  the  Tennessee  Medical  Association  by: 
Insurance  Planning  and  Service  Co.,  Inc. 

822  McCallie  Avenue  • P.O.  Box  1109 

Chatanooga,  77V  $7401  2*344 


Hderuritten  by:  Fidelity  Security  Life  Insurance  Co. 
Kansas  City  MO  64111 


For  further  information,  complete  the  request 
form  below  and  mail  to:  Insurance  Planning 
and  Service  Company,  Inc.,  822  McCallie 
Avenue  • P.O.  Box  1109,  Chattanooga, 

TN  37401 

Name — 

Address 

City 

State ZIP 


Special  Item 


Report  of  the  Maternal  Mortality  Subcommittee 
Of  the  TMA  Maternal  and  Child  Care  Committee 


The  Maternal  Mortality  Subcommittee  of  the 
Committee  on  Maternal  and  Child  Care  of  the 
Tennessee  Medical  Association  met  two  times 
during  the  past  year.  This  is  the  second  report  of 
our  activities  in  the  state.  Fig.  1 gives  an  over- 
view of  the  maternal  deaths  per  10,000  live  births 
from  1973  through  1982.  As  can  be  seen,  the  1982 
figure  is  the  lowest  recorded  to  date. 

The  Maternal  Mortality  Committee  met  once 
on  Aug.  19,  1983  and  again  on  April  9,  1984, 
reviewing  a total  of  nine  maternal  mortality  cases 
in  detail.  Of  these,  the  subcommittee  determined 
that  four  were  due  to  direct  obstetrical  causes, 
four  to  indirect,  and  one  non-related.  The  causes 
of  the  nine  deaths  are  complications  secondary  to 
systemic  lupus  erythematosis,  pulmonary  edema 
at  the  time  of  repeat  Cesarean  section,  sudden 
death  at  home  three  weeks  post-Cesarean  sec- 
tion, prosthetic  mitral  valve  thrombosis  with  mul- 
tiple emboli,  postpartum  hypotension  of  un- 
known cause  resulting  in  renal  failure, 
bradycardia,  and  ventricular  fibrillation,  necro- 
tizing hemorrhagic  pneumonitis  with  vegetative 
endocarditis,  severe  preeclampsia  and  liver  rup- 
ture, amniotic  fluid  embolism,  and  postoperative 
Cesarean  section  infection.  We  present  two  cases 
for  educational  purposes. 

Case  1 

A 34-year-old  woman  was  seen  in  the  emergency  room  for 
sudden  severe  pain  in  the  right  lower  extremities,  with  sub- 
sequent numbness  and  tingling  in  the  left  foot.  Her  legs  and 
feet  were  pale  with  diminished  sensation,  and  though  femoral 
pulses  were  palpable  none  was  noted  below  this  level.  A 
presumptive  diagnosis  of  bilateral  femoral  artery  emboli  was 
made.  A mitral  valve  prosthesis  had  been  implanted  approx- 
imately two  years  previously  for  rheumatic  heart  disease.  One 
month  prior  to  admission  a pregnancy  was  diagnosed,  and  her 
physician  stopped  the  warfarin  (Coumadin)  that  she  had  been 
taking  and  initiated  heparin,  5,000  units  subcutaneously  every 
12  hours.  On  arrival  at  the  emergency  room,  when  her  pro- 
thrombin time  and  her  activated  thromboplastin  time  were 
found  within  normal  limits,  immediate  intravenous  antico- 
agulation with  heparin  was  initiated,  and  she  was  taken  to  the 
operating  room,  where  emergency  femoral  embolectomy  was 
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Figure  1.  Maternal  deaths  per  10,000  live  births  in  Tennessee,  1973- 
1982. 


carried  out  under  local  anesthesia  with  extraction  of  the  em- 
boli and  restoration  of  normal  circulation.  She  was  main- 
tained on  intravenous  heparin  therapy  at  a rate  of  approxi- 
mately 6,000  units  intravenously  every  four  hours,  but  on  the 
fifth  postoperative  day  she  developed  lower  chest  pain,  short- 
ness of  breath,  and  tachycardia.  Her  lungs  were  clear,  and  the 
prosthetic  opening  and  closing  sounds  were  sharp  and  dis- 
tinct. No  cardiac  murmur  was  noted,  and  her  Po2  was  105 
mm  Hg  and  her  chest  x-ray  unremarkable.  An  electrocardi- 
ogram was  read  as  unchanged.  Early  the  next  morning  the 
patient  noted  increased  dyspnea  and  chest  pain,  and  when 
chest  x-ray  revealed  a right  pleural  effusion,  she  was  taken  to 
the  coronary  care  unit,  where  an  emergency  lung  scan  sug- 
gested pulmonary  emboli.  An  echocardiogram  revealed  nor- 
mal mitral  valve  prosthetic  valve  function,  but  a Swan-Ganz 
catheter  revealed  moderate  pulmonary  hypertension.  The 
impression  at  that  time  was  that  the  patient  had  suffered  either 
a massive  pulmonary  embolus  or  acute  prosthetic  valve  dys- 
function. Immediate  surgery  was  scheduled,  but  she  deterio- 
rated very  rapidly,  became  hypotensive,  and  developed  pro- 
found cardiogenic  shock  and  cardiac  arrest  which  was 
unresponsive  to  resuscitative  measures.  Although  autopsy  did 
indeed  reveal  a right  pulmonary  embolus,  the  cause  of  death 
was  related  to  extensive  thrombus  encasing  the  mitral  valve 
prosthesis  and  impeding  flow  through  the  valve.  A uterine 
pregnancy  was  present,  but  the  embryo  was  proportionately 
small  relative  to  the  uterine  size  and  gestational  history,  pos- 
sibly indicating  a blighted  ovum. 
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Comment 

This  tragic  case  shows  the  significant  risks  that 
pregnant  patients  undergo  with  serious  cardiac 
disease.  More  importantly,  it  highlights  the  ne- 
cessity to  maintain  anticoagulation  during  the  en- 
tire pregnancy.  Since  warfarin  is  a known  terato- 
gen, it  should  be  avoided  in  the  first  trimester  of 
pregnancy.  Therefore,  patients  with  a mitral  valve 
prosthesis  should  be  cautioned  concerning  war- 
farin’s effect  on  the  embryo  prior  to  getting  preg- 
nant, and  be  changed  to  heparin  therapy.  Since 
heparin,  however,  at  5,000  units  every  12  hours, 
is  considered  prophylactic  and  not  therapeutic, 
this  changeover  should  occur  in  a hospital  with 
adequate  amounts  of  heparin  administered  either 
subcutaneously  or  intravenously  so  as  not  to  al- 
low a period  of  non-anticoagulation  to  occur. 
Candidates  for  valve  surgery  should  be  consid- 
ered for  porcine  valve  replacement  rather  than 
the  mechanical  valves,  as  they  do  not  require  an- 
ticoagulation. Patients  on  warfarin  who  are  being 
changed  to  heparin  should  not  have  their  warfar- 
in stopped  until  their  partial  thromboplastin  time 
is  at  least  one  and  one-half  times  normal.  In  this 
case  it  is  assumed  that  the  cessation  of  warfarin 
and  the  initiation  of  prophylactic  heparin  was  a 
factor  in  the  mitral  valve  thrombosis. 

Case  2 

A 30-year-old  woman,  gravida  3,  para  1,  abortus  1 with 
an  uncomplicated  prenatal  course,  entered  the  hospital  in  ac- 
tive labor.  Her  admission  blood  pressure  was  140/80  mm  Hg, 
but  within  an  hour  her  diastolic  blood  pressure  had  risen  to 
100  mm  Hg;  2+  albuminuria  was  also  noted.  When  intrave- 
nous magnesium  sulfate  was  administered,  her  diastolic  blood 
pressure  stabilized  at  90  mm  Hg,  but  she  complained  of  a 
severe  headache  and  epigastric  discomfort,  which  subsided 
after  several  bouts  of  vomiting.  Labor  proceeded  rapidly  with 
delivery  by  low  forceps  of  a normal  female  infant  with  Apgar 
scores  of  7 and  9 at  one  and  five  minutes,  respectively.  Thirty 
minutes  postpartum  the  patient  became  cyanotic,  with  a sys- 
tolic blood  pressure  of  30  mm  Hg.  When  intravenous  fluids 
were  increased  and  the  magnesium  sulfate  discontinued, 
symptoms  improved.  Reexploration  of  the  uterus  failed  to  re- 
veal lacerations  or  retained  products,  and  her  blood  gases  were 
within  normal  limits,  but  her  hematocrit  was  20%,  which  rep- 
resented a dramatic  drop  from  the  admission  hematocrit  of 
32.8%.  A presumptive  diagnosis  of  spontaneous  rupture  of 
the  liver  was  made,  and  after  surgical  consultation,  the  pa- 
tient was  taken  to  the  operating  room  for  abdominal  explo- 
ration. Several  large  lacerations  were  found  in  the  right  lobe 
of  the  liver  at  its  inferior  margin,  and  several  smaller  lacera- 
tions in  the  left  lobe.  The  capsule  was  stripped  from  the  liv- 


*Avitene— American  Critical  Care 
McGaw  Park,  Illinois 

**Surgicel — Johnson  & Johnson  Products,  Inc., 
New  Brunswick,  New  Jersey 


er’s  anterior  superior  surface,  but  no  hematoma  was  noted 
beneath  the  surface.  An  omental  patch  was  placed  over  the 
large  rupture  site  using  Avitene*  and  Surgicel,**  with  a 
marked  decrease  in  bleeding.  The  subhepatic  space  was 
drained  and  the  patient  was  placed  in  the  intensive  care  unit. 
Because  continued  bleeding  from  the  drainage  site  was  noted 
in  the  recovery  room,  the  patient  was  reexplored  and  the  right 
hepatic  artery  was  ligated  and  a cholecystectomy  was  per- 
formed. Postoperative  complications  included  adult  respira- 
tory distress  syndrome,  disseminated  intravascular  coagula- 
tion, pneumonia,  and  renal  failure.  Despite  dialysis,  massive 
blood  replacement,  and  intensive  antibiotic  therapy,  the  pa- 
tient died.  At  autopsy  a ruptured  liver  was  found  with  a large 
subcapsulated  hematoma.  Hepatic  necrosis  was  present,  most 
marked  in  the  right  lobe,  and  there  was  a subendocardial 
hemorrhage  in  the  left  ventricle  of  the  heart.  Pneumonia  was 
present,  along  with  multifocal  infarcts  of  the  spleen,  intes- 
tines, and  kidneys.  A right  temporal  lobe  infarct  measuring 
2.4  x 1.6  cm  was  present  in  the  brain.  The  terminal  event 
was  thought  to  be  sepsis  due  to  Enterobacter  aerogenes  and 
Cryptococcus  neof ormans.  A final  diagnosis,  therefore,  of  se- 
vere preeclampsia  with  spontaneous  rupture  of  the  liver  with 
massive  intraperitoneal  hemorrhage  was  made. 

Comment 

Patients  with  eclampsia  or  severe  preeclampsia 
should  have  liver  involvement  investigated  by  ob- 
taining liver  function  tests.  While  the  majority  of 
patients  with  severe  preeclampsia  have  some  form 
of  liver  involvement,  liver  rupture  is  quite  rare, 
but  reported  cases  indicate  a high  mortality.  It 
should  be  strongly  suspected  in  individuals  who 
develop  a “shock-like”  syndrome  in  either  the 
antepartum,  intrapartum,  or  postpartum  period. 
Rapid  surgical  intervention  is  the  treatment  and 
the  success  depends  upon  the  degree  of  liver  lac- 
erations. This  case  points  out  that  while  most  pa- 
tients with  preeclampsia  do  well  following  deliv- 
ery, a certain  number  will  develop  life-threatening 
problems,  including  rupture  of  the  liver.  Preven- 
tive measures  may  avoid  the  onset  of  severe 
preeclampsia.  r — S 


Subcommittee  Members: 

Larry  T.  Arnold,  M.D., 
Chairman 

James  H.  Growdon,  Jr.,  M.D. 
James  C.  Hudgins,  M.D. 

B.  J.  Smith,  M.D. 

Frank  H.  Boehm,  M.D., 
Consultant 
A.  J.  Mueller,  M.D. 

William  R Stepp,  Jr.,  M.D. 
James  S.  Bell,  M.D. 

Robert  L.  Harrington,  M.D. 
Stephen  A.  Prinz,  M.D. 
Thomas  R.  Traylor,  M.D. 
William  F.  Buchner,  M.D., 
Division  Coordinator 


OCTOBER,  1984 


593 


Special  Item 


China  Experience 

THOMAS  FITE  PAINE,  JR.,  M.D. 


A year  ago  in  China,  I “paid  a cock  to  Aes- 
culapius.” It  happened  when  I was  part  of  a Peo- 
ple-to-People* *  Infectious  Disease  delegation  on  a 
three  weeks’  visit.  We  were  asked,  ahead  of  time, 
to  submit  topics  on  which  we  could  lecture,  if  re- 
quested, at  the  hospitals  and  clinics  we  would 
visit.  On  arriving  in  Beijing  (old  Peking),  I was 
asked  to  lecture,  through  an  interpreter,  at  the 
Capital  Hospital — formerly  the  famed  Rockefel- 
ler-supported Peking  Union  Medical  College. 

Here  I felt  I paid  a debt  long  due.  In  1975  I 
was  able  to  recognize  a very  scarce  Giardia  lam- 
blia  cyst  as  it  rolled  across  the  microscopic  field, 
after  many  previous  unsuccessful  searches  of  my 
wife’s  diarrheal  stools.  A short  course  of  metron- 
idazole then  restored  her  health  after  three 
months  of  profoundly  debilitating  illness.1 1 could 
do  this  because  I had  been  taught  parasitology, 
as  a Vanderbilt  medical  student,  by  Dr.  Henry  E. 
Meleney,  who  had  studied  parasitology  at  the  Pe- 
king Union  Medical  College  in  the  1920s.  As  I 
lectured,  I hoped  that  my  words  on  the  biology 
of  antibiotic  complications  might  prove  as  useful 
to  some  of  the  young  Chinese  physicians  as  Dr. 
Meleney ’s  teaching  had  been  for  me.  This  was 
the  beginning  of  many  moving  experiences  in 
China. 

China  seemed  a marvel  and  a puzzle.  It  proved 

fascinating,  overwhelming,  entertaining,  beauti- 
ful, stark,  dingy,  and  exhausting.  Our  guides/es- 
corts and  our  Chinese  counterpart  physicians  and 
professors  were  hospitable,  kindly,  and  consider- 
ate to  the  last  degree.  Workers  on  assembly  lines 
in  factories,  and  artisans  creating  fine  calligraphy, 


From  the  Department  of  Medicine,  Vanderbilt  University  School 
of  Medicine,  Nashville,  TN  37232  (Dr.  Paine). 

*The  People-to-People  International  Citizen  Ambassador  Program 
was  begun  during  the  Eisenhower  administration.  President  Eisenhow- 
er described  it  as  “A  voluntary  effort  of  private  citizens  to  advance 
the  cause  of  international  friendship.”  The  delegates  pay  their  own 
way. 
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paintings  and  embroideries  rewarded  our  curios- 
ity and  greetings  with  warm  smiles  and  occasion- 
ally a word  or  two  in  English.  Greeted  by  a man 
on  the  street,  I asked  had  he  learned  English  in 
school.  He  replied,  “No,  I learn  English  from 
Voice  of  America  radio  program!”  In  a pavilion 
on  a mountainside,  my  wife  and  I said  hello  to 
three  young  men.  Soon  a dozen,  mainly  univer- 
sity students,  gathered  round.  Through  my  wife’s 
few  Chinese  phrases  and  their  few  English  phras- 
es, we  had  a warm  encounter.  Perhaps  our 
Southern  accents  led  them  to  ask  if  we  were  from 
England.  I said  “Tennessee,”  but  no  recognition, 
so  I noted  I was  from  Mississippi  and  this  regis- 
tered. They  knew  about  the  great  river  in  the 
United  States.  Several  had  read  Mark  Twain. 

Before  going  to  China  I found  it  difficult  to  be- 
lieve reports  that  China  had  done  away  with 
prostitution  and  flies.  The  Chinese  professors,  in 
response  to  my  question,  stated  that  venereal  dis- 
eases were  so  unusual  that  there  were  not  enough 
cases  for  teaching  purposes — that  venereal  dis- 
eases started  to  disappear  when  prostitution  was 
virtually  eliminated.  And  how  was  that  done?  By 
offering  jobs  to  the  prostitutes — they  preferred 
working  for  a living  rather  than  selling  them- 
selves. A remarkable  accomplishment,  even  if  not 
completely  so. 

The  flies  ( Musca  domestica ) were  something 
else.  I could  count  these.  In  four  days,  in  May, 
in  Beijing,  a city  of  about  9 million  persons,  I 
saw  not  one  fly.  Traveling  south  and  visiting  four 
other  major  cities  with  a combined  population  of 
over  6 million,  I counted  19  flies!  I asked  was  this 
the  result  of  covering  the  entire  landscape  of 
China  with  DDT?  No,  I was  told  by  a physician; 
each  of  the  1 billion  Chinese  was  supposed  to  swat 
50  or  so  flies  a day!  I then  noted  the  presence  of 
fly  swatters  in  hotel  rooms,  on  buses,  trains,  and 
planes.  But,  in  addition,  surely  the  breeding 
places  of  flies — decaying  human/animal  feces  and 
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refuse — must  have  been  vastly  decreased.  The 
virtual  elimination  of  flies  is  a sanitary  and  public 
health  triumph  which  boggles  the  mind. 

The  hospitals  we  visited  looked  much  like  the 

Boston  City  Hospital  did  when  I arrived  there  in 
1946.  But  the  hospitals  were  clean  and  not  over- 
crowded. Good  laboratory  work  (not  automated) 
was  being  done,  x-ray  facilities  were  Spartan,  and 
small  but  adequate  coronary  care  units  were  in 
use.  Our  Chinese  infectious  disease  colleagues 
were  well-read  and  up  to  the  minute  in  current 
developments  in  this  area  of  medicine.  Hepatitis 
B virus  infections  may  be  their  chief  current 
problem.  One  half  of  the  patients  in  one  infec- 
tious disease  hospital  had  hepatitis  B infection. 
The  Chinese  have  developed  their  own  hepatitis 
B virus  vaccine,  and  are  trying  it  out.  Prevention 
is  the  only  hope  for  decreasing  this  disease.  Since 
the  hepatitis  B virus  genome  is  probably  incor- 
porated into  the  hepatic  cellular  DNA  when  the 
person  is  infected — for  example,  at  birth,  from 
the  mother — there  is  no  treatment  for  acquired 
infection  and  the  later  complications  of  cirrhosis 
and  liver  cancer.  All  the  major  antibiotics  were 
available  in  the  hospitals,  but  since  some  have  to 
be  imported  they  are  used  with  admirable  re- 
straint. 

I was  impressed  by  the  Chinese  physicians’ 
kindness  toward,  and  rapport  with,  their  patients 
in  hospitals  and  clinics.  We  did  not  see  surgery 
performed  under  acupuncture  anesthesia  but  did 
see  the  carefully  placed  needles  in  use  for  the 
pains  of  arthritis  and  headache.  Patients  could 
choose  either  Western-style  trained  Chinese  phy- 
sicians or  their  traditional  herb  healers.  The  wait- 
ing rooms  for  the  traditional  healers  always 
seemed  rather  empty  so  I assumed  that  most  of 
the  patients  in  the  places  we  visited  preferred 
Western-style  medicine.  This  may  not  be  true 
deep  in  the  countryside. 

An  interesting  “social”  note:  several  members 


of  our  group  came  loaded  to  lecture  on  AIDS. 
They  were  never  asked  to  do  so.  The  subject  did 
come  up  in  casual  conversation;  the  Chinese  phy- 
sicians had  read  about  it  but  were  not  interested 
as  “it  was  not  likely  to  become  a problem  in 
China.”  I suspect  that  homosexuality,  like  pros- 
titution, is  viewed  as  “unhealthy”  by  Chinese  au- 
thorities. Our  Chinese  colleagues  were  surprised 
that  AIDS  should  be  such  a problem  in  the 
United  States. 

All  over  China  the  people  appeared  well-fed  and 

well-clothed.  There  was  no  begging,  and  no  tip- 
ping. Housing  is  a big  problem  but  everywhere 
we  saw  housing  developments  under  construc- 
tion— always  brick.  For  the  first  time  in  hundreds 
of  years  there  are  no  civil  wars,  foreign  invasions, 
or  famines.  The  Chinese  are  feeding  themselves 
on  foodstuffs  raised  in  China.  They  have  tackled 
their  chief  problem,  overpopulation,  with  Chinese 
tenacity.  The  law  is:  one  child  per  family.  The 
child  gets  medical  care,  subsidies,  and  education 
to  the  highest  level  achievable.  If  a second  child 
is  born  to  a couple,  the  first  child  loses  some  of 
the  benefits,  the  parents  (both  of  whom  usually 
work)  lose  seniority  rights,  and  their  taxes  go  up. 
This  may  be  the  only  effective  method  of  popu- 
lation control.  We  rarely  saw  couples  with  more 
than  one  child,  at  least  in  the  cities.  We  were  told 
that  if  China  can  stick  to  this  plan,  by  the  year 
2000  the  population  growth  curve  will  level  off 
and  then  should  decline.  If  this  happens  it  will  be 
another  remarkable  achievement.  The  Chinese 
may  just  have  the  determination  and  character  to 
do  this. 

My  most  lasting  memory  of  China  will  be  the 
unabashed,  constant,  daily  friendliness  and 
cheerfulness  of  these  hard  working  Chinese  peo- 
ple who  crossed  our  path.  It  was  a warm  experi- 
ence. r 
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Special  Communication 


Desiderata  Revisited 


Like  the  original  Desiderata,  the  document  below  was  not  found  in  Old 
St.  Paul’s  Church  in  Baltimore,  dated  1692.  Rather,  it  is  from  the  pen  of 
a Memphis  surgeon  who  is  National  Delegate  from  the  Tennessee  Division 
of  the  American  Cancer  Society.  It  was  not  found  at  all,  in  fact,  but  was 
delivered  to  me  to  be  shared  with  our  colleagues,  particularly  the  young. 
It  is  good  advice  for  these  parlous  times. — Ed 


DESIDERATA  REVISITED 

Go  eagerly  into  the  medical  marketplace,  not  with  noise  and  haste  but  with 
finesse  and  quietude.  As  far  as  possible  without  surrender  be  on  good  terms  with 
all  persons.  Honesty  is  basic,  particularly  to  thine  self.  * Speak  your  truth  clearly; 
and  listen  to  others,  even  the  dull  and  ignorant;  they  too  have  their  story.  Espe- 
cially listen  to  your  patients  and  do  not  always  let  them  perceive  you  are  hurried. 
If  you  compare  yourself  with  others  you  may  become  vain  or  bitter;  for  always 
there  will  be  greater  and  lesser  physicians  than  yourself.  But  align  yourself  with 
quality  persons  in  all  endeavors.  Keep  interested  in  your  own  career;  it  is  a pre- 
cious possession  in  the  changing  fortunes  of  time.  Continue  to  sharpen  your  skills 
and  adapt  to  change  without  compromising  your  ideals.  * Exercise  caution  in  your 
business  affairs;  for  the  world  is  full  of  trickery.  But  let  this  not  blind  you  to  what 
virtue  there  is;  many  persons  strive  for  high  ideals;  and  everywhere  life  is  full  of 
heroism.  * Be  yourself  and  do  not  feign  affection  but  allow  your  patients  to  detect 
your  concern  about  their  welfare.  Neither  be  cynical  about  love;  for  in  the  face 
of  all  aridity  and  disenchantment  it  is  perennial  as  the  grass.  Your  life  partner  is 
deserving  of  your  best  and  your  family  deserving  of  undivided  time  and  attention. 
Listen,  really  listen  to  your  children  when  they  are  seven  else  they  will  not  listen 
to  you  when  they  are  seventeen.  * Write  legibly.  Nurture  strength  of  spirit  to 
shield  you  in  sudden  misfortune.  Many  fears  are  born  of  fatigue  and  loneliness. 
Beyond  a wholesome  discipline  be  gentle  with  yourself.  Act  maturely.  * You  are 
a child  of  the  universe,  no  less  than  the  trees  and  the  stars;  you  have  a right  to 
be  here.  Therefore  be  at  peace  with  God  and  belong  to  a congregation  of  wor- 
ship. There  you  will  find  the  best  people  in  the  community  despite  the  presence 
of  a few  disgruntled.  Whatever  your  labors  and  aspiration  in  the  noisy  confusion 
of  life  keep  peace  with  your  soul.  * Be  not  awed  by  prominent  persons  or  your 
friends;  Treat  them  as  well  as  you  do  strangers!  Join  your  medical  society  and 
participate  in  organized  medicine.  Finally,  take  kindly  the  counsel  of  the  years, 
gracefully  surrendering  the  things  of  youth.  With  all  its  sham,  drudgery  and  bro- 
ken dreams  it  is  still  a beautiful  world.  Remember  the  poor.  Be  careful.  Strive  to 
be  happy. 

adapted  by  John  D.  Pigott,  Jr.,  M.D. 

for  young  physicians 


Reprint  requests  to  1157  Madison  Ave.,  Memphis,  TN  38104  (Dr. 
Pigott). 
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Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Soint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  Thats  why  you  can  refer  to 
Saint  Albans  with  confidence. 
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CAT  Scan  of  the  Month 


JAMES  H.  MONTGOMERY,  M.D.  and  STEPHEN  L.  GAMMILL,  M.D. 


A 50-year-old  hypertensive  black  man  has  a urinary  tract  infection,  bilateral 
flank  pain,  and  constipation.  His  prostate  is  not  enlarged,  but  is  high-lying  and 
difficult  to  palpate.  He  is  neurologically  normal  and  has  no  difficulty  voiding. 
Please  examine  Figs.  1,  2,  and  3 and  choose  the  most  likely  diagnosis: 

(1)  Rectal  carcinoma 

(2)  Prostatic  carcinoma 

(3)  Pelvic  lipomatosis 

(4)  Lymphoma 

(5)  Retroperitoneal  fibrosis 


Figure  1.  CT  scan  through  the  pelvis,  with  contrast  medium  layering 
in  the  dependent  portion  of  the  bladder.  Fat  has  diffusely  infiltrated 
the  pelvis,  surrounding  the  bladder,  rectum,  and  ureters.  (B  = blad- 
der, O = region  of  interest,  measuring  tissue  density  in  the  circle  at 
-150  HU.) 


Figure  3.  A 1 5-minute  film  during  an  intravenous  pyelogram  demon- 
strates a conical  shaped,  elevated  bladder  and  dilated  ureters. 


Figure  2.  CT  scan  more  cephalad  than  Figure  1 . Dilated  ureters  are 
filled  with  contrast  medium.  Fat  in  the  pelvis  is  again  seen. 


From  the  Department  of  Radiology,  Baptist  Memorial  Hospital, 
899  Madison  Ave.,  Memphis,  TN  38146. 


Discussion 

Pelvic  lipomatosis  is  an  uncommon  disease. 
Most  patients  are  black,  there  is  a 10:1  male  to 
female  ratio,  and  the  age  range  is  20-80  years.  Its 
etiology  is  unknown.  Symptoms  are  vague  and 
nonspecific,  and  include  urinary  frequency,  noc- 
turia, pelvic  or  flank  pain,  dysuria,  and  consti- 
pation. Physical  findings  may  include  urinary  tract 
infections,  rectal  bleeding,  hypertension,  obesity, 
vague  suprapubic  mass,  and  a high-lying  prostate 
on  rectal  examination.12  Associated  findings  in- 
clude cystitis  glandularis,  a premalignant  condi- 
(Continued  on  page  600) 
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Geriatric  Medicine 


Successfully  Resolved  Geriatric  Abuse  Cases 
By  the  Geriatric  Abuse  Intervention  Team 

CURTIS  B.  CLARK,  M.D. 


This  is  the  third  article  in  a series  relating  to 
geriatric  abuse.  The  incidence,  etiology,  the  for- 
mation and  utilization  of  an  interdisciplinary 
Geriatric  Abuse  Intervention  Team  (GAIT)  hav- 
ing been  presented,  we  will  now  present  case  his- 
tories of  cases  in  which  a reasonable  solution  was 
achieved.  The  most  desirable  solution  may  not 
always  be  possible,  but  what  we  have  tried  to  ac- 
complish is  the  solution  that  will  respect  the  in- 
dividual’s rights  and  still  be  morally,  legally  ac- 
ceptable and  will  be  the  most  humane. 

The  first  case  was  that  of  a 67-year-old  white 

widow  who  lived  alone  with  her  pet  dog.  Our  first 
contact  was  made  by  the  patient,  her  sister,  and 
the  Department  of  Human  Services.  Her  living 
conditions  were  deplorable;  the  premises  were 
soiled,  and  there  was  little  or  no  food  available. 
Even  though  her  sister  would  occasionally  bring 
her  food,  she  would  refuse  to  eat,  apparently  to 
irritate  the  sister.  The  patient  was  lethargic  and 
slow  to  respond  to  questions;  she  wore  a wig,  and 
physical  examination  showed  her  to  be  very  thin, 
pale,  and  very  weak,  with  much  loss  of  hair. 
Breath  sounds  were  diminished  over  the  right 
chest,  with  dullness  to  percussion.  Her  hemoglo- 
bin was  7.5  gm/dl,  hematocrit  21%,  and  T4  less 
than  1.  Initial  chest  x-ray  revealed  a large  mass, 
thought  to  be  a malignancy.  When  discussing  the 
need  for  hospital  care,  the  patient  agreed  and 
stated,  “I  have  gone  as  far  as  I can  go.”  She  co- 
operated until  there  was  a need  for  invasive  tests, 
which  she  refused.  Almost  daily  her  sister  would 
agree  to  accept  guardianship,  but  at  the  last  min- 
ute would  decline.  At  this  point  the  indication 
from  the  hospital  was  to  discharge  the  patient, 
but  this  did  not  seem  appropriate.  The  GAIT  was 
consulted,  and  the  decision  was  made  to  go  to 


From  the  TMA  Long  Term  Health  Care  Committee.  Dr.  Clark  is 
with  the  Family  Practice  Center,  Department  of  Family  Practice,  Uni- 
versity of  Tennessee  Center  for  the  Health  Sciences,  Jackson. 


court,  which  granted  custody  to  the  Department 
of  Human  Services.  When  the  patient  alleged  that 
a family  member  had  $1,200  of  her  money,  inves- 
tigation showed  this  to  be  correct,  and  the  money 
was  turned  over  to  an  appropriate  person. 

Further  tests  revealed  that  not  only  did  the  pa- 
tient suffer  from  anemia  and  hypothyroidism,  but 
she  also  had  a very  large  empyema  of  the  right 
chest.  This  was  surgically  drained  and  treated  with 
large  doses  of  procaine  penicillin  G intravenous- 
ly. Over  time,  her  thyroid  dysfunction,  anemia, 
and  empyema  cleared.  She  still  resides  in  a local 
nursing  home  and  has  done  well  except  for  the 
development  of  a large  gastric  ulcer.  Her  hypo- 
thyroidism has  remained  because  she  would  take 
the  medication  from  her  nurse  but  discard  it  when 
the  nurse  left  the  room.  This  case  has  been  a 
prime  example  of  personal  neglect,  family  ne- 
glect, and  financial  abuse.  The  patient’s  attitude 
and  refusal  to  cooperate  has  been  a contributing 
factor  in  her  dilemma. 

The  second  case  we  shall  present  was  that  of 

an  incompetent  53-year-old  paraplegic  veteran 
whose  caretaker  was  a nephew  who  operated  a 
home  care  center  for  veterans  in  an  eastern  state. 
They  stopped  in  our  city  en  route  to  Florida  after 
the  boarding  home  had  been  closed  by  authori- 
ties. When  neighbors  here  reported  verbal  and 
physical  abuse,  our  GAIT  was  able  to  enter  the 
patient  into  our  hospital  for  evaluation,  when  our 
psychologist  member  detected  signs  of  violence 
in  the  behavior  of  the  nephew-caretaker.  The 
psychologist  was  able  to  make  an  agreement  with 
the  caretaker  to  visit  only  when  he  was  present. 
The  caretaker  had  been  cashing  the  veteran’s 
check  for  his  own  personal  use;  this  was  a typical 
situation  where  physical,  verbal,  financial,  and 
possible  sexual  abuse  occurred  together — al- 
though there  was  evidence  of  sexual  abuse  in  this 
case,  we  were  unable  to  obtain  conclusive  proof. 
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During  this  period,  the  caretaker  had  also  as- 
saulted a food  stamp  employee  (or  representa- 
tive). 

The  third  case  is  that  of  an  81 -year-old  white 

woman  who  was  very  affluent.  She  had  been 
cared  for  by  her  nephew,  had  round-the-clock  sit- 
ters, and  everyone  was  at  her  command.  When 
we  first  saw  this  lady,  she  was  taking,  or  had 
available,  medications  from  14  physicians.  She 
had  obviously  been  very  demanding  and  the  phy- 
sicians would  become  frustrated,  exhausted,  and 
find  some  way  to  discharge  her  from  their  care. 
She  had  a large  grocery  sack  of  both  prescription 
and  over-the-counter  medications.  She  made  nu- 
merous phone  calls  to  me,  my  secretary,  and  the 
nursing  staff.  It  was  our  job  to  convince  the  pa- 
tient and  her  caretaker  that  a nursing  home,  with 
a somewhat  controlled  environment,  would  be 
better  for  her.  She  was  placed  in  a local  nursing 
home  where  she  had  only  one  sitter,  and  the 
nursing  home  staff  rendered  the  needed  care.  By 
this  time  she  had  shown  significant  organic  brain 
dysfunction,  and  not  only  did  she  receive  better 
care,  but  her  family  was  able  to  have  needed  rest. 

At  the  time  this  lady  needed  a conservator  I 
thought  I had  no  problem;  a psychiatrist  who  had 
treated  both  the  patient  and  her  nephew  was 


CAT  Scan  of  the  Month  . . . 

(Continued  from  page  598) 

tion  occurring  in  75%  of  patients  with  pelvic  li- 
pomatosis. 

The  roentgenographic  appearance  is  charac- 
terized by  infiltration  of  the  pelvis  by  mature 
unencapsulated  fat  in  a very  loose  fibrous  matrix. 
The  radiolucent  fat  may  be  observed  on  plain  ab- 
dominal films  and  often  distorts  the  bladder  and 
rectum  and  may  occlude  the  inferior  vena  cava. 
This  entity  is  readily  diagnosable  by  computer- 
ized tomography  because  of  the  low  attenuation 
coefficient  of  fat.3  (The  attenuation  coefficient  is 
a measurement  of  tissue  density.  The  standard 
currently  used  sets  water  density  at  0 Hounsfield 
Units  [HU];  fat  has  a negative  number  [about 
— 50  to  -100],  soft  tissue  [muscle  and  organs] 
+ 30  to  +50  HU,  and  bone  above  +300  HU.) 
There  should  be  no  other  abnormality  in  the 
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called  as  a consultant.  After  the  evaluation,  how- 
ever, the  psychiatrist  chose  to  disengage  himself 
from  the  case,  and  though  he  was  the  one  health 
care  professional  who  could  have  resolved  this 
case,  he  refused  to  render  an  opinion.  This,  in 
our  experience,  is  not  unusual,  even  though  we 
try  very  hard  to  keep  these  physicians  involved 
in  decision-making.  Our  educational  system  has 
been  lacking  in  that  it  apparently  does  not  instill 
the  value  of  their  contribution  and  their  profes- 
sional comfort  into  the  circumstances  that  at  times 
may  be  very  complex,  trying  and  exhausting.  No 
person  can  stand  alone  in  the  decisions  that  have 
to  be  made  in  order  to  serve  the  best  interests  of 
the  clients. 

The  case  histories  presented  here  are  but  a few 

of  the  ones  we  have  been  able  to  resolve  satisfac- 
torily, though  unfortunately  we  are  not  able  to 
find  solutions  for  all  abuse  cases. 

I have  tried  to  present  geriatric  abuse  in  all  of 
its  aspects — the  numbers  of  occurrences,  types  of 
abuse,  and  typical  cases.  The  GAIT  with  its  mul- 
tidisciplinary approach  has  been  found  to  be 
workable.  Our  clients  have  almost  always  bene- 
fited, and  have  been  grateful  for  our  efforts, 
making  this  a satisfying  professional  experience 
for  each  team  member.  r ^ 


pelvis  to  explain  the  patient’s  signs  and  symp- 
toms. The  fat  may  elongate  and  displace  the  rec- 
tosigmoid superiorly  and  anteriorly.  Compression 
of  the  distal  ureters  may  be  seen,  as  in  our  case. 
The  bladder  is  elevated  and  assumes  a teardrop 
configuration. 

Computerized  tomography  usually  provides  a 
reliable  diagnosis,  rendering  surgery  unnecessary 
unless  ureteral  or  colonic  compression  is  signifi- 
cant. 

FINAL  DIAGNOSIS:  Pelvic  lipomatosis,  r S 
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Loss  Prevention  Case  of  the  Month 


Documentation  and  Postoperative  Management 


J.  KELLEY  AVERY,  M.D. 

Case  Report 

A 55-year-old  white  man  was  seen  in  the 
emergency  room  of  the  hospital  with  cramping 
abdominal  pain  for  12  hours.  For  the  past  six 
hours,  he  had  also  had  intractable  nausea  and 
vomiting.  He  had  an  appendectomy  at  age  8,  and 
had  had  mild  hypertension  for  the  past  five  years 
which  was  adequately  controlled  on  furosemide 
(Lasix)  20  mg  daily.  Physical  examination  re- 
vealed a temperature  of  100°F,  pulse  110/min, 
blood  pressure  130/90  mm  Hg.  Examination  of 
head,  neck,  chest,  and  heart  were  within  normal 
limits.  The  abdomen  showed  slight  distention, 
generalized  tenderness,  and  hyperactive  bowel 
sounds.  An  abdominal  x-ray  showed  evidence  of 
small  bowel  obstruction.  His  white  blood  count 
was  27,000/cu  mm,  with  92%  segmented  neutro- 
phils. Serum  sodium  was  139,  potassium  3.9, 
chloride  98  and  C02  28  mEq/liter.  He  was  admit- 
ted to  the  hospital  with  a diagnosis  of  probable 
small  bowel  obstruction. 

Shortly  after  admission,  he  was  taken  to  sur- 
gery where  he  was  prepared  for  an  exploratory 
laparotomy.  An  IV  was  started  and  a large  dose 
of  antibiotics  given.  When  his  abdomen  was 
opened,  a closed  loop  small  bowel  obstruction  was 
found,  caused  by  an  adhesive  band  from  his  pre- 
vious appendectomy.  The  loop  of  the  small  bowel 
was  cyanotic,  but  intact.  On  release  of  the  ob- 
structing band,  the  physician  carefully  explored 
the  remainder  of  the  abdomen  and  noted  no  ad- 
ditional pathology.  By  that  time  the  bowel  had 
greatly  improved  in  color.  Though  the  area  where 
the  adhesive  band  had  crossed  the  small  intestine 
was  still  described  as  somewhat  “bruised,”  the 
surgeon  believed  it  was  viable  and  decided  not  to 
resect  it. 

The  postoperative  orders  were  of  a routine  na- 
ture, calling  for  5%  dextrose  in  Ringer’s  lactate 
solution  IV  at  125  cc/hr,  nasogastric  tube  to  suc- 


Dr.  Avery  is  the  medical  director  of  State  Volunteer  Mutual  Insur- 
ance Company. 


tion,  turn  cough,  and  deep  breath  every  two 
hours,  routine  vital  signs,  measure  intake  and 
output  and  sit  on  the  side  of  the  bed  to  dangle  in 
the  morning.  The  patient  was  kept  in  the  recov- 
ery room  for  about  an  hour  and  then  was  re- 
turned to  his  room  at  about  midnight.  During  the 
night  his  blood  pressure  was  in  the  range  of  100/ 
70  mm  Hg  and  his  pulse  was  100- 110/min.  His 
eight-hour  output  was  less  than  100  cc.  The  nurse 
notified  the  physician  at  8 a.m.  that  the  patient’s 
temperature  had  increased  to  102°F  and  a Ty- 
lenol suppository  was  ordered.  At  10  a.m.  the 
surgeon  found  his  patient  very  lethargic,  with 
temperature  103°F,  blood  pressure  88/50  mm 
Hg,  pulse  122/min,  and  respirations,  26/min.  Stat 
blood  cultures,  electrolytes,  and  CBC  were  drawn 
and  he  was  prepared  for  immediate  re- 
exploration, where  a perforation  was  found  at  the 
site  where  the  adhesive  band  had  crossed  the 
small  bowel.  The  area  was  resected  and  an  end- 
to-end  anastomosis  was  performed. 

Postoperatively  the  patient  was  sent  to  ICU 
where  aggressive  antibiotics,  IV  Dopamine,  etc., 
were  employed  in  his  treatment.  His  course  was 
downhill,  and  six  hours  after  surgery  he  went  into 
cardiac  arrest.  Resuscitation  efforts  were  unsuc- 
cessful. The  laboratory  later  reported  that  the 
blood  cultures  grew  a Gram-negative  organism. 

About  one  month  after  this  patient’s  death,  the 
surgeon  was  called  by  the  record  room  at  the 
hospital  and  told  that  an  attorney  had  inquired 
about  the  records.  At  this  point  the  surgeon  dic- 
tated his  operative  note,  but  dated  it  on  the  date 
of  surgery.  Further  developments  in  this  case  re- 
vealed that  the  plaintiff  attorney  had  secured 
conflicting  statements  from  hospital  personnel  re- 
garding the  patient’s  treatment,  contradicting  the 
surgeon’s  operative  note  on  the  initial  surgery. 

The  significant  question  in  this  case  was 
whether  or  not  the  surgeon  followed  an  appro- 
priate standard  of  care  by  deciding  not  to  resect 
this  “somewhat  bruised”  area  of  small  bowel  at 
the  initial  surgery.  Proof  developed  prior  to  liti- 
gation revealed  that  operating  room  personnel’s 
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description  of  this  area  of  small  bowel  was  dia- 
metrically opposed  to  the  surgeon’s  description. 

In  spite  of  these  difficulties,  an  expert  witness 
testified  that  the  surgeon’s  decision  not  to  re- 
move the  bowel  was  a judgment  call  that  could 
not  be  second  guessed.  On  the  other  hand,  the 
surgeon  was  deemed  to  have  fallen  below  an  ac- 
ceptable standard  of  care  due  to  his  lack  of  ag- 
gressive postoperative  management.  Postopera- 
tive orders  were  not  detailed  as  to  how  often  vital 
signs  were  to  be  monitored  or  under  what  cir- 
cumstances the  surgeon  was  to  be  notified;  post- 
operative blood  studies  were  not  ordered,  ag- 
gressive antibiotic  therapy  was  not  continued 
postoperatively,  and  the  surgeon  had  not  seen  this 
severely  ill  patient  for  approximately  ten  hours 
after  surgery. 

Although  documentation  of  the  aggressive  ef- 
forts to  treat  this  man  was  somewhat  sparse,  dic- 
tation of  the  operative  note  a month  after  the 
event,  with  erroneous  dating,  cast  such  a shadow 
over  the  entire  case  that  the  surgeon  was  at  an 
extreme  disadvantage,  and  a sizeable  loss  result- 
ed. 

Loss  Prevention  Comments 

(1)  Operative  notes  should  be  dictated  as  soon 
after  surgery  as  is  physically  possible. 

(2)  Orders  for  postoperative  management 
should  be  detailed,  reflecting  the  surgeon’s  con- 
cern for  close  and  adequate  observation.  In  this 
case,  the  surgeon  should  have  been  specific  about 
the  circumstances  in  which  he  was  to  be  called, 
i.e.,  falling  blood  pressure,  inadequate  urine  out- 
put, etc.  Although  preoperative  electrolytes  were 
normal,  postoperative  electrolytes  should  have 
been  ordered,  since  intestinal  obstruction,  naso- 
gastric suction,  and  previous  treatment  with  fu- 
rosemide  all  tend  to  disturb  electrolyte  balance. 
The  compromised  bowel  should  have  signaled  the 
possibility  of  perforation  and  Gram-negative  sep- 
sis, and  the  surgeon  should  have  been  personally 
involved  much  earlier  in  the  patient’s  postopera- 
tive management. 

(3)  Postoperative  management  should  be  as 
aggressive  as  the  operative  treatment  and  tai- 
lored to  avoid  or  observe  the  most  frequent  and 
severe  postoperative  complications  of  any  given 
procedure. 

(4)  This  patient  was  maintained  in  the  recov- 

ery room  for  only  an  hour.  Upon  his  return  to 
the  floor,  he  was  observed  by  nursing  personnel 
who  are  generally  less  accustomed  than  recovery 
room  nurses  to  the  management  of  patients  in  the 
immediate  postoperative  period.  / ~p 


We  mean  the  kind  of  sleep  that  comes  from 
knowing  you  practiced  medicine  the  way  it  was 
meant  to  be  practiced.  No  compromises. 

As  a Navy  physician,  you’ll  be  working  at 
some  of  the  most  modern  facilities  in  the  world. 
You’ll  be  given  a practice  that's  as  varied  and 
challenging  as  any  you’ll  find  in  a civilian  set- 
ting. 

And,  for  a Navy  physician,  administrative  de- 
tails are  kept  to  a minimum.  A highly  trained  staff 
of  professionals  attends  to  most  of  the  paper- 
work. There  are  a lot  of  great  benefits  that  go 
with  being  a Navy  physician.  Good  pay.  A family 
life.  Even  30  days’  paid  vacation  a year. 

The  Navy  currently  has  residency  and  fellow- 
ship positions  available  in  medical  centers 
throughout  the  United  States. 


Residencies 

Anesthesia 

Family  Practice 

Internal  Med 

Neurosurgery 

Ob/Gyn 

Pathology 

Pediatrics 

Surgery 

Urology 


Fellowships 

Cardiology 

Endocrinology/ 

Metabolism 

Gynecologic 

Oncology 

Hand  Surgery 

Pulmonary  Med 


For  more  information  please  contact: 
TOM  STEGER 

NAVY  MEDICAL  PROGRAMS 

IN  NASHVILLE— (615)  251-5571 
IN  TENNESSEE— (800)  342-8629 
OUT  OF  STATE— (800)  251-2516 
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Health  and  Environment  Report 


Health  Risk  Behaviors  of  Adult  Tennesseans 


A knowledge  of  the  frequency  and  extent  of 
health  risk  behaviors  in  Tennessee  is  necessary  for 
planning  effective  health  promotion  programs. 
The  Tennessee  Department  of  Health  and  Envi- 
ronment, in  collaboration  with  the  Centers  for 
Disease  Control,  conducted  a statewide  behavior 
risk  factor  survey  in  August  1982  to  estimate  risk 
factor  prevalence  rates  in  Tennessee. 

There  were  797  interviews  completed  using  a 
36-item  questionnaire  developed  by  the  Center  for 
Health  Promotion  and  Education.  Centers  for 
Disease  Control,  U.S.  Public  Health  Service. 
Data  were  collected  on  the  health  risk  behavior, 
the  age,  sex,  race,  educational  achievement,  and 
height  and  weight  of  respondents.  Specific  atten- 
tion was  given  eight  health  risk  behaviors:  lack  of 
seat  belt  use,  cigarette  smoking,  obesity,  seden- 
tary lifestyle,  uncontrolled  hypertension,  acute 
heavy  drinking,  chronic  heavy  drinking,  and 
drinking  and  driving.  Below  are  the  results  as  well 
as  comments  on  each  of  these  items. 

Seat  Belt  Use 

• 8 out  of  10  Tennesseans  do  not  wear  seat  belts 
regularly  (2.5  million  Tennesseans). 

• 50%  of  automobile-related  deaths  and  injuries 
could  have  been  prevented  if  belts  were  used.2 

• Tennessee’s  1990  objective  is  to  increase  seat 
belt  usage  among  adults  to  24%. 3 

Cigarette  Smoking 

• 32.7%  of  Tennesseans  were  smokers  in  1982  (1.1 
million  Tennesseans). 

• 73.4%  of  all  smokers  began  smoking  regularly 
before  their  20th  birthday. 

• Cigarette  smokers  have  a 70%  higher  overall 
death  rate  than  nonsmokers.4 

• Tennessee’s  1990  objective  is  to  reduce  the  pro- 
portion of  adults  who  smoke  to  25%. 3 


(This  communication  was  derived  from  a paper  developed  by  the 
Health  Promotion  Section  of  the  Tennessee  Department  of  Health  and 
Environment.  Physicians  interested  in  the  study  design,  methodology 
and  complete  results  of  the  1982  survey  may  obtain  the  unabridged 
paper  by  writing  to  Tennessee  Department  of  Health  and  Environ- 
ment. Health  Promotion  Section.  R.  S.  Gass  Building.  Ben  Allen  Road. 
Nashville.  TN.  Dr.  Barbara  Levin's  editorial  for  this  study  can  also  be 
obtained  upon  request.  Comments  from  her  editorial  were  utilized  in 
this  article.) 


Obesity 

• 22.5%  (750,000  Tennesseans)  were  120%  of 
ideal  weight. 

• Obese  individuals  have  higher  risks  of  hyper- 
tension. diabetes,  coronary  heart  disease,  acci- 
dents and  certain  cancers.5 

• Tennessee’s  1990  objective  is  to  have  only  19% 
(or  fewer)  of  Tennesseans  significantly  over- 
weight.3 

Sedentary  Lifestyle 

• 12.8%  (420,000  Tennesseans)  were  classified  as 
“sedentary,”  24.7%  as  “somewhat  active,” 
32.8%  as  “moderately  active,”  and  29.7%  as 
“active.” 

• Benefits  of  regular  exercise  include  loss  of  ex- 
cess fat.  decreased  anxiety,  and  an  increased 
sense  of  well-being,  cardiopulmonary  efficien- 
cy, and  high-density  lipoproteins.6 

• The  1990  objective  is  to  have  60%  of  adults  18 
to  65  years  of  age  participating  regularly  in  vig- 
orous activity'  and  50%  of  adults  65  years  and 
older  engaging  in  appropriate  physical  activity.3 

Alcohol  Abuse 

• 12.7%  (420.000  Tennesseans)  were  classified  as 
acute  heavy  drinkers  reporting  five  or  more 
drinks  on  at  least  one  occasion  in  the  past 
month. 

• 4.3%  (140,000  Tennesseans)  averaged  56  or 
more  drinks  in  the  past  month  and  were  classi- 
fied as  chronic,  heavy  drinkers. 

• 2.7%  (represents  90.000  Tennesseans  in  any 
given  month)  reported  driving  an  automobile 
after  having  had  too  much  to  drink. 

• Alcohol  abuse  is  a factor  in  over  10%  of  all 
deaths  and  an  unproven  proportion  of  injuries.’ 
It  is  clinically  associated  with  fetal  alcohol  syn- 
drome, heart  disease,  cirrhosis,  and  cancers  of 
the  oral  cavity,  esophagus,  pharynx,  and  liver. 
Excessive  use  of  alcohol  is  involved  in  at  least 
half  of  all  traffic  fatalities.  30%  of  small  aircraft 
accidents,  and  60%  of  all  violent  crimes. 

• The  1990  objectives  are:  fewer  than  11%  of 
adults  report  five  drinks  or  more  on  an  occa- 
sion; fewer  than  4%  of  adults  report  drinking 
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more  than  56  drinks  a month;  fewer  than  2% 
of  adults  report  driving  after  having  too  much 
to  drink. 


Uncontrolled  Hypertension 

• 23.7%  of  those  surveyed  had  hypertension  and 
19%  of  hypertensives  (represents  135,000  Ten- 
nesseans) reported  their  blood  pressure  was  not 
under  control. 

• Hypertension  is  the  largest  single  contributor  to 
stroke  and  a major  contributor  to  heart  disease 
and  kidney  failure.8 

• The  1990  objective  is  to  have  95%  of  adults 
getting  their  blood  pressure  checked  at  least 
annually  and  to  reduce  the  percentage  of  un- 
controlled hypertensives  as  follows:3 

18-34  years  to  22% 

35-44  years  to  18.8% 

45-54  years  to  15.6% 

55-64  years  to  13.4% 

65  and  over  to  14.6% 

The  Behavior  Risk  Factor  Survey  represents 
a major  milestone  in  preventive  health  care  for 
Tennessee.  It  provides  a benchmark  against  which 
future  efforts  toward  change  can  be  measured. 
The  Department  of  Health  and  Environment  in- 
itiated a surveillance  system  in  January  1984  to 
monitor  these  same  risk  factors  using  comparable 
methodology  to  the  1982  survey.  This  system  will 
monitor  the  progress  made  toward  each  of  the 
1990  objectives. 

The  physician’s  role  in  health  promotion  ac- 
tivities must  be  central.  In  a recent  Lou  Harris 
poll,  92%  of  Americans  regarded  physicians  as 
the  most  important  and  effective  source  of  health 
information.9  Physicians  have  already  made 
changes  in  their  diet  and  exercise  patterns  and 


only  21%  of  male  physicians  smoke  in  compari- 
son to  a national  average  of  39%.  Now  the  chal- 
lenge is  to  get  physicians  to  “preach  effectively 
what  they  practice  well.” 

Recognizing  the  importance  of  lifestyle 
change  as  a basis  for  altering  statewide  health 
status,  the  TMA  General  Assembly  and  the  Ten- 
nessee Health  Officers  adopted  a resolution  sup- 
porting the  1990  objectives  established  by  the 
Tennessee  Department  of  Health  and  Environ- 
ment. Seven  of  these  26  objectives  for  Tennessee 
relate  to  the  role  the  medical  profession  can  play 
in  changing  individual  health  behavior.  Changing 
behavior  is  never  easy,  but  neither  is  it  impossi- 
ble. 

It  is  impossible  to  change  behavior  of  pa- 
tients when  health  professionals  are  not  commit- 
ted to  the  benefits  and  necessity  of  change.  We 
have  become  great  masters  of  “High  Technolo- 
gy” in  health  care  but  our  challenge  is  to  revive 
some  of  the  “High  Touch”  practices  like  the  art 
of  counseling  patients  and  families.  r S 
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The  Way  the  Wind  Blows 

Tennessee  is  blessed  with  more  species  of  trees  than  any  state  in  the 
Union — from  the  stately  oak  trees  towering  above  buildings  in  the  city,  to 
the  pines  which  grace  a good  deal  of  the  forest  area  of  our  state,  to  the 
peach  trees  in  our  orchards,  and  the  Kentucky  coffee  tree  which  graces  my 
front  yard.  Our  trees  turn  green  with  the  arrival  of  spring  and  brown  with 
the  arrival  of  fall.  They  suffer  droughts  of  summer  and  the  plentifulness  of 
rain  in  the  spring.  They  endure  the  summer  heat  and  the  winter  cold.  Most 
Thomas  K.  Ballard  of  the  time  the  trees  are  in  motion  from  the  winds  which  God  provides  to 


us. 

On  a recent  trip  to  Knoxville  I had  the  opportunity  to  observe  our  trees 
as  I drove  along  1-40  between  Jackson  and  that  East  Tennessee  city.  It  hap- 
pened to  be  a day  when  the  clouds  were  moving  across  the  sky  with  a ten  to 
fifteen  mile  per  hour  wind  from  the  northwest.  The  sun  was  shining,  and  I 
thought  to  myself  what  a great  day  to  be  alive.  The  trees  were  bending  to 
and  fro,  and  I am  sure  that  somewhere  in  the  woods  alongside  the  road  a 
branch  or  two  was  falling  to  the  ground  as  the  wind  broke  limbs  from  the 
trees.  We  are  blessed  in  our  state  with  spring,  summer,  autumn,  and  winter. 
I am  not  sure  that  I would  like  to  live  in  a climate  where  the  temperature  is 
constant  year  around  and  where  the  trees  and  shrubbery  are  continuously 
one  color.  The  greenup  time  in  the  spring  is  wondrous  to  observe  and  the 
autumn  is  likewise  beautiful  to  behold. 

I am  sure  you  are  wondering  how  this  correlates  with  the  practice  of  med- 
icine. It  does,  you  know,  because  our  practice  of  medicine  sometimes  vacil- 
lates day  by  day.  We  have  many  extraneous  pressures  put  upon  us  which 
alter  our  practice.  We  have  many  restraints  on  our  practice  of  medicine.  We 
have  pressures  put  upon  us  daily  by  our  patients  and  by  families  of  our 
patients,  pressures  that  those  who  are  not  familiar  with  the  practice  of  med- 
icine are  not  able  to  understand.  These  many  pressures  may  often  cause 
some  of  us  to  bend  with  the  way  the  wind  blows.  I will  not  be  one  to  remon- 
strate to  those  of  us  who  bend  with  these  pressures.  There  are  many  circum- 
stances that  greet  us  with  the  arrival  of  each  patient  for  which  we  are  not 
prepared  to  cope. 

Pressures  are  brought  to  bear  upon  our  profession  by  our  federal  govern- 
ment, by  our  state  government,  and  by  third  party  carriers,  greater  than  any 
other  profession.  These  are  changing  times  and  we  must  be  able  to  adjust. 
We  must  take  a firm,  positive  attitude  that  we  will  provide  quality  medical 
care.  We  must  dedicate  a steady  commitment  to  our  fundamental  profession- 
al ethics  by  putting  the  health  and  welfare  of  our  patients  above  the  econom- 
ic or  political  situations  in  which  we  find  ourselves.  We  as  physicians  need 
to  propose  rather  than  react  to  these  situations. 

Which  way  does  the  wind  blow  in  your  practice?  Are  you  ready  to  reded- 
icate yourself  to  providing  or  prescribing  only  necessary  services,  being  con- 
scious of  the  costs  of  health  care,  and  recognizing  that  your  prime  concern 
is  your  patient’s  welfare?  If  we  fully  realize  this  then  it  makes  no  difference 
which  way  the  wind  blows.  If  we  are  always  steadfast  in  the  belief  that  our 
patients  are  the  reason  that  we  exist,  then  we  will  never  bend. 
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editorial/ 


In  Pursuit  of  Excellence 

Some  of  the  participants  in  this  year’s  23rd 
Olympiad  peaked  for  the  boycotted  games  held 
in  Moscow  in  1980,  and  have  therefore  been 
hanging  on  for  a long  time.  The  women’s  volley- 
ball team  has  been  practicing  eight  hours  a day 
for  eight  years,  and  some  of  the  athletes,  like  Bart 
Conner,  Edwin  Moses,  and  Tracy  Caulkins — all 
1984  gold  medal  winners — are  senior  citizens  at 


26,  28,  and  21  years,  respectively.  Conner  and 
Moses  participated  in  the  1976  Olympic  games 
and  Moses  was  the  gold  medalist  in  his  hurdles 
event  that  year.  After  his  race  this  year  he  com- 
mented that  cream  will  always  rise  to  the  top. 
That  is  an  oversimplification.  It  usually  will — un- 
less it  curdles  or  is  homogenized. 

On  the  chance  that  some  of  you  may  have  been 
on  the  moon  or  deep  in  the  earth  in  the  summer 
of  1976,  and  perchance  returned  there  during  the 
first  week  of  this  August,  thereby  failing  to  be- 
come familiar  with  the  name  Bela  Karolyi,  I will 
tell  you  that  in  1976  he  was  coach  of  the  very 
successful  Romanian  women’s  gymnastic  team 
that  included  the  incomparable  Nadia  Coman- 
echi.  Later  on,  after  having  given  this  year’s  Ro- 
manian gold  medalist  Ecatarina  Szabo  her  start, 
Karolyi  decided  not  to  accompany  his  team  back 
to  Romania  after  a meet  in  New  York,  but  with 
his  wife  to  remain  in  the  United  States  instead. 
He  found  reaching  the  milk  and  honey  that  this 
land  is  said  to  flow  with  difficult,  but  eventually, 
through  the  help  of  the  aforementioned  Bart 
Conner,  he  landed  a job  as  assistant  coach  at  the 
University  of  Oklahoma,  where  Bart  was  en- 
rolled. He  finally  wound  up  in  Houston,  where 
he  now  owns  his  own  private  gymnasium;  it  has 
500  enrollees,  the  cream  of  thousands  who  have 
applied,  among  them  two  of  this  year’s  gold  med- 
alists— the  phenomenal  Mary  Lou  Retton  and  Ju- 
lianne  McNamara. 

In  Romania,  Nadia  and  Ecatarina  were  re- 
moved from  their  homes  at  the  age  of  5 years  to 
live  in  a special  school  to  study  under  Bela  Ka- 
rolyi. In  the  United  States  Mary  Lou  left  her 
home  in  West  Virginia  to  live  with  a family  in 
Houston,  and  Julianne’s  family  moved  to  Hous- 
ton, so  they  could  study  under  Bela  Karolyi.  In 
Romania  it  was  by  edict  and  in  the  United  States 
it  was  voluntary,  but  the  sacrifice  was  the  same. 
For  the  cream  to  rise  requires  sacrifice,  but  it  also 
requires  the  proper  environment  to  prevent  its 
clabbering. 

Clabbering  is  what  milk  does  when  it  is  al- 
lowed to  sit  around  at  room  temperature.  Unless 
the  cream  is  skimmed  off  first,  the  curds  encom- 
pass the  butterfat.  It  is  a passive  process.  Ho- 
mogenization is  an  active  process  that  keeps  the 
butterfat  in  suspension  in  the  milk.  In  either  case 
there  is  no  longer  any  cream.  In  either  case, 
though  the  cream  may  rise,  it  will  not  stay  cream 
unless  it  is  skimmed  off. 

There  are  pursuits  that  allow  for  late  bloom- 
ers, but  that  is  seldom  possible  in  sports,  partic- 


610 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


ularly  in  gymnastics,  where  one  is  unusually  over 
the  hill  by  the  ripe  old  age  of  20  or  so.  Talent 
must  be  spotted  young  and  nurtured  avidly,  to  be 
polished  as  gold  for  the  gold  by  the  likes  of  Bela 
Karolyi  or  Don  Peters,  coach  of  the  U.S.  Olym- 
pic team.  Though  the  contribution  of  Tennessee 
State  of  such  gold  medalists  on  the  track  as  Wil- 
ma Rudolph,  Wyomia  Tyus,  and  Chandra  Chees- 
borough  can  be  attributed  to  be  sure  to  their  nat- 
ural talent  and  determination,  that  talent  had  to 
be  nurtured  by  Coach  Ed  Temple. 

All  of  this  can  be  extrapolated  to  apply  to  any 
field  of  endeavor.  There  is  no  natural  talent,  or 
even  genius,  that  cannot  be  improved  by  the  touch 
of  a master,  and,  except  for  the  occasional  ge- 
nius, that  touch  is  required  for  full  development. 
The  tragedy  of  our  present  public  educational 
system  is  that  with  few  exceptions  it  is  directed 
toward  homogenization,  which  is  translated  me- 
diocrity. It  is  also  generally  underfunded.  While 
homogenization  prevents  the  formation  of  whey, 
it  also  precludes  the  production  of  cream.  Though 
the  Soviet  system  is  implemented  by  force,  it  does 
skim  off  the  cream — or  even  better,  churns  it  to 
golden  butter. 

We  maintain  there  is  nothing  that  the  socialis- 
tic system  can  do  that  the  capitalistic  system  can't 
do  better.  This  should  be  true,  but  in  practice  de- 
mocracy in  this  country  has  been  pushed  to  the 
illogical  extreme  of  requiring  that  all  individuals 
be  equal.  In  theory,  that  is  what  communism  also 
maintains,  but  realism  dictates  that  just  as  there 
are  thoroughbred  racehorses  and  drays,  so  are 
there  vast  differences  in  capacity,  both  intellec- 
tual and  physical,  among  human  beings.  This  na- 
tion was  founded  on  the  principle  not  that  every- 
one would  be  equal,  but  that  every  citizen  be 
given  the  opportunity  for  maximal  achievement. 
If  everyone  is  to  have  a college  degree,  the  ideal 
of  the  new  deal,  then  the  degree  itself  must  nec- 
essarily be  cheapened. 

Not  everyone,  regardless  of  polishing,  can  be 
a Mary  Lou  Retton  or  a Bart  Conner.  I,  for  one, 
would  fall  off  the  balance  beam  after  a step  or 
two,  provided  I succeeded  in  standing  on  it  in  the 
first  place,  which  is  not  very  likely.  On  the  other 
hand,  not  many  of  those  gymnasts  could  edit  a 
journal,  though  some  might  indeed  do  it,  even 
better  than  I.  Those  should  have  the  opportunity, 
and  have  proper  instruction. 

Somehow  our  priorities  have  become  con- 
founded, and  unless  we  attend  to  that  soon,  we 
will  have  lost  the  principle  that  made  America 
great — development  of  individual  excellence.  I 


believe  we  are  lacking  in  two  closely  related 
areas.  One  I have  already  referred  to:  our  edu- 
cation system  is  fostering  mediocrity  in  the  guise 
of  promoting  equality.  The  other  is  our  failure  in 
developing  skimmers  of  cream,  or  polishers  of 
gold — ie,  teachers.  Suffering  like  the  student 
population  generally  from  a faltering  education 
system,  teachers  are  being  taught  how  to  teach 
but  not  what  to  teach.  The  better  ones  are  both 
frustrated  by  the  system's  inadequacies  and  gen- 
erally inappropriately  rewarded  for  their  efforts. 
Since  we  compensate  those  who  entertain  our 
children  for  a brief  time  on  the  tube  far  better 
than  we  do  those  to  whom  we  entrust  them  for 
most  of  their  early  lives,  prospective  teachers  have 
to  think,  wLy  bother?  It  is  not  conducive  to  at- 
tracting our  brightest  young  people  into  teaching 
careers,  and  that  is  where  w7e  need  them  most. 

Mary  Lou  Retton's  accomplishments  have 
evoked  a flood  of  applications  to  gymnasiums 
from  young  applicants  nationwide.  One  hopes 
they  will  be  appropriately  screened  and  properly 
coached,  though  there  is  no  assurance  that  they 
will  be.  This  is  a dangerous  pastime,  where  young 
bodies  can  easily  suffer  permanent  damage,  and 
though  life  is  full  of  uncertainties,  it  at  least  de- 
serves a safe  start. 

J.B.T. 


Into  the  Sunset 

One  August  a few  years  back  I attended  a 
meeting  in  Los  Angeles  where  most  of  the  time 
the  sun  was  a dull  reddish-browm,  and  from  my 
window  high  in  the  Hotel  Bonaventure  I often 
could  scarcely  see  the  Atlantic-Richfield  towers 
only  a couple  of  blocks  away.  It  made  a body 
think  twice  about  breathing  at  all.  let  alone  deep- 
ly. Consequently,  I found  the  apprehension  of  the 
Olympic  athletes — or  probably  more  accurately 
their  mentors — about  that  particular  venue  for  the 
games  not  entirely  unreasonable.  As  it  turned  out, 
all  of  those  fears  were  unfounded,  and  about  the 
most  smog  one  could  find  appeared  as  a certain 
occasional  dinginess  of  the  air  about  the  Santa 
Monica  Mountains  above  Hollywood.  It  w7as  as  if 
Nature  were  on  her  best  behavior  just  to  taunt 
her  detractors.  None  of  the  predicted  horrors,  in 
fact,  came  to  pass — no  major  air  pollution,  no 
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terrorist  acts,  no  impenetrable  traffic  jams,  no  real 
problem  with  the  widely  scattered  sites;  only  a 
lot  of  vigorous,  attractive  young  athletes  playing 
their  hearts  out  for  the  gold.  Or  were  they? 

It  is  hard  to  play  a team  sport — or  perhaps  I 
should  say,  it  is  hard  for  a group  of  athletes  to 
play  one  at  all  successfully — if  the  players  are 
committed  only  to  their  own  personal  golden 
dream.  Successful  team  competition  demands  that 
the  individual  athletes  form  a team,  and  that  im- 
plies commitment  to  the  other  team  members  and 
to  the  team  itself.  We  watched  that  being  fulfilled 
time  and  again  in  Los  Angeles — in  relays  on  the 
track  and  in  the  pool,  by  the  gymnasts,  and  by 
the  basketball,  volleyball,  and  water  polo  teams, 
all  of  whom  helped  make  the  golden  harvest 
reaped  by  the  United  States  team  the  greatest 
ever. 

United  States  team?  According  to  Baron  Pierre 
de  Coubertin,  founder  of  the  modern  Olympic 
games,  the  games  are  for  the  athletes,  the  honor 
not  in  the  winning  but  in  participating;  through 
friendly  competition,  he  believed,  international 
friendship,  and  therefore  peace,  would  inevitably 
follow.  It  is  certainly  true  that  a tremendous  re- 
spect, and  even  sometimes  friendship,  develops 
between  individual  athletes.  Nevertheless,  time 
after  time  the  athletes  spoke  of  their  joy  in  being 
a part  of  this  great  United  States  team.  That  it 
was  unable  to  pit  itself  against  teams  from  the 
Eastern  bloc  was  the  cause  of  both  annoyance  and 
sorrow.  The  stands  were  alive  with  American 
flags,  which  sometimes  evoked  reference  to  the 
unfortunate  display  of  patriotism  by  American 
fans  at  the  games,  which  was  considered  bad 
form,  of  course. 

Since  when  is  patriotism  considered  bad  form? 
Ever  since  the  Russians  began  exporting  the  Bol- 
shevik revolution,  with  its  Marxist  philosophy,  just 
after  the  first  World  War,  is  when.  Allegiance  was 
to  be  to  the  new  world  order  of  the  laboring  man, 
and  not  to  national  governments.  That  movement 
suffered  a brief  setback  during  World  War  II,  but 
there  were,  and  still  are,  those  in  every  nation 
who  have  been  willing  to  sell  out  the  land  of  their 
birth  for  this  preposterous  notion.  It  should  be 
evident  even  to  those  most  besotted  by  idealism 
that  anarchy,  despite  its  appeal,  will  not  work,  or 
even  happen.  Someone  will  always  govern;  those 
leaders  spawned  by  the  international  revolution 
have  proved  themselves  above  all  others  least  fit 
to  do  it — that  is,  they  have  to  those  having  any 
interest  at  all  in  individual  rights.  The  state  may 
philosophically  be  paramount,  but  its  importance 
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pales  into  insignificance  wherever  the  personal 
perquisites  of  its  governing  body  are  concerned. 
In  addition,  business  cartels  and  banking  inter- 
ests also  want  to  take  us  international;  they  are 
above  all  that  government  nonsense,  a law  unto 
themselves. 

Viewing  the  games,  I saw  a lot  of  good  na- 
tured  enthusiasm  being  demonstrated  by  Ameri- 
can fans,  but  not  much  belligerence.  I watched 
them  cheer  on  not  only  their  own  athletes,  but 
the  likes  of  the  Portugese  winner  of  the  marathon 
and  the  winning  Brazilian  soccer  team,  as  well.  I 
watched  them  go  boisterously  and  noisily  “ape” 
as  our  (and  I mean  our)  basketball  teams — male 
and  female — swept  to  victory.  What  I saw  is  what 
I have  seen  everywhere  in  the  past  few  years — a 
nation  recovering  from  the  pathologic  introspec- 
tion and  self-flagellation  of  the  Vietnam  and  Wa- 
tergate years.  It  is  not  the  happy,  well-adjusted 
individual  who  is  likely  to  start  a fight,  but  the 
morose  one.  I suspect  it  is  the  same  with  nations. 

I don’t  know  about  you,  but  I loved  all  the 
flag-waving,  foot-stomping,  back-slapping,  hat 
tossing,  noisy  celebration  of  victory  for  our  team. 
To  those  who  thought  that  inappropriate,  it  might 
be  appropriate  to  quote  the  very  appropriate 
malapropism  of  a favorite  of  mine,  Jean  Kirkpat- 
rick, our  Ambassador  to  the  United  Nations,  who 
once  invited  that  body  to  walk  eastward  and  dis- 
appear into  the  sunset. 

J.B.T. 


Frank  Harlan  Booher,  age  79.  Died  July  24,  1984. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Lincoln  County  Medical  Society. 

Ira  Monroe  Gambill,  age  90.  Died  August  1,  1984. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Washington-Unicoi  Medical  Associa- 
tion. 

Harold  L.  Neuenschwander,  age  68.  Died  August  11, 
1984.  Graduate  of  University  of  Minnesota  Medical 
School.  Member  of  Knoxville  Academy  of  Medicine. 

Norman  L.  Ownby,  age  42.  Died  July  16,  1984.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
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Member  of  Chattanooga-Hamilton  County  Medical 
Society. 

Merlin  L.  Trumbull,  age  70.  Died  July  24,  1984.  Grad- 
uate of  University  of  Nebraska  School  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 


BLOUNT  COUNTY  MEDICAL  SOCIETY 

Taylor  Carson  Weatherbee,  M.D.,  Maryville 

CARTER  COUNTY  MEDICAL  SOCIETY 

Richard  G.  Gallaher,  M.D.,  Elizabethton 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Francisco  G.  Moreno,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Salem  F.  Ganen,  M.D.,  Morristown 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Jane  Kirk  Alissandratos,  M.D.,  Memphis 
George  P.  Alston,  M.D.,  Memphis 
D.  Kevin  Asa,  M.D.,  Memphis 
Richard  W.  Babin,  M.D.,  Memphis 
Thomas  H.  Crenshaw,  M.D.,  Memphis 
Sam  Delk,  M.D.,  Memphis 
Timothy  John  Flynn,  M.D.,  Memphis 
Gilbert  L.  Hyde,  M.D.,  Memphis 
Oakley  C.  Jordan,  Jr.,  M.D.,  Memphis 
Kevin  T.  Kavanagh,  M.D.,  Cordova 
Jeffrey  H.  Lowry,  M.D.,  Memphis 
Donald  Davis  Owens,  M.D.,  Memphis 
William  Thomas  Rawlinson,  M.D.,  Memphis 
Nahed  S.  Sobhy,  M.D.,  Memphis 
Barry  Franklin  Thompson,  M.D.,  Memphis 
Tommy  Clay  Thompson,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Allen  French  Anderson,  M.D.,  Nashville 
Rex  Elbert  H.  Arendall,  M.D.,  Nashville 
Darrell  Gene  Arnett,  M.D.,  Nashville 
Dennis  Issac  Bojrab,  M.D.,  Nashville 
William  Tyree  Finch,  M.D.,  Nashville 
John  Pettry  Greer,  M.D.,  Nashville 
James  R.  Hupp,  M.D.,  Nashville 
Paul  Andrew  Justice,  Jr.,  M.D.,  Nashville 
Patrick  J.  Lecorps,  M.D.,  Nashville 
Linda  Shacter  Lundin,  M.D.,  Nashville 
John  A.  Morris,  Jr.,  M.D.,  Nashville 
Michael  E.  Niedermeyer,  M.D.,  Nashville 
Judith  H.  Regan,  M.D.,  Nashville 
Jacqueline  Lee  Rodier,  M.D.,  Nashville 


PeterS.  Roland,  M.D.,  Nashville 
Katherine  Marie  Rowe,  M.D.,  Nashville 
Barbara  Burns  Snell,  M.D.,  Nashville 
Paul  Richard  Sohmer,  M.D.,  Nashville 
James  Nelson  Sullivan,  M.D.,  Nashville 

(Students) 

Charles  Gregory  Banks,  Nashville 
Gilbert  Erich  Boswell,  Nashville 
Karen  J.  Bowen,  Nashville 
William  C.  Burnette,  Jr.,  Nashville 
Mary  Jane  Butterfield,  Nashville 
R.  Douglas  Cullom,  Jr.,  Nashville 
Russ  D.  Erman,  Nashville 
Lee  Ann  Faulkner,  Nashville 
Timothy  Gerard  Givens,  Nashville 
Sally  H.  Houston,  Nashville 
Landon  Stuart  King,  Nashville 
Robert  P.  LaGrone,  Nashville 
Douglas  W.  Lowery,  Nashville 
Stephen  F.  Miller,  Nashville 
Theodore  T.  Miller,  Nashville 
H.  Mark  Swindle,  Nashville 
Terri  J.  Vrtiska,  Nashville 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Sharon  K.  Stafford,  M.D.,  Mountain  City 
Frank  T.  Varney,  M.D.,  Johnson  City 


pcf/oncil  new/ 


Alan  L.  Graber,  M.D.,  medical  director  of  the  Dia- 
betes Control  Program  at  St.  Thomas  Hospital,  Nash- 
ville, has  received  the  1984  Pfizer  Award  as  outstand- 
ing clinician  in  the  field  of  diabetes. 

Michael  Hinds,  M.D.,  was  named  chief  of  staff  for 
1984-1985  at  Volunteer  General  Hospital  in  Martin. 
Other  officers  elected  include  J.  W.  Shore,  M.D.,  vice 
chief  of  staff;  and  William  Eason,  M.D.,  secretary- 
treasurer. 

James  D.  Snell,  M.D.,  Nashville,  has  been  elected 
president  of  the  American  Lung  Association  of  Ten- 
nessee. 

L.  Hadley  Williams,  TMA  executive  director,  has  been 
elected  secretary-treasurer  of  the  900-member  Ameri- 
can Association  of  Medical  Society  Executives.  Mr. 
Williams  served  for  the  past  four  years  as  a member  of 
the  board  of  directors  of  AAMSE  prior  to  the  election 
that  took  place  in  Boston  during  the  association’s  an- 
nual convention  in  August.  Mr.  Williams  was  also 
named  to  the  board  of  directors  of  the  Professional 
Convention  Management  Association  earlier  this  year. 
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TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Thirty-two  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  July 
1984. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these  hours 
must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Bebe  A.  B.  Avery,  M.D.,  Knoxville 
Harry  Baer,  M.D.,  Nashville 
Robert  L.  Barnes,  M.D.,  Knoxville 
William  B.  Berry,  M.D.,  Chattanooga 
John  C.  Brothers,  M.D.,  Nashville 
Paul  E.  Brown,  Jr.,  M.D.,  Johnson  City 
P.  Castelnuovo-Tedesco,  M.D.,  Nashville 
Lawrence  L.  Cohen,  M.D.,  Memphis 
Thomas  K.  Creson,  Jr.,  M.D.,  Memphis 
Thomas  H.  Curtis,  M.D.,  Chattanooga 
Malcolm  B.  Daniell,  M.D.,  Chattanooga 
Thomas  C.  Farrar,  M.D.,  Nashville 
William  T.  Farrar,  M.D.,  Nashville 
James  W.  Gibson,  Jr.,  M.D.,  Johnson  City 
John  H.  Gilliam,  M.D.,  Knoxville 
Joel  T.  Hargrove,  M.D.,  Columbia 
Bruce  E.  Jones,  M.D.,  Nashville 
Elsie  P.  Ollapally,  M.D.,  Madison 
Carolyn  C.  Price,  M.D.,  Memphis 
Norman  S.  Propper,  M.D.,  Kingsport 
Omer  C.  Renner,  Jr.,  M.D.,  Morristown 
Barrett  F.  Rosen,  M.D.,  Nashville 
Charles  S.  Ruark,  M.D.,  Old  Hickory 
Jorge  E.  Salazar,  M.D.,  Memphis 
Robert  L.  Sendele,  M.D.,  Chattanooga 
S.  Steve  Snow,  M.D.,  Nashville 
Richard  B.  Stewart,  M.D.,  Nashville 
Harry  L.  Stuber,  M.D.,  Cookeville 
Vincent  B.  Tolley,  M.D.,  Sevierville 
Forrest  G.  Tompkins,  M.D.,  Knoxville 
Ralph  E.  Wesley,  M.D.,  Nashville 
Robert  L.  Wingate,  Jr.,  M.D.,  Memphis 


<11 

nnouncemcnt/ 

CALENDAR  OF  MEETINGS 

NATIONAL 

Nov.  1-3 

Association  of  Planned  Parenthood  Profes- 
sionals— Marriott  Hotel,  San  Antonio 

Nov.  1-3 

Society  for  Ear,  Nose  and  Throat  Advances 
in  Children — New  Orleans 

Nov.  3-6 

Eye-Bank  Association  of  America,  Palmer 
House,  Chicago 

Nov.  4-7 

Southern  Medical  Association,  New  Orleans 

Nov.  4-8 

Association  of  Military  Surgeons  of  the 
U.S. — Town  & Country,  San  Diego 

Nov.  5-10 

American  Society  of  Cytology — Atlanta 
Hilton 

Nov.  6-10 

American  Epilepsy  Society — Hyatt  Union 
Square,  San  Francisco 

Nov.  7-10 

International  Society  of  Ophthalmic  Ultra- 
sound— St.  Petersburg  Beach,  Fla. 

Nov.  11-14 

Academy  of  Psychosomatic  Medicine — 
Bellevue  Stratford,  Philadelphia 

Nov.  11-15 

American  Academy  of  Ophthalmology — 
Convention  Center,  Atlanta 

Nov.  11-15 

American  Public  Health  Association — Ana- 
heim, Calif. 

Nov.  12-14 

International  College  of  Surgeons,  U.S. 
Section — Pointe  Resort,  Phoenix 

Nov.  12-15 

American  Heart  Association — Miami  Beach 

Nov.  13-18 

American  Medical  Women’s  Association — 
Waldorf  Astoria,  New  York 

Nov.  16-20 

Gerontological  Society  of  America — Con- 
vention Center,  San  Antonio 

Nov.  25-30 

Radiological  Society  of  North  America — 
Convention  Center,  Washington,  D.C. 

Nov.  29-30 

American  Society  of  Dermatopathology — 
Washington,  D.C. 

Nov.  30-Dec.  3 

American  Society  of  Contemporary  Oph- 
thalmology— Sahara  Hotel,  Las  Vegas 

Dec.  1-4 

American  Society  of  Hematology — Fon- 
tainebleau, Miami 

Dec.  1-6 

American  Academy  of  Dermatology — 
Washington,  D.C. 

Dec.  5-8 

Cervical  Spine  Research  Society — Hilton 
Hotel,  New  Orleans 

Dec.  6-9 

American  Academy  of  Psychoanalysis — 
Roosevelt  Hotel,  New  York 

Dec.  8-9 

National  Kidney  Foundation — Sheraton, 
Washington,  D.C. 

Dec.  19-23 

American  Psychoanalytic  Association — Wal- 
dorf-Astoria, New  York 

STATE 

Nov.  5-9 

Tennessee  Academy  of  Family  Physicians — 
Gatlinburg 
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Teen  Pregnancy:  New  Initiatives 

For  an  Old  Problem 

JOHN  W.  GREENE,  M.D. 


Nearly  15%  of  all  babies  born  in  the  United 
States  have  teenagers  for  parents.  Concurrently, 
statistics  indicate  that  more  than  30%  of  all  re- 
ported teenage  pregnancies  are  terminated  by 
abortion.  Although  many  developing  countries 
exceed  the  United  States  in  the  proportion  of  ad- 
olescent women  bearing  children,  the  level  of 
teenage  reproductive  activity  in  this  country  con- 
sistently exceeds  that  of  other  industrialized  na- 
tions. With  1.1  million  adolescent  girls  conceiv- 
ing each  year,  teenage  pregnancy  becomes  a 
significant  problem  of  national,  state,  communi- 
ty, and  even  more  directly,  practicing  physician 
concern.  The  scope  of  the  problem  is  even  great- 
er than  these  figures  suggest.  Teen  pregnancies 
are  usually  coupled  with  an  increased  morbidity 
to  the  child  born  to  the  very  young  girl,  substan- 
tial psychosocial  effects  on  the  mother,  father,  and 
child,  and  a financial  burden  to  the  American 
taxpayer.1 

Historical  Perspective 

From  the  early  1900s  to  the  end  of  WWII,  the 
incidence  of  adolescent  pregnancy  and  childbear- 
ing was  relatively  low,  but  in  post- WWII  society 


From  the  Division  of  Adolescent  Medicine,  Vanderbilt  University 
Medical  Center,  Nashville. 
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adolescent  marriages  and  childbearing  were  quite 
common.  During  1949,  the  birthrate  for  women 
ages  15  to  19  was  81.6  per  1,000.  In  1957  it  rose 
to  96.3  per  1,000  women,  and  in  1975  it  dropped 
to  63.3  per  1,000  women  in  this  age  group.  An- 
other criterion  that  is  more  reflective  of  our  cur- 
rent problem  is  the  incidence  of  illegitimate  births 
per  1,000  women.  The  illegitimacy  rate  for  young 
women  15  to  19  years  of  age  increased  from  25.8 
in  1966  to  32.8  in  1975  and  41.7  in  1982.  Even 
more  women  are  apparently  choosing  to  have 
children  out  of  wedlock  in  the  1980s  than  in  the 
1960s  and  1970s.2 

Trends  in  Tennessee 

The  Tennessee  teenage  birthrate  per  1,000  fe- 
male population  exceeded  the  comparable  United 
States  rate  each  year  from  1950-1980. 3 Currently, 
the  Tennessee  birthrate  for  this  age  group  seems 
to  be  decreasing,  but  the  number  of  abortions 
from  1974  to  1982  shows  a greater  percentage  in- 
crease than  the  corresponding  decrease  in  the 
number  of  births  (Fig.  1).  Forming  accurate  con- 
clusions about  the  rise  in  both  the  number  and 
rate  of  reported  abortions  is  difficult,  however, 
due  to  underreporting  during  the  early  years  of 
abortion  legalization. 

Several  trends  in  teenage  natality  statistics  for 
the  years  1950  through  1982  in  Tennessee  have 
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been  observed.  Both  the  numbers  of  births  and 
the  birthrate  per  1,000  female  population  aged  10 
to  19  years  decreased.  During  the  1950s  the 
birthrate  for  mothers  aged  10  to  14  fluctuated  be- 
tween 1.3  and  1.6.  In  1973-1974  the  birthrate  for 
this  age  group  peaked  at  2.4,  then  in  1982  it  de- 
creased to  1.6.  A decline  in  the  total  number  of 
births  to  10  to  14  year  olds  also  occurred.  In  1973, 
458  births  were  reported  in  this  age  group,  and 
292  in  1982.  Legalized  abortion  came  into  effect 
during  this  period. 

Conversely,  the  peak  birthrate  for  15  to  19  year 
olds  occurred  in  1951,  when  the  rate  was  103.4. 
After  1958  the  birthrate  of  this  age  group  showed 
a steady  decline  to  59.7  in  1982.  A declining 
birthrate  does  not  always  mean  that  there  has 
been  a declining  number  of  births.  While  teenage 
birthrates  in  the  United  States  decreased  from 
1960  to  1974,  the  number  of  women  aged  10  to 
19  grew  from  around  15  million  to  over  20  mil- 
lion, and  the  actual  number  of  births  stayed  about 
the  same,  dropping  from  609,000  only  to  608,000. 
This  indicates  that  even  if  a substantial  decline  in 
birthrates  occurs  for  teenagers,  the  problem  in 
terms  of  actual  numbers  of  women,  children,  and 
others  involved  has  not  changed  substantially.4 

In  Davidson  County  during  1983,  1,190  wom- 
en between  the  ages  of  12  and  19  gave  birth.  Re- 
ports show  739  concurrent  abortions  on  women 
19  years  of  age  and  under  in  Davidson  County 
during  1983.  Shelby  County  reports  a total  of 
2,309  births  to  those  aged  19  and  under,  with 
1,115  abortions.  State  totals  for  1983  report  11,829 
live  births  to  girls  19  years  of  age  and  under,  and 
5,268  abortions  for  the  same  age  group.  These 
numbers  indicate  that  for  teens,  abortions  in  the 
state  of  Tennessee  total  nearly  one-half  the  total 
of  live  births.5 

Statistics  on  illegitimate  births  are  very  perti- 
nent in  any  analysis  of  birth  trends,  both  in  Ten- 
nessee and  nationwide.  According  to  the  Person- 
nel Clearinghouse  of  the  University  of  Michigan, 
40%  of  babies  born  to  teenagers  are  born  out-of- 
wedlock.  Of  even  more  significance,  25%  of  those 
teenagers  will  become  pregnant  again  within  a 
year.  Since  1950,  the  percentage  of  illegitimate 
births  to  teenage  mothers  has  increased  substan- 
tially. In  fact,  the  overall  percentage  increase  in 
Tennessee  has  quadrupled,  from  5.8%  in  1950  to 
20.9%  in  1982.  For  mothers  aged  10  to  14  years 
the  percentage  of  illegitimate  births  has  risen  from 
56.2  in  1950  to  85.3  in  1982.  For  15  to  19  year 
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olds,  the  proportion  of  illegitimate  births  in  1982 
(44.7)  was  three  times  that  of  1950  (14.3). 

Racial  Comparisons 

Race  has  a definite  impact  on  birth  trends  in 
Tennessee.  For  simplicity,  categories  discussed  will 
be  referred  to  as  white  and  non-white.  From  1950 
until  1982  birthrates  for  all  races  generally  de- 
clined; however,  non-whites  experienced  a some- 
what greater  decrease  after  1974  than  whites.  The 
real  difference  comes  in  the  figures  for  the  very 
young  teens,  where  birthrates  for  whites  are  low- 
er than  for  non-whites,  but  rates  are  increasing 
for  the  former  and  decreasing  for  the  latter. 
Forming  conclusions  about  the  rates’  possible 
convergence  is  premature,  because  they  are  still 
quite  far  apart.  It  is  a notable  fact,  though,  since 
non-whites’  fertility  rates  for  teens  have  tradi- 
tionally been  much  higher  than  those  of  whites. 
Authorities  speculate  that  the  disparity  between 
white  and  non-white  fertility  rates  is  influenced 
by  greater  sexual  activity  of  non-whites  at  young- 
er ages  and  possibly  earlier  maturation  of  their 
reproductive  systems.  The  National  Center  for 
Health  Statistics  reports  that  21%  of  all  non-white 
women  are  menstruating  by  age  11  as  compared 
to  only  11%  of  white  women.  Interestingly,  this 
racial  difference  at  menarche  is  found  within  all 
categories  of  income  and  place  of  residence  and 
in  all  geographic  regions  except  the  South.  A 
Johns  Hopkins  survey  reports,  however,  that 
white  teenagers  who  are  sexually  active  tend  to 
be  less  discriminate  and  more  sexually  active  than 
non-whites  of  the  same  age.  Sixteen  percent  of 
the  white  teenage  women  reported  having  four 
or  more  partners,  while  11%  of  the  non- white 
teens  reported  the  same.  An  equal  percentage 
(60%)  in  both  races  reported  having  one  partner. 
Non-white  women  were  less  likely  to  have  had 
intercourse  during  the  month  before  the  survey.6 

Failure  to  Use  Contraceptive  Measures 

Sexual  activity  among  teenagers  has  increased 
dramatically  in  recent  years.  Most  current  sur- 
veys estimate  that  50%  to  60%  of  all  teenagers 
will  have  had  intercourse  by  the  time  they  are  19. 
At  the  same  time,  nearly  two-thirds  of  unwed 
teenage  women  report  that  they  never  practice 
contraception  or  that  they  use  a method  incon- 
sistently.7^1^ What  reasons  do  most  teens  give  for 
their  decisions  about  contraception?  Many  young 
women  fail  to  use  contraception  because  they  do 
not  feel  that  they  are  at  risk  of  pregnancy.  The 
number  one  reason  given  for  not  using  contra- 
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Figure  1.  Teenage  pregnancies  and  their  resolution  in  Tennessee. 


ceptive  measures  was  that  they  thought  it  was  a 
time  of  the  month  in  which  they  could  not  be- 
come pregnant,  yet  only  67%  of  the  whites  and 
fewer  than  27%  of  the  non-whites  surveyed  cor- 
rectly identified  the  middle  of  the  menstrual  cycle 
as  the  most  fertile  period  and  therefore  the  most 
“unsafe.”  Of  those  that  realized  that  they  could 
become  pregnant,  the  most  common  reason  they 
gave  was  that  they  had  not  expected  to  have  in- 
tercourse. About  8%  said  that  they  either  couldn’t 
get  contraception  “under  the  circumstances”  or 
didn’t  know  about  contraception  or  where  to  get 
it.  It  appears  from  this  that  teens  have  a very 
unclear  perception  of  the  relationship  between  sex 
and  reproduction,  and  that  sexual  information  is 
obviously  not  being  accurately  conveyed  even  in 
this  age  of  mass  communications. 

Sex  Education 

Sex  education  has  been  one  of  the  most  con- 
troversial subjects  of  the  last  decade,  and  is  con- 
tinuing to  follow  the  same  pattern  in  the  1980s. 
Perhaps  an  even  more  controversial  issue  than  the 


initiation  of  sex  education  is  the  question  of  its 
effects  (psychological,  attitudinal,  behavioral)  on 
youth. 

Many  achievements  are  expected  of  sex  edu- 
cation, including  changes  in  student  knowledge, 
attitudes  about  sexual  matters,  self-perceptions, 
decision-making,  communication,  and  other  in- 
terpersonal skills.  These  goals  are  extremely  de- 
manding, and  it  is  unrealistic  to  expect  sex  edu- 
cation to  reach  them  all.  To  further  explain  this 
comment,  consider  the  criteria  used  to  evaluate 
other  academic  subjects.  English  classes,  for  ex- 
ample, are  not  evaluated  for  their  ability  to 
change  the  reading  or  speaking  habits  of  students 
outside  of  class,  nor  are  health  classes  evaluated 
for  their  ability  to  improve  a student’s  health. 
Unlike  other  educators,  sex  educators  have  rec- 
ognized the  responsibility  for  evaluating  their  in- 
fluence on  students’  lives  outside  of  class.8 

For  two  primary  reasons  it  is  especially  diffi- 
cult for  sex  education  classes  to  change  attitudes 
and  behaviors.  First,  teens  receive  an  enormous 
amount  of  information  about  sex  from  peers,  lit- 
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erature,  television,  parents,  and  other  sources. 
Second,  sexual  behavior  of  teens  is  influenced  by 
their  own  emotional,  sexual,  and  social  state. 
Therefore,  it  is  probably  not  realistic  to  expect 
one  semester  of  formal  sex  education  to  suddenly 
change  15  years  or  so  of  set  ideas,  expectations, 
and  behavior. 

Most  studies  on  the  effects  of  sex  education  on 
attitudes  of  teens  reveal  that  courses  appear  to 
make  the  students  more  tolerant  of  the  sexual 
practices  of  others,  yet  they  do  not  significantly 
change  their  attitudes  about  their  own  sexual  ac- 
tivity. From  this,  it  would  seem  that  the  concern 
that  sex  education  in  high  school  will  make  stu- 
dents “less  moral”  is  not  validated  by  research. 

Most  studies  of  the  effects  of  sex  education  on 
behavior  have  been  conducted  among  college 
students.  Because  of  age  and  experience  differ- 
ences, the  implications  for  teenagers  could  vary. 
A study  by  Lance8(P560)  showed  that  none  of  the 
college  students  in  the  experimental  group  re- 
ported engaging  in  sexual  intercourse  during  the 
course  if  they  had  not  already  done  so  previously. 
Similarly,  an  experimental  design  of  203  college 
students  by  Godow  and  La  Fave  found  that  none 
engaged  in  kissing,  necking,  petting,  or  premari- 
tal intercourse  during  the  course  if  they  had  not 
done  so  before.  In  summary,  college  courses  do 
not  appear  to  increase  sexual  activity  of  students; 
on  the  other  hand,  studies  fail  to  support  the  idea 
that  sex  education  will  reduce  sexual  activity. 8(p561) 
Most  do  indicate  that  courses  on  contraception 
will  increase  the  use  of  more  effective  means,  and 
decrease  sexual  activity  where  contraception  is 
inadequate. 

Increasing  the  student’s  knowledge  and  aware- 
ness about  sexuality  is  clearly  a result  of  sex  ed- 
ucation. Unfortunately,  this  knowledge  is  often 
not  sufficient  to  keep  the  teen  from  a sexual  re- 
lationship or  pregnancy.  Family  life  education  is 
becoming  an  important  part  of  human  sexuality 
education  in  Tennessee  schools.  This  begins  in  the 
early  grades  and  is  designed  to  teach  human  sex- 
uality in  the  context  of  the  relationships  and  re- 
sponsibilities of  the  family.  The  most  successful 
family  life  education  programs  have  been  those 
that  had  the  active  support  of  families  and  com- 
munities. This  is  a unique  concept,  in  view  of  the 
erosion  of  the  family  structure  over  the  last  few 
decades.  Various  types  of  programs  have  varying 
results  on  teenagers.  Educators  must  define  the 
goals  they  are  trying  to  achieve  and  design  pro- 
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grams  to  meet  them.  Finally,  accurate  methods 
must  be  developed  to  gauge  the  effectiveness  of 
the  programs. 

Social,  Psychological,  and 
Health  Perspective 

Various  health,  psychological,  and  social  prob- 
lems face  the  very  young  woman  who  becomes 
pregnant.  Almost  half  of  adolescent  mothers  drop 
out  of  school  because  of  pregnancy  or  marriage. 
If  they  do  not  finish  school,  they  inevitably  face 
a future  of  difficult  employment,  and  probably 
financial  strain.  Lack  of  child  care  is  often  anoth- 
er obstacle  for  teenage  parents  that  may  further 
limit  their  chances  of  returning  to  school.  Mar- 
riage often  becomes  a temporary  solution  for 
many  teens  in  this  situation,  but  couples  that 
marry  before  age  20  have  a much  greater  risk  of 
divorce  than  those  who  marry  later.  An  early  birth 
in  marriage  or  an  illegitimate  child  at  the  time  of 
marriage  can  aggravate  the  difficulties. 

Other  risks  associated  with  early  childbearing 
may  include  abuse  to  the  child  or  suicide  of  the 
mother.  Since  the  living  conditions  of  teenage 
mothers  and  their  children  can  often  be  more 
stressful  than  the  norm,  these  risks  are  increased. 
Often  the  child  is  unplanned  and  unwanted.  The 
mother  may  not  have  the  societal  and  financial 
support  that  is  available  to  older  mothers  or  even 
the  support  of  the  child’s  father.  Since  the  woman 
is  younger  and  less  mature,  she  is  probably  also 
less  prepared  to  deal  with  the  demands  of  moth- 
erhood. 

The  teenage  mother  often  has  unrealistic  ex- 
pectations for  her  child.  She  expects  the  baby  to 
freely  give  love  and  affection  and  to  fill  a void  in 
her  own  life.  Of  course,  she  learns  soon  that  the 
baby  is  not  capable  of  meeting  her  expectations. 
Some  mothers  respond  by  losing  interest  in  the 
child  and  others  respond  with  physical  and  men- 
tal abuse.  The  resulting  situation  is  often  a with- 
drawn, fearful  baby  and  a disillusioned  mother. 

Adolescence  is  a period  of  continuous,  rapid 
change.  Various  levels  of  conscious  decision- 
making, knowledge,  and  responsibility  exist 
among  young  mothers.  Deficient  self-esteem  often 
seems  to  surface  in  conversations  with  these  young 
mothers.  Many  of  them  feel  that  there  has  been 
no  direction  or  plan  for  their  lives,  and  as  a re- 
sult, they  feel  that  they  have  no  reason  to  control 
their  actions  and  no  real  goals  to  use  as  a target 
for  their  energy.  Perhaps  as  a characteristic  of  all 
youth  they  fail  to  consider  the  consequences  of 
their  own  actions.  Rather,  they  choose  to  live  for 
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the  moment  and  hope  for  the  best.  Counselors  of 
pregnant  teens  report  that  often  these  young 
women  refuse  to  believe  that  they  are  really 
pregnant  and  think  that  “it  will  go  away.” 

Many  pregnant  teens  also  fail  to  seek  prenatal 
care  until  the  fifth  or  sixth  month  of  pregnancy. 
This  lag  may  be  partially  responsible  for  in- 
creased morbidity  and  mortality  in  adolescent 
mothers  and  their  babies.  The  maternal  mortality 
rate  is  highest  for  women  under  15  and  still  rela- 
tively high  for  women  aged  15  to  19.  Toxemia, 
and  its  related  complications,  preeclampsia  and 
eclampsia,  are  frequently  cited  as  medical  risks 
in  teen  pregnancy.  Generally,  the  younger  the 
mother  the  greater  the  risk  of  toxemia.  Some 
studies  have  concluded  that  toxemia  is  more 
closely  related  to  insufficient  prenatal  care  than 
to  age.  Other  frequently  mentioned  risks  for  the 
teenage  mother  are  cephalopelvic  disproportion, 
prolonged  labor,  anemia,  uterine  dysfunction,  in- 
fections, and  postpartum  hemorrhage.  The  risks 
generally  increase  with  parity  so  that  the  16-year- 
old  that  is  expecting  her  first  child  may  not  be  at 
any  appreciable  risk,  while  in  the  16-year-old  ex- 
pecting her  second  or  third  the  health  risks  are 
considerably  increased.9  Babies  born  to  teenagers 
are  two  to  three  times  more  likely  to  die  during 
their  first  year  of  life  than  babies  born  to  mothers 
of  20  years  or  older.  One  explanation  for  the 
higher  mortality  among  babies  born  to  teenagers 
is  the  higher  incidence  of  low  birth-weight.  Be- 
sides the  increased  risk  of  death,  low  birth-weight 
is  related  to  a number  of  developmental  prob- 
lems for  the  infants  involved,  including  cerebral 
palsy,  epilepsy,  and  mental  retardation.  Obvious- 
ly, not  all  low-birth-weight  babies  suffer  from 
these  complications,  but  the  risks  are  clearly  in- 
creased.10 

Abortion 

Women  aged  15  to  19  terminate  nearly  two- 
fifths  of  their  pregnancies  by  abortion,  and  more 
than  half  of  all  pregnancies  among  girls  younger 
than  15  are  aborted. 7(p52)  Throughout  the  1970s, 
about  three  in  every  ten  abortions  were  obtained 
by  teenagers,  for  a total  of  2.2  million  abortions 
between  1972  and  1978  for  women  age  19  and 
under.  Generally,  the  higher  a teenager’s  socio- 
economic status,  the  more  likely  she  is  to  end  a 
pregnancy  by  abortion.  In  Rhode  Island,  a state 
largely  white  and  Roman  Catholic,  56%  of  all 
pregnancies  to  teens  living  in  the  highest  status 
areas  were  terminated  by  abortion  in  1978.  An- 
other 32%  resulted  in  live  births.  Among  the 


teens  living  in  the  poorest  areas,  22%  of  preg- 
nancies terminated  in  abortion,  and  63%  in  live 
births.11  Teenagers  are  much  less  likely  than 
women  in  their  20s  to  obtain  abortions  at  the  saf- 
er, earlier  weeks  of  gestation.  In  fact,  the  young- 
er the  girl,  the  more  likely  she  is  to  have  a de- 
layed abortion,  which  increases  the  health  risks 
involved  with  the  process.  Case  data  from  a uni- 
versity study  in  England  on  women  that  had 
abortions  under  the  age  of  16  reveal  a disturbing 
view  of  obstetrical  and  gynecological  complica- 
tions later  in  life,  most  notably,  the  risk  of  trau- 
ma to  the  cervix,  which  tends  to  be  smaller  in  the 
younger  teenager.  This  risk  appears  to  be  greater 
than  that  among  women  20  years  of  age  or  old- 
er.12 Because  of  the  relative  newness  of  legalized 
abortion,  its  latent  physical  and  psychological  ef- 
fects on  young  girls  are  still  unknown,  but  con- 
sidering that  the  abortion  ratio  (number  of  abor- 
tions per  1,000  live  births)  for  women  under  the 
age  of  15  in  1974  was  1,156,  it  does  become  an 
issue  of  significant  concern  to  the  medical  profes- 
sion.13 Failure  to  be  aware  of  current  legislation 
on  abortion,  as  well  as  precedent  set  in  prior  cas- 
es, is  a potentially  dangerous  practice  for  in- 
volved medical  professionals  (see  Appendix). 

Adoption 

Adoption  is  an  alternative  to  child-rearing  that 
has  experienced  a sharp  decline  during  the  last 
decade.  Two  factors  contribute  to  this  decline: 
first,  an  increased  availability  of  abortion  as  an 
alternative,  and  second,  more  unwed  mothers 
opting  to  keep  their  babies.  A representative  of 
the  Child  Welfare  League  testified:  “In  adoption 
agencies  about  five  years  (ago),  of  all  the  moth- 
ers who  came  in  asking  for  adoption  services,  ap- 
proximately 80%  would  choose  to  place  their 
children  for  adoption,  and  about  20%  would 
choose  to  keep  their  children  and  raise  them.  That 
figure  has  reversed.  The  figure  now  is  80%  to 
90%  of  the  mothers  coming  to  the  adoption  agen- 
cy choose  to  keep  and  raise  their  children,  and 
only  10%  to  20%  place  their  children  for  adop- 
tion.”14 A source  from  a Tennessee  adoption 
agency  reports  an  even  more  grim  outlook  for 
local  adoption  services.  He  says  that  of  all  illegit- 
imate pregnancies  in  Tennessee,  approximately 
58%  of  the  women  choose  abortion.  Of  those 
women  that  elect  to  have  their  babies  approxi- 
mately 96%  opt  to  keep  them.  Obviously,  the 
number  of  babies  left  for  adoption  are  few.  There 
are  many  children  available  for  adoption,  but  they 
are  in  categories  of  low  demand,  such  as  minori- 
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ties,  9 years  of  age  or  older,  handicapped,  or 
families  of  children.  To  adopt  babies,  many  cou- 
ples are  resorting  to  the  “black  market,”  where 
profiteering  is  rampant. 

Conclusions  and  Implications 

From  most  indications,  it  seems  that  we  are 
not  doing  an  adequate  job  in  dealing  with  the 
problem  of  teenage  pregnancy  at  a national,  state, 
or  even  community  level.  Is  the  solution  more 
federally  funded  programs  and  more  legislation 
dealing  with  adoption  and  abortion?  Certainly 
these  will  be  important,  but  the  responsibility  also 
lies  with  those  that  see  these  teenagers  every  day: 
parents,  educators,  agencies  in  the  private  and 
public  sector,  and  the  medical  profession. 

In  recognition  of  the  problem  of  teenage  preg- 
nancy in  Tennessee,  Senator  Douglas  Henry,  Jr. 
formed  the  Committee  on  Adolescent  Pregnancy. 
In  the  past  year,  this  group,  consisting  of  various 
private  and  public  agencies,  has  initiated  several 
progressive  programs. 

Extensive  research  on  human  sexuality  educa- 
tion programs  in  Tennessee  was  conducted.  A 
curriculum  guide  for  family  life  education,  which 
had  been  developed  by  the  Tennessee  Depart- 
ment of  Education,  was  examined  by  the  com- 
mittee. After  adjustments  were  implemented,  the 
guide  was  supported  by  the  committee  and  for- 
warded for  use  in  Tennessee  public  schools  as  a 
reference  for  more  individualized  programs  in  the 
various  communities. 

Because  there  was  no  statewide  method  allow- 
ing access  for  adolescents  to  available  community 
services  regarding  pregnancy,  a statewide  toll-free 
telephone  number  was  established.  This  line  is 
being  funded  through  two  Tennessee  State  de- 
partments for  a one-year  trial  period  and  is  op- 
erated by  Crittenton  Services  of  Nashville.  Spe- 
cific information  about  services  available  in 
various  communities  is  also  provided.  Many 
professionals  that  work  with  adolescents  ex- 
pressed the  need  for  a printed  listing  of  available 
resources  for  pregnant  teens.  The  Tennessee  De- 
partment of  Health  and  Environment  developed 
such  a printed  listing,  which  includes  the  toll-free 
number. 

Public  awareness  of  the  availability  of  adop- 
tion services  is  poor  throughout  the  state.  In  re- 
sponse to  this  deficiency,  an  adoption  brochure 
was  developed  by  the  Tennessee  Department  of 
Human  Services.  This  brochure  includes  infor- 
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mation  on  the  adoption  process  and  a listing  of 
adoption  programs  in  Tennessee.  Along  with  var- 
ious other  activities,  the  committee  stays  abreast 
of  national  and  state  legislation  on  all  areas  of 
teenage  pregnancy  including  education,  medical 
care,  abortion  and  adoption. 

The  immature  psychological  and  physical  de- 
velopment of  teenagers  increases  the  physician’s 
responsibility  to  be  more  sensitive  and  responsive 
to  the  sexually  active  youth.  Physicians  must  gain 
an  understanding  of  the  psychologically  imma- 
ture, yet  increasingly  sexually  active  teenager.  To 
do  this  more  effectively,  a counseling  relationship 
should  be  developed  with  pre-teenage  patients. 
Often,  teens  really  want  to  discuss  sexuality  with 
someone,  but  do  not  know  how  to  approach  the 
subject.  Discussion  could  be  initiated  by  asking 
questions  like  “Well,  how  is  school  going  this 
year?”  “Do  you  have  a boyfriend  or  girlfriend 
this  year?”  The  goal  would  be  to  create  a rapport 
in  which  the  teen  feels  free  to  discuss  questions 
about  changes  in  the  body  and  sexual  roles. 

Community,  school,  or  church  group  counsel- 
ing sessions  are  an  effective  way  to  reach  and  ed- 
ucate those  teens  that  might  not  make  regular 
visits  to  doctors.  These  may  be  led  by  physicians, 
nurses,  or  social  workers  and  promote  open  dis- 
cussion among  the  teens  about  all  areas  of  sexual 
development  and  activity.  The  sessions  should  also 
include  information  about  where  to  obtain  birth 
control  and  other  services  such  as  pregnancy  and 
venereal  disease  testing,  counseling,  prenatal  care, 
and  adoption  agencies.  Greater  access  and 
awareness  by  adolescents  to  safe  and  effective 
contraception  may  help  reduce  the  incidence  of 
adolescent  pregnancy  and  concomitant  risk. 

Unfortunately,  many  teens  that  become  preg- 
nant never  go  for  regular  check-ups.  Counseling 
sessions  are  often  either  not  available,  or  are 
poorly  publicized  in  many  communities,  but  more 
and  more  doctors  are  volunteering  their  services 
for  counseling,  prenatal  and  postnatal  care,  and 
other  general  medical  care.  Providing  volunteer 
medical  care  and  counseling  is  one  of  the  most 
effective  ways  that  we  can  combat  the  problems 
associated  with  teenage  pregnancy.  Supportive 
medical  relationships  with  teens  may  help  pre- 
vent unwanted  pregnancies.  F S 
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APPENDIX 

THE  LEGAL  IMPLICATIONS  INVOLVED 
IN  PERFORMING  ABORTIONS  ON  TEEN- 
AGERS HAVE  BEEN  UNCLEAR  SINCE  THE 
LEGALIZATION  OF  ABORTION  IN  1973.  RE- 
CENT OPINIONS  PROVIDED  BY  THE  TEN- 
NESSEE OFFICE  OF  THE  ATTORNEY  GEN- 
ERAL ADDRESS  THESE  ISSUES.  THE 
FOLLOWING  QUESTIONS  AND  OPINIONS 
WERE  SELECTED  BY  THE  WRITER  FROM  A 
COMPREHENSIVE  DOCUMENT. 

Q.  Are  their  currently  any  enforceable  laws,  pe- 
culiar to  minors,  regulating  abortion?  Does  a phy- 
sician performing  an  abortion  on  a minor  incur  any 
risk  of  liability  not  present  in  performing  an  abor- 
tion on  a legal  adult? 

A.  There  are  no  enforceable  laws  in  Tennessee 
regulating  abortion  that  are  peculiar  to  pregnant  fe- 
males under  the  age  of  18.  Also,  as  long  as  a phy- 
sician secures  informed  consent  of  a mature  minor 
and  otherwise  complies  with  the  law,  he  should  in- 
cur no  greater  liability. 

Q.  In  view  of  decisions  of  Tennessee  Courts  and 
the  United  States  Supreme  Court,  what  provisions 
now  found  in  Tennessee  Code  Annotated  directly 
regulating  abortion  are  valid  and  enforceable? 

A.  T.C.A.  Sec.  39-4-206(a)  and  (b)  An  infant 
prematurely  bom  alive  during  an  abortion  shall  have 
the  same  rights  as  an  infant  of  similar  status  pre- 
maturely bom  spontaneously.  The  physician  who 
delivers  an  infant  prematurely  bom  alive  during  an 
abortion  shall  provide  the  same  medical  care  as  if 
the  infant  had  been  spontaneously  bom  alive.  Any 
person  who  violates  this  section  shall  be  guilty  of  a 
felony. 

T.C.A.  Sec.  39-4-201(c)  part  2 If  a fetus  is  via- 
ble, the  attending  physician  must  certify  in  writing 
to  the  hospital  and  the  local  district  attorney  gen- 
eral that  the  abortion  or  attempt  to  procure  miscar- 
riage is  necessary  to  preserve  the  life  or  health  of 
the  mother. 


*The  opinion  warns  that  special  attention  should  be  paid  in- 
formed consent  (T.C.A.  Sec.  39-4-202(a))  because  of  the  increased 
likelihood  of  a minor’s  inability  to  provide  informed  consent.  Iron- 
ically, under  common  law  principles  a physician  rendering  non- 
emergency service  to  a minor  without  parental  consent  is  guilty  of 
battery  to  the  child  and  is  therefore  liable  to  the  parents.  However, 
no  appellate  court  has  established  this  principle  in  Tennessee. 
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Strangulation  By  Balloon  String 

DONALD  E.  LIGHTER,  M.D. 


The  Injury  Prevention  Program  of  the  Ameri- 
can Academy  of  Pediatrics  is  directed  toward 
saving  children  from  injury  and  death  by  alerting 
parents  to  dangers  in  the  environment.  We  re- 
cently encountered  a case  in  the  emergency  room 
that  demonstrates  another  very  real  danger  to 
children. 

Case  Report 

A healthy  9-month-old  boy  was  seen  in  the  emergency 
room  in  full  cardiopulmonary  arrest  after  having  been  found 
by  his  mother  hanging  in  his  crib  by  a balloon  string.  The 
child  had  been  well  when  placed  in  his  crib  by  an  older  sibling 
approximately  three  hours  earlier.  The  family  had  returned 
from  a local  fair,  and  his  older  sibling  tied  the  baby’s  helium- 
filled  balloon  to  his  crib  rail.  The  mother  stated  that  the  child 
cried  for  a short  time  after  being  placed  in  the  crib,  but  she 
did  not  check  the  baby  until  about  three  hours  later,  when 
she  expected  him  to  arise.  At  that  time,  she  found  the  baby 
entangled  in  the  string,  blue,  and  lifeless.  Neighbors  attempt- 
ed mouth-to-mouth  resuscitation,  and  the  emergency  re- 
sponse team  instituted  cardiopulmonary  resuscitation  as  soon 
as  they  arrived  on  the  scene,  about  five  minutes  later. 

When  the  baby  arrived  at  the  emergency  room,  he  was 
pale,  flaccid,  and  had  no  pupillary  response  or  reflex  activity. 
Though  the  blood  was  settling  in  the  back  of  the  trunk,  re- 
suscitation was  initiated,  but  when  after  nearly  20  minutes 
there  was  no  response  to  resuscitory  efforts,  the  baby  was 
pronounced  dead. 

Examination  revealed  linear  marks  around  the  baby’s  neck, 
extending  into  the  right  axilla  and  onto  the  back  of  the  trunk, 
where  X-shaped  linear  marks  were  noted.  The  baby  had  fa- 
cial petechiae  and  ecchymoses,  and  during  resuscitation,  cop- 
ious amounts  of  material  later  confirmed  to  be  gastric  con- 
tents were  suctioned  from  the  trachea.  Postmortem 
examination  revealed  a significant  amount  of  aspirated  gastric 
material  in  the  lungs. 

Discussion 

The  tragic  outcome  of  this  case  suggests  that 
pediatricians  should  be  attuned  to  such  hazards 
in  children’s  environments  and  make  every  effort 
to  prevent  such  events.  Although  the  dangers  of 
various  types  of  crib  bars  have  been  well  publi- 
cized, we  need  to  caution  parents  to  avoid  any 
type  of  ornaments  or  toys  on  the  crib  that  could 
entangle  the  child  and  cause  suffocation  or  cere- 
bral anoxia  from  vascular  occlusion.  Bergeson  et 
al1  reported  a similar  incident  in  a 7-month-old 


From  the  Department  of  Pediatrics,  University  of  Tennessee  Mem- 
orial Research  Center  and  Hospital,  Knoxville. 
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infant  who  strangled  on  a string  attached  to  a toy 
automobile. 

Feldman  and  Sims2  reviewed  233  cases  of 
strangulation  in  the  Seattle  metropolitan  area. 
About  28%  of  the  cases  were  related  to  entrap- 
ment in  the  crib  or  bed  clothing,  while  another 
27%  involved  cords  and  ropes,  25  occurring  when 
infants  or  toddlers  became  entangled  in  cords  in 
or  around  the  crib.  They  concluded  that  preven- 
tion of  this  class  of  accidents  would  require  either 
increased  cost  of  products  that  are  better  de- 
signed for  safety,  improved  parental  effort,  or 
both. 

Review  of  the  materials  in  the  Academy’s  In- 
jury Prevention  Program3  revealed  almost  noth- 
ing in  regard  to  the  strangulation  hazard  of  cords 
and  ropes.  The  danger  of  this  particular  type  of 
accident  was  re-emphasized  by  Robertson,4  who 
reported  a case  of  an  18-month-old  child  caught 
in  a loose-hanging  clothesline.  Kindley  and  Todd5 
noted  a 27-month-old  toddler  who  died  when 
caught  in  his  mother’s  waist  length  hair  while 
sleeping  beside  her  in  bed.  They  postulated  that 
the  cause  of  that  child’s  death  was  occlusion  of 
jugular  drainage  from  the  brain,  a likely  cause  of 
death  in  the  child  described  here. 

Educational  materials  for  pediatricians  and 
parents  can  warn  of  these  dangers,  and  other  ed- 
ucational techniques,  such  as  videotape  programs 
of  potential  hazards,  may  help  ingrain  safety 
messages  in  parents’  minds.  The  current  case  em- 
phasizes the  need  to  include  school-aged  children 
in  the  audience  for  safety  programs,  not  only  for 
dangers  to  their  own  health,  but  also  for  the  pro- 
tection of  younger  siblings.  Such  programs,  im- 
plemented through  the  school  system,  could  make 
the  older  child  an  effective  advocate  for  younger 
siblings,  providing  another  source  of  safety  vigi- 
lance in  the  home.  r s' 
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Breast  Reconstruction: 
A Modest  Option 

REUBEN  A.  BUENO,  M.D. 


Nearly  50%  of  the  patients  that  I see  in  con- 
sultation following  any  type  of  mastectomy  (sim- 
ple, subcutaneous,  modified,  or  radical)  request 
breast  reconstruction.  Studies  show  that  20%  of 
the  patients  who  have  undergone  mastectomy  are 
expected  to  have  difficulty  in  adjusting  to  an  ex- 
ternal prosthesis  and,  consequently,  opt  for  breast 
reconstruction.  The  term  “breast  reconstruction”1 
is  probably  an  optimistic  description  of  this  pro- 
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cedure,  since  a “new  breast”  cannot  be  created 
by  a synthetic  material  or  autogenous  tissue  that 
approximates  the  original  form.  A reconstructed 
breast  does  not  look,  feel,  or  function  like  a nor- 
mal breast.  Only  a modest  approximation  can  be 
achieved. 

Freeman  and  Wiemer2  state  that  both  refer- 
ring physicians  and  patients  have  unquestionably 
been  influenced  by  prolific  medical  writers,  both 
professional  and  lay,  who  publish  results  of  un- 
usual perfection.  The  general  assumption  that  the 
results  are  universally  good  disregards  the  com- 
plications that  may  occur.  The  media  have  of- 


Figure  1 . Reconstruction  with  Subcutaneous  Prosthesis.  (A)  45-year-old  woman  with  florid  fibrocystic  disease  and  second  degree  ptosis.  (B)  Two 
years  after  one-stage  subcutaneous  mastectomy  with  implants  and  skin  envelope  modification.  (C)  48-year-old  woman,  4V2  years  after  modified 
radical  mastectomy.  (D)  Two  years  after  subcutaneous  reconstruction  with  implants,  nipple  reconstruction  using  skin  of  upper  inner  thigh,  and 
mastopexy  of  the  opposite  breast.  (E)  Close-up  view  of  nipple-areolar  complex  reconstructed  with  labial  graft.  (F)  Impending  exposure  of  mam- 
mary prosthesis  and  fibrous  capsular  contracture. 
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fered  a public  image  of  standards  difficult  to  live 
up  to,  except  in  extremely  carefully  selected  pa- 
tients. 

Some  women  envision  a final  result  compara- 
ble to  the  unoperated  breast;  they  look  forward 
to  the  absence  of  visible  scarring  and  a normal 
appearing  breast.  I have  shared  experiences  of 
women  who  become  disappointed  after  I have 
discussed  the  various  aspects  of  breast  recon- 
struction and  possible  complications.  They  can- 
not reconcile  what  I tell  them  with  the  glowing 
picture  they  get  from  articles  in  women’s  maga- 
zines and  TV  talk  shows. 


The  truth  of  the  matter  is:  breast  reconstruc- 
tion after  mastectomy  is  a modest  alternative.  The 
creative  and  technical  ability  of  the  plastic  sur- 
geon is  stimulated  and  tested.  Patients  generally 
require  more  than  one  operation,  with  additional 
scarring  at  other  than  the  mastectomy  site.  The 
contralateral  breast  may  require  surgery  to  meet 
aesthetic  expectations. 

Should  we,  then,  advise  women  against  breast 
reconstruction?  The  answer  is  no.  A woman  with 
a favorable  lesion  and  good  prognosis,  who  un- 
derstands and  accepts  the  hazards  of  the  opera- 
tion and  the  limitations  of  the  aesthetic  results, 
should  be  offered  the  option  of  breast  reconstruc- 
tion. Time  after  time,  patients  tell  me  that  breast 


Figure  2.  Submuscular  Breast  Reconstruction.  (A)  Site  of  incision  through  the  serratus  anterior  and  upper  rectus  fascia  to  the  sixth  rib  for 
creation  of  submuscular  pocket.  (B)  37-year-old  woman  with  familial  history  of  breast  cancer  and  multiple  benign  breast  biopsies.  (C)  Placement 
of  prosthesis  beneath  the  submuscular  pocket.  (D)  Six  months  after  one-stage  subcutaneous  mastectomy  and  submuscular  reconstruction. 
(E)  Late  result  (15  months)  after  subcutaneous  mastectomy  and  submuscular  reconstruction  in  a 35-year-old  woman.  Note  improved  breast 
definition  and  projection  with  passage  of  time. 
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reconstruction  contributed  positively  to  their 
physical  and  emotional  adjustment.  In  our  soci- 
ety, where  appearance  and  self-image  are  of  such 
importance,  breast  reconstruction  plays  an  im- 
portant role  in  a woman’s  well-being  and  self- 
confidence. 

Methods  of  Reconstruction 

Subcutaneous  Insertion  of  Mammary  Prosthesis 
Subcutaneous  insertion  of  silicone  or  inflatable 
breast  prosthesis  following  mastectomy  has  been 
around  for  over  20  years.  While  it  is  no  longer 
the  procedure  of  choice,  it  is  still  used  in  women 
with  thick  skin  and  subcutaneous  tissue.  In  the 
ptotic  breast  (Fig.  1A),  the  skin  envelope  is  re- 
duced and  the  nipple  repositioned  (Fig.  IB).  In 
simple  mastectomy  (Fig.  1C),  the  nipple-areolar 
complex  is  reconstructed  from  pigmented  skin  of 
the  upper  inner  thigh  (Fig.  ID)  of  labial  graft 
(Fig.  IE).  The  prosthesis  can  be  placed  subcuta- 


neously at  the  time  of  mastectomy  or  as  a de- 
ferred procedure.  While  the  initial  result  is  good, 
late  aesthetic  results  are  dismal  due  to  frequent 
fibrous  capsular  contracture,  skin  thinning,  and 
subsequent  exposure  and  extrusion  of  the  pros- 
thesis (Fig.  IF). 

Submuscular  Reconstruction 

Priority  is  given  to  this  procedure  (Fig.  2A,  B) 
in  all  types  of  conservative  mastectomy.  The 
prosthesis  is  inserted  beneath  the  pectoralis  ma- 
jor muscle,  upper  rectus  fascia,  and  the  serratus 
anterior  muscle  (Fig.  2C).  It  is  the  procedure  of 
choice  after  simple  or  subcutaneous  mastectomy, 
and  can  be  carried  out  at  the  time  of  mastectomy 
or  later  on.  Skin  envelope  modification  for  ptosis 
and  nipple-areolar  reconstruction  compliment  the 
operation. 

The  breast  mound  may  initially  have  a poor 
definition  and  limited  projection  due  to  the  force 
of  the  flat  pectoralis  major  muscle  (Fig.  2D),  but 


Figure  3.  Latissimus  Dorsi  Musculocutaneous  Flap  Reconstruction.  (A)  Postmastectomy  defect  including  missing  pectoralis  major 
muscle.  (B)  Skin  island  outlined.  (C)  Donor  defect  closed  directly.  (D  and  E)  Musculocutaneous  unit  passed  anteriorly.  (F)  Muscle 
is  sutured  down  to  simulate  missing  pectoralis,  and  implant  is  placed  under  the  muscle.  (G)  Single-stage  reconstruction  of  breast 
with  latissimus  dorsi  musculocutaneous  flap  and  implant. 
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in  three  to  six  months,  the  breast  projection  and 
detail  are  improved  as  the  skin  and  muscle  stretch 
(Fig.  2E).  Postoperative  fibrus  capsular  contrac- 
ture and  exposure  of  mammary  prosthesis  are  in- 
frequent. 

This  procedure  can  also  be  performed  on 
women  who  have  had  modified  radical  mastec- 
tomy, providing  the  pectoralis  major  muscle  and 
adequate  skin  are  preserved.  The  disadvantages 
of  this  technique  are  the  difficulty  in  matching  a 
ptotic  contralateral  breast,  and  occasional  mal- 
position or  dislocation  of  the  prosthesis. 


Reconstruction  with  Latissimus  Dorsi 
Musculocutaneous  Flap 

This  technique  (Fig.  3A-G)  is  superior  in 
women  who  have  had  radical  mastectomy  or 
modified  radical  mastectomy,  when  the  muscle 
and  skin  are  deficient  (Fig.  4A).  The  latissimus 
dorsi  muscle  and  an  island  of  overlying  skin  (Fig. 
4B)  are  transferred  to  the  anterior  chest  wall  to 
create  a breast  mound.  It  is  often  necessary  to 
augment  the  breast  mound  with  a prosthesis 
placed  beneath  the  latissimus  dorsi  muscle  trans- 
plant. It  is  the  primary  procedure  to  be  consid- 
ered in  women  with  tight  skin  and  wide  scar.  The 
latissimus  dorsi  muscle  is  suitable  for  filling  in  the 


Figure  4.  Latissimus  Dorsi  Musculocutaneous  Flap  Reconstruction.  (A)  50-year-old  woman,  five  years 
after  radical  mastectomy.  Note  the  tight  skin  and  infraclavicular  hollow.  (B)  Design  of  the  latissimus  dorsi 
flap.  (C)  Six  months  after  latissimus  dorsi  flap  reconstruction  with  implant,  and  augmentation  mammo- 
plasty  of  the  opposite  breast.  (D)  37-year-old  woman,  four  months  after  modified  radical  mastectomy 
and  immediate  latissimus  dorsi  flap  reconstruction  and  implant. 
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infraclavicular  hollow  and  axillary  defect  seen  with 
radical  mastectomy  (Fig.  4C,  D).  It  is  a reliable, 
widely  used  flap. 

Additional  scars  in  the  back,  introduction  of 
synthetic  implant,  limited  application  when  the 
muscle  is  denervated,  and  previous  thoracotomy 
are  the  main  drawbacks  of  this  procedure. 

Reconstruction  with  Rectus  Abdominis 
Musculocutaneous  Flap 

This  is  the  latest  technique  in  breast  recon- 
struction. Early  in  the  evolution  of  this  tech- 
nique, reconstruction  was  done  with  a vertically 
oriented  flap,  but  at  the  present  time  most  sur- 


geons prefer  the  transverse  rectus  flap  (Fig.  5 A, 
B).  The  rectus  abdominis  muscle  and  overlying 
lower  abdominal  skin  are  tunneled  subcutane- 
ously into  the  mastectomy  site  after  dividing  the 
origin  of  the  muscle  at  the  pubic  crest  (Fig.  5C). 

In  properly  selected  patients,  it  can  create  a 
breast  mound  unsurpassed  in  aesthetic  standards 
by  any  other  technique.  The  breast  mound  is  cre- 
ated entirely  with  autogenous  tissue,  and  the  do- 
nor closure,  which  doubles  as  abdominoplasty,  is 
an  added  bonus  to  the  patient  (Fig.  5D).  When 
successfully  executed,  this  technique  is  mutually 
gratifying  to  patient  and  surgeon. 

Women  with  previous  abdominal  operations, 


Figure  5.  Rectus  Abdominis  Musculocutaneous  Flap  Reconstruction.  (A)  Schematic  drawing  of  the  transverse  rectus  abdominis  technique. 
(B)  30-year-old  woman,  18  months  after  modified  radical  mastectomy.  (C)  Transverse  rectus  flap  and  mastectomy  wound.  (D)  Nine  months  after 
rectus  flap  reconstruction  and  nipple-areolar  reconstruction  from  pigmented  skin  of  upper  inner  thigh. 
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whose  rectus  muscle  has  been  divided,  and 
chronic  smokers  with  circulatory  impairment,  are 
poor  candidates  for  this  procedure.  Complica- 
tions reported  include  partial  flap  loss,  weakness 
in  climbing  stairs,  and  abdominal  wall  hernia. 

Reconstruction  by  Soft  Tissue  Expander 

The  expansion  silicone  prosthesis  is  placed 
subcutaneously  or  beneath  the  muscle  and  par- 
tially filled  with  normal  saline  solution  (Fig.  6). 
The  inflation  reservoir  attached  by  its  tubing  is 
brought  out  in  the  subcutaneous  space.  Volume 
expansion  is  done  at  intervals  of  a few  days  by 
percutaneous  injection  of  saline  solution  into  the 
reservoir.  When  the  optimum  expansion  is 
achieved  and  ample  time  has  been  allowed  for 
maturation  of  the  capsule,  the  expander  is  re- 
moved and  replaced  with  a permanent  prosthe- 
sis. 

The  disadvantages  of  this  technique  include 
multiple  visits  to  the  surgeon’s  office  for  injection 
of  saline  solution  and  the  necessity  of  a second 
operation. 

Other  reconstructive  procedures,  such  as  ad- 
vancement of  abdominothoracic  flap  with  im- 
plant and  microvascular  free  flap  reconstruction, 
are  rarely  used. 

Contralateral  Breast 

The  contralateral  breast  influences  the  choice 
of  reconstructive  procedure  for  the  mastectomy 


side.  Some  surgeons  advocate  preventive  mastec- 
tomy for  serious  mastopathy  (Fig.  7A,  B).  Invar- 
iably, except  for  the  non-ptotic  breast,  surgical 
correction  in  the  form  of  breast  augmentation, 
reduction,  or  mastopexy,  is  desirable  in  order  to 
attain  aesthetic  satisfaction  (Fig.  8A).  Of  course, 
this  will  involve  another  operation  and  additional 
scars  (Fig.  8B).  Complications  and  patient  dissat- 
isfaction are  real,  even  with  initial  success  in 
breast  reconstruction. 


Figure  6.  Silastic  Expansion  Prosthesis. 


Figure  7.  Rectus  Abdominis  Musculocutaneous  Flap  Reconstruction.  (A)  58-year-old  woman,  24  months  after  modified 
radical  mastectomy  and  chronic  cystic  mastitis  of  opposite  breast.  (B)  Nine  months  after  rectus  abdominis  flap  reconstruc- 
tion and  subcutaneous  mastectomy  and  submuscular  reconstruction  with  implants  of  the  opposite  breast. 
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Figure  8.  Contralateral  Breast.  (A)  33-year-old  woman  with  inadequate  breast  projection  after  rectus  flap  reconstruction 
and  hypertrophy  of  the  opposite  breast.  (B)  One  month  after  the  breast  mound  was  augmented  with  a prosthesis  and  nipple 
reconstruction.  Reduction  mammoplasty  of  the  opposite  breast. 


Conclusion 

In  all  likelihood,  breast  reconstruction  follow- 
ing mastectomy  is  here  to  stay.  Women,  bouyed 
by  the  women’s  liberation  movement,3  assume  an 
active  role  in  deciding  their  treatment  when  their 
bodies  are  stricken  by  breast  cancer.  An  increas- 
ing number  seek  breast  reconstruction.  Recent 
surgical  advances  and  knowledge  of  musculocu- 
taneous circulation  have  made  it  possible  to  offer 
them  reconstruction  that  meets  realistic  goals. 
True  appraisal  of  the  patient  as  to  possible  unto- 
ward results  and  selective  treatment  options  must 
prevail. 

Determining  factors  that  dictate  success  or 
failure  in  achieving  aesthetic  satisfaction  include 
the  surgeon’s  skill  and  bias,  the  opposite  breast, 


the  patient’s  ego  strength  or  weakness,  the  type 
of  mastectomy,  and  quahtative  skin  changes  from 
irradiation  and  wound  healing.  r s’ 
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Carotid  Endarterectomy  in  the 
Small  and  Medium  Size 
Community  Hospital 
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Introduction 

Carotid  endarterectomy  has  become  an  ac- 
cepted treatment  modality  for  extracranial  ca- 
rotid arterial  disease.  Though  in  the  past  there 
has  been  some  hesitancy  about  its  applicability  in 
small  and  medium  size  community  hospitals,  there 
has  been  a recent  shift  away  from  this  position. 
We  present  a modest  series  of  carotid  endarter- 
ectomies performed  in  a community  hospital,  and 
maintain  that  under  ideal  circumstances  these 
procedures  can  be  done  safely  and  efficiently  at 
the  primary  hospital  level. 

Subjects  and  Methods 

Over  a 40-month  period  67  operations  were 
performed  on  58  patients,  seven  of  whom  previ- 
ously suffered  cerebral  vascular  accidents,  and  44 
of  whom  experienced  classic  transient  ischemic 
neurologic  deficits  or  reversible  ischemic  neuro- 
logic deficits;  only  seven  were  neurologically 
asymptomatic.  Carotid  endarterectomies  in  con- 
junction with  other  surgical  procedures  have  been 
omitted  from  the  series. 

Fifty-one  of  the  58  patients  had  other  signifi- 
cant medical  illnesses  such  as  insulin-dependent 
diabetes,  severe  medically  treated  hypertension, 
previous  myocardial  infarction,  angina  pectoris, 
or  other  peripheral  vascular  arterial  disease  re- 
quiring treatment.  The  average  age  was  66;  28 
patients  were  male  and  30  were  female.  None  had 
an  evolving  cerebral  vascular  accident  and  none 
were  within  two  weeks  of  a fixed  cerebral  deficit. 

Operative  Technique 

Patients  did  not  undergo  arteriography  within 
two  weeks  of  a significant  neurologic  incident 
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other  than  transient  ischemic  attack  (TLA)  or  re- 
versible ischemic  neurologic  deficit  (RIND).  All 
arteriograms  were  performed  as  inpatient  studies 
using  either  standard  arteriography  or  combina- 
tions of  this  and  arterial  injection  digital  subtrac- 
tion angiography  (DSA).  All  patients  had  either 
a cerebral  computer  tomographic  (CT)  scan  or  a 
radionuclide  brain  scan  prior  to  consideration  for 
endarterectomy. 

Symptomatic  patients  found  to  have  a greater 
than  90%  stenosis  on  the  symptomatic  side  were 
generally  anticoagulated  with  a continuous  hepa- 
rin infusion  after  the  arteriogram  and  operated 
upon  as  soon  as  possible.  All  but  one  of  the  pro- 
cedures were  performed  under  general  endotra- 
cheal anesthesia;  it  was  performed  with  regional 
anesthesia.  Neither  intra-arterial  blood  pressure 
monitoring  nor  intraoperative  blood  gas  deter- 
minations were  routinely  used. 

Prior  to  carotid  occlusion,  between  7,000  and 
9,000  units  of  heparin  were  administered  intra- 
venously with  4 mg  of  dexamethasone  (Decad- 
ron).  Shunting  was  accomplished  using  a No.  8 
pediatric  feeding  tube  constructed  individually  at 
the  time  of  surgery  for  each  patient.  Atraumatic 
rubber  vessel  loops  were  used  for  control  of  all 
the  vessels  and  temporary  metal  clips  were  ap- 
plied to  collaterals.  Carotid  bulb  injection  was  not 
routinely  performed  in  the  first  half  of  the  series, 
but  was  added  to  the  routine  in  the  second  half. 
Blood  pressure  was  kept  at,  or  slightly  above, 
baseline.  No  attempts  were  made  at  induced  hy- 
pertension or  hyperventilation. 

Arteriotomies  extended  from  just  below  the 
bulb  for  a distance  of  about  3 cm.  Minimal  han- 
dling of  the  bulb  was  emphasized.  The  shunts 
were  routinely  inserted  distally  first,  and,  after 
noting  the  degree  of  back  flow,  proximally,  but  if 
there  was  not  sufficient  back  flow  to  keep  the 
shunt  flushed,  then  the  proximal  end  of  the  shunt 
was  inserted  first.  The  first  centimeter  of  the  in- 
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ternal  and  external  carotid  arteries  and  the  bulb 
of  the  common  carotid  artery  were  routinely  end- 
arterectomized;  distally  the  plaque  was  carefully 
observed  and  was  always  tacked  with  at  least  one 
posterior  midline  mattress  suture  of  6-0  Prolene 
to  prevent  formation  of  an  intimal/plaque  flap. 
The  plaque  was  not  routinely  tacked  proximally. 
Loupe  magnification  was  occasionally  used  but 
was  not  routine.  The  closure  was  accomplished  in 
all  cases  with  continuous  6-0  Prolene  suturing. 
The  wounds  were  drained  with  a small  Penrose 
drain  for  the  first  eight  hours,  after  which  the 
drain  was  removed;  heparinization  was  not  rou- 
tinely reversed  at  the  end  of  the  procedure  unless 
there  was  bleeding  at  the  time  of  wound  closure. 
Intraoperative  arteriography  was  not  performed. 
Postoperatively,  aspirin  and  dipyridamole  were 
routinely  used.  The  patients  spent  the  first  post- 
operative night  in  the  intensive  care  unit  and  then 
were  allowed  to  return  to  the  floor  as  their  con- 
dition permitted. 

Results 

Seven  of  the  endarterectomies  were  performed 
on  seven  patients  who  had  had  completed  vascu- 
lar accidents.  In  this  group,  one  patient  had  a 
postoperative  stroke  on  the  same  side  as  the  pre- 
vious CVA  a number  of  years  earlier.  This  patient 
regained  all  but  about  60%  use  of  the  arm  and 
all  of  the  use  of  the  involved  leg. 

Fifty-one  operations  were  performed  on  44  pa- 
tients with  TIAs  or  RINDs.  All  had  endarterec- 
tomies performed  on  the  ipsilateral  side  of  the 
event  and  seven  also  underwent  contralateral  en- 
darterectomies. Although  there  were  no  tempo- 


rary or  permanent  strokes  in  this  group,  there 
were  three  postoperative  deaths.  One  of  these  was 
the  result  of  a myocardial  infarction  on  the  third 
postoperative  day  after  an  uneventful  recovery  in 
a patient  in  whom  cerebral  angioendothelioma- 
tosis  was  found  at  postmortem  examination.  One 
other  death  resulted  from  postoperative  malig- 
nant hypertension  and  a myocardial  infarction;  no 
postmortem  examination  was  obtained.  The  third 
death  resulted  from  an  unheralded  ventricular  fi- 
brillation on  the  22nd  postoperative  day  after  an 
uncomplicated  operation. 

Seven  neurologically  asymptomatic  patients 
underwent  nine  endarterectomies,  four  of  them 
performed  on  three  patients  with  high  grade  ste- 
nosis and  ulcerative  plaques  in  preparation  for 
more  complex  peripheral  vascular  procedures. 
Five  operations  were  performed  on  four  patients 
for  high  grade  unilateral  stenosis  or  complex  ul- 
cerative plaque  disease  with  subcritical  stenosis, 
not  in  preparation  for  further  surgery  (Table  1). 
The  average  hospital  stay  postoperatively  for  pa- 
tients not  undergoing  staged  procedures  or  fur- 
ther elective  surgery  was  7.8  days  and  for  staged 
bilateral  carotid  endarterectomies  12  days. 

Discussion 

Most  of  the  literature  regarding  carotid  sur- 
gery continues  to  be  produced  at  the  major  refer- 
ral centers  and  teaching  hospitals,  since  few  in 
the  small  and  medium  size  community  hospitals 
can  produce  a sufficiently  sizeable  series  to  aid  in 
decision-making  regarding  the  controversial  as- 
pects of  carotid  vascular  surgery.  In  the  proper 
situation  however,  patients  with  carotid  arterial 


TABLE  1 

SUMMARY  OF  DATA  ON  58  ENDARTERECTOMIZED  PATIENTS 


No.  Of 

Preoperative  Neurologic  Status  Operations 

Previous  cerebral  vascular  accident  7 

Transient  ischemic  attack  or  reversible 

ischemic  neurologic  deficit  51 

Asymptomatic  9 

TOTALS  67 


No.  of 
Patients 

Permanent  and 
Temporary 
Postoperative 
Neurologic  Deficits 

Postoperative 
Deaths 
at  30  Days 

7 

1 

0 

44 

0 

3 

7 

0 

0 

58 

1 

3 
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disease  can  be  successfully  treated  with  accepta- 
ble expectations  of  recovery  in  such  a community 
hospital.1 

The  occurrence  of  only  one  postoperative  per- 
manent neurologic  event  in  our  67  endarterecto- 
mies supports  the  above  thesis,  though  it  neither 
lends  to  nor  takes  away  support  from  the  ongoing 
controversy  regarding  the  use  of  indwelling 
shunts,  as  this  subject  was  not  addressed  here.2-3 
A broad  range  of  postoperative  transient  and 
permanent  deficits  ranging  from  0%  to  15%  is 
reported  in  the  literature.4*6  Though  the  three 
deaths  in  this  series  represent  an  overall  opera- 
tive mortality  of  4.5%,  the  patient  with  the  un- 
suspected diffuse  cerebral  angioendotheliomato- 
sis,  which  contributed  to  his  unexpected  death, 
probably  should  be  deleted  from  these  figures. 
This  patient  was  reported  previously.7  The  sec- 
ond patient  suffered  spontaneous  ventricular  fi- 
brillation three  weeks  postoperatively  and  other- 
wise had  not  suffered  ill  effects  from  the  surgery. 
Including  this  patient,  and  the  patient  who  suf- 
fered malignant  hypertension  and  a myocardial 
infarction  in  the  immediate  postoperative  period, 


would  produce  an  operative  mortality  of  3%, 
which  is  within  the  range  of  many  other  reported 
series,  and  given  the  high  risk  nature  of  the  pop- 
ulation reported  herein,  is  comparable.4-8 

In  summary,  our  experience  suggests  that  in 
the  small  and  medium  size  hospital  setting  with 
proper  medical  and  surgical  facilities  and  with 
adequately  trained  personnel,  carotid  endarter- 
ectomy can  be  safely  offered  to  appropriate  pa- 
tients with  a good  expectation  for  overall  good 
results.  Shunting  routinely  was  associated  with 
low  incidence  of  neurologic  deficits.  r ^ 
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The  Year  in  Review  and  a Look  Ahead 


FRANK  J.  JIRKA,  JR.,  M.D. 
President 

American  Medical  Association 


Like  every  other  President  who  has  faced  this 
moment,  I have  looked  forward  to  it  with  both 
joy  and  sadness.  It  marks  the  end  and  the  begin- 
ning of  eras  in  my  life.  It  means  I shall  be  able 
to  return  to  giving  the  greater  share  of  my  time 
to  my  medical  practice  to  which  I have  devoted 
many  years.  Although  I intend  to  remain  in- 
volved in  the  activities  of  the  AM  A,  because  I 
believe  in  them,  it  means  the  end  of  a year  as 
your  President  of  our  Association — a year  that 
has  been  the  best  and  the  shortest,  the  most  re- 
warding and  the  most  exhausting,  the  most  en- 
joyable and  the  most  responsible  I have  ever 
lived. 

I am  grateful  to  you,  the  members  of  this 
House,  for  having  given  me  the  privilege  of  being 
the  principal  spokesman  not  only  for  this  Asso- 
ciation, but  for  the  medical  profession  of  the  na- 
tion. I am  equally  grateful  to  the  thousands  of 
men  and  women  in  county  societies,  state  associ- 
ations, specialty  societies,  and  the  many  other  or- 
ganizations of  physicians  who  have  made  my  task 
of  representing  the  AMA  such  a pleasure,  on  both 
social  and  business  occasions. 

One  important  thing  about  this  past  year  is  that 

during  it,  I sincerely  believe  I kept  the  pledge  I 
made  when  I announced  for  the  office  of  Presi- 
dent, and  that  I repeated  when  I was  inaugurat- 
ed. It  was  my  pledge  to  spend  as  much  of  my 
time  as  possible  with  physicians  at  the  grassroots 
of  this  nation.  I have  met  with  large  and  small 
county  societies,  with  specialty  societies,  and  with 
associations  of  physicians  of  foreign  extraction,  in 
medical  schools,  at  medical  centers,  and  at  hos- 
pitals. I have  learned  one  thing — that  the  atti- 
tudes, the  goals,  the  aspirations  of  physicians  in 
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the  smallest  towns  are  no  different  from  those  of 
physicians  in  the  largest  cities.  We  share,  from 
coast  to  coast  and  throughout  all  of  the  charac- 
teristics of  our  diverse  profession,  a genuine  con- 
cern that  the  profession  be  preserved  so  that 
through  us  high  quality  medical  and  health  care 
can  be  preserved  for  all  of  the  people  in  our  na- 
tion. Wherever  we  work — in  whatever  kind  of 
practice  organization — we  are,  first  and  fore- 
most, physicians,  and  as  such  we  are  the  princi- 
pal advocates  for  our  patients. 

During  the  past  year  I have  seen  a number  of 
examples  of  the  profession’s  desire,  and  the 
profession’s  ability,  to  carry  out  its  role  as  the  pa- 
tient’s advocate — and  do  it  through  concerted  ef- 
fort. 

Perhaps  the  most  dramatic  example  was  the 

victory  on  behalf  of  our  patients  over  the  propos- 
al of  mandated  assignment  for  Medicare  inpa- 
tient care.  As  written,  the  proposal  carried  pen- 
alties that  could  have  deprived  physicians  of  their 
hospital  privileges  if  they  wouldn’t  go  along  with 
the  government’s  decrees.  That  would  have  done 
serious  harm  not  only  to  Medicare  patients,  but 
to  all  patients  who  would  have  lost  the  services 
of  physicians  who  could  no  longer  practice  in  cer- 
tain hospitals.  Our  AMA  called  on  its  member- 
ship, the  grassroots,  to  help  explain  to  Congress 
the  possible  consequences  of  the  bill.  One 
hundred  and  twenty-five  physicians  flew  to 
Washington  and  made  personal  calls  on  their 
congressmen.  They  came  from  39  state  medical 
associations  and  eight  specialty  societies.  They 
were  successful.  The  proposal  failed  as  it  should 
have.  However,  we  have  to  be  eternally  vigilant 
so  it  is  not  resurrected  in  another  form. 

A second  example  was  the  Transplantation 
Act.  As  originally  written  it  included  a provision 
giving  the  Secretary  of  Health  and  Human  Serv- 
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ices  authority  to  say  which  Medicare  patients 
would  be  entitled  to  any  medical  procedures — 
and  in  which  hospitals  the  procedures  could  be 
done.  That  would  have  opened  the  door  to  noth- 
ing less  than  bureaucratic  rationing  of  medical 
care.  The  objectionable  provisions  were  removed 
from  a parallel  bill  because  of  the  educational  and 
persuasive  efforts  of  our  Association. 

Another  example  of  our  efforts  was  the  strik- 
ing down  by  a federal  judge  in  May  of  the  gov- 
erment’s  proposed  “Baby  Doe”  regulations.  That 
would  have  constituted  another  serious  intrusion 
by  government  into  medical  care  and  into  the 
most  serious  relationships  between  physicians, 
patients,  and  their  families. 

Finally,  your  response  to  the  voluntary  fee 
freeze  has  been  most  gratifying  and  appreciated. 
Approximately  73%  of  the  physicians  recently 
interviewed  reported  that  they  will  comply.  You 
are  to  be  commended  for  exercising  your  leader- 
ship for  to  date  38  states,  54  counties,  and  11 
specialty  societies  have  also  called  on  their  mem- 
bers to  freeze  fees.  You  have,  as  true  leaders,  set 
the  example  for  other  segments  of  the  medical 
and  health  field.  To  those  segments  who  have  a 
much  greater  financial  impact  than  we  physi- 
cians, I challenge  them  to  follow  suit. 

These  are  only  a smattering  of  events  that  the 
grassroots  and  our  AMA  participated  in  over  the 
last  year.  As  we  look  to  the  immediate  future,  I 
suspect  that  our  activities  in  the  courts,  in  the 
halls  of  Congress,  and  within  the  health  care  field 
will  only  intensify.  In  the  quest  for  cost  effective- 
ness— for  more  economy,  more  efficiency  in  the 
medical  and  health  care  field — the  ideas  we  have 
seen  proposed  so  far,  I dare  to  predict,  are  noth- 
ing compared  with  the  ones  we  will  see  in  the 
future.  Our  profession  and  the  whole  health  care 
field  is  and  will  continue  to  be  in  a period  of  up- 
heaval. 

Physicians  are  competing  more  than  ever  be- 
fore with  other  physicians.  Physicians  are  com- 
peting with  hospitals.  Hospitals  are  competing 
with  other  hospitals  and  with  newly  developed 
medical  and  health  care  centers.  Health  care  al- 
lies and  limited  license  practitioners  are  seeking 
and  gaining  more  opportunities  for  independent 
practice. 

We  are  learning  to  live  with  DRGs  for  Medi- 
care inpatients.  We  face  the  likelihood  of  pres- 
sures for  similar  prospective  pricing  systems  for 
all  hospital  patients  and  perhaps  for  all  physician 
services.  We  are  changing  our  practice  organiza- 
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tions  and  systems.  We  are  either  competing  with 
or  joining  an  alphabet  of  new  concepts  in  care — 
PPOs,  EPOs,  IPAs,  and  HMOs. 

We  are  finding  it  necessary  to  form  groups  and 
to  negotiate  with  insurance  carriers,  the  govern- 
ment, private  employers,  and  perhaps  individual 
patients  regarding  the  cost  of  care.  We  are  build- 
ing and  joining  a wide  variety  of  new  kinds  of 
satellite  and  freestanding  centers. 

What  is  important  is  that  none  of  those  changes 
are  being  made  primarily  to  give  better  care.  They 
are  being  forced  by  considerations  of  cost,  of  econ- 
omy, of  efficiency,  of  productivity.  Circumstances 
are  trying  very  hard  to  turn  medical  care  into  a 
business — and  physicians  into  businessmen. 

We  are  going  to  have  a harder  struggle  than 

ever  before  to  protect  the  quality  of  medical  and 
health  care,  and  to  protect  the  access  of  the  na- 
tion’s people  to  it.  Yes,  the  challenges  to  our 
freedom  and  our  ability  to  care  for  our  patients 
are  not  going  away.  Indeed,  they  will  be  growing. 

That’s  why  it  has  never  been  more  important 
that  it  is  right  now  for  physicians  to  belong  to  this 
organization — and  to  share  with  it  their  wisdom, 
their  judgment,  and — yes — their  resources  to  keep 
us  going.  That’s  a story  every  one  of  us  has  to 
tell  every  time  we  have  a chance  to  talk  to  our 
colleagues,  formally  or  informally. 

However,  there  is  one  important  thing  for  us 
to  remember.  The  primary  responsibility  is  not 
theirs — to  join  and  support  this  organization.  The 
primary  responsibility  is  ours — to  make  the  AMA 
so  responsive  to  the  needs  of  all  physicians — and 
so  clearly  effective  in  protecting  the  rights  and 
freedom  of  physicians  and  their  patients  that 
physicians  will  be  attracted  to  us — and  want  to 
support  what  we  are  doing. 

We  must  continue  to  support  and  encourage 
the  growth  in  membership  of  the  students  and 
residents.  We  need  their  input  for  they  are  the 
future  of  our  organization  and  our  profession. 

It’s  our  job  to  make  physicians  want  to  join 

and  need  to  join  the  AMA  to  support  our  pro- 
grams. That’s  why  our  peer-to-peer  effort,  The 
Physician  Outreach  Program,  must  be  a success 
and  needs  your  full  participation.  That  means  we 
must  be  the  Association  not  of  one  kind  or  a few 
kinds  of  physicians,  but  of  all  physicians. 

One  very  important  group  is  women  physi- 
cians. Women  now  constitute  13%  of  all  physi- 
cians. They  are  29%  of  all  medical  students  and 
24%  of  residents.  Just  over  one-fourth  of  women 
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physicians  belong  to  the  AM  A.  The  proportion 
has  remained  the  same  for  the  last  ten  years  dur- 
ing which  time  the  number  of  women  physicians 
has  more  than  doubled.  But  the  proportion  has 
remained  static  and  is  lower  than  the  proportion 
of  men  who  have  joined.  We  must  maximize  our 
efforts  to  recruit  more  women  physicians  into  the 
membership  of  our  orgnization. 

Another  group  that  needs  our  more  positive 
attention  is  foreign  medical  graduates.  At  the 
present  time  21%  of  the  physicians  in  this  coun- 
try were  educated  outside  the  United  States.  This 
House  has  considered  many  different  concepts 
with  regard  to  FMGs  and  will  continue  to  do  so 
from  the  standpoint  of  protecting  them,  protect- 
ing patients,  and  protecting  the  integrity  of  both 
the  individuals  and  the  profession  involved. 

But  with  respect  to  foreign-trained  physicians 
who  are  here  now — who  are  legitimate,  who  are 
practicing  medicine  in  this  country,  and  who  are 
our  colleagues — we  should  seek  their  support  for 
our  mutual  benefit.  They  need  the  advocacy  and 
strength  of  the  AMA  just  as  all  other  physicians 
do.  And  we  will  need  their  membership  and  sup- 
port just  as  we  need  it  from  all  other  physicians. 
With  this  in  mind  your  Board  of  Trustees  has  es- 
tablished an  ad  hoc  committee  on  FMGs  and  has 
appointed  its  members. 

There  is  no  room  in  our  profession  for  frag- 
mentation— for  solo  practitioner  against  HMO 
member,  or  fee-for-service  physician  against  em- 
ployed physician — not  as  far  as  the  freedom  and 
quality  of  medical  practice  are  concerned. 

To  achieve  the  ends  of  patient  protection  and 
the  highest  possible  quality  of  patient  care,  and 
to  avoid  interference  by  government  or  any  other 
power  that  would  limit  or  restrict  our  ability  to 
care  for  those  who  need  us,  we  must  work  to- 
gether as  one.  That  can  best  be  done  and  I think 
can  only  be  done  through  the  one,  all-encom- 


passing association  of  physicians:  the  American 
Medical  Association. 

If  it  should  fail  in  its  goals  because  of  a lack 
of  support  from  the  profession  it  represents,  then 
ever}7  member  of  that  profession  loses.  So  let’s 
make  one  of  our  top  priorities  membership  re- 
cruitment. 

As  medicine  continues  to  improve,  as  physi- 
cians are  able  to  do  more  and  more  for  patients, 
the  amount  of  time  we  spend  with  patients  has, 
for  the  most  part,  continually  shrank  until  it  has 
almost  disappeared.  Today  we  have  all  of  the  sci- 
ence in  the  world.  We  have  fantastic  results.  What 
we  don’t  have  is  the  same  regard  in  which  our 
predecessors  were  held  in  the  hearts  and  minds 
of  the  people  we  serve.  Instead  of  being  thought 
of  primarily  as  “My  Doctor,”  today  we  are  more 
likely  to  be  thought  of  as  the  unseen  captain  of  a 
team  of  equals. 

Instead  of  taking  care  of  patients  and  making 
people  well,  we  are  more  likely  to  be  seen  as  one 
of  the  people  delivering  health  care  services.  The 
former  was  personal  and  human.  The  latter  is  im- 
personal and  mechanical.  As  physicians,  let  us 
return  to  assuming  our  proper  role  as  the  prima- 
ry person  in  the  total  course  of  care.  Let  it  be 
visible  and  tangible,  knowledgeable  and  caring, 
concerned  and  compassionate,  at  the  side  of  the 
patient  who  wants  and  needs  our  counsel. 

Let  us  always  remember  that  we  are  physi- 
cians first  and  as  such  are  members  of  an  hon- 
ored and  honorable  profession.  We  must  con- 
stantly strive  to  maintain  the  highest  degree  of 
professionalism  and  must  assure  the  public  that 
our  colleagues  will  do  likewise. 

So  with  compassion  and  concern  let  us  do  what 
we  do  best — something  that  is  too  often  over- 
looked and  too  seldom  discussed.  It  is  the  foun- 
dation of  everything  we  do.  It  is  practicing  the 
art  of  medicine.  — — ^ 
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Quality  of  Care 


In  the  continuing  national  debate  on  proposed 
changes  in  the  delivery  or  financing  of  health 
services,  the  recommendations  and  positions  of 
the  medical  profession  are  based  heavily — as  they 
should  be — on  the  perceived  impact  of  such 
changes  on  the  quality  of  care  provided.  Yet  the 
difficulties  of  adequately  defining  and  accurately 
measuring  “quality”  of  medical  care  are  univer- 
sally acknowledged.  Efforts  to  do  both  more  pro- 
ficiently are  diverse  and  ongoing. 

Of  particular  concern  to  the  Council  on  Medi- 
cal Service  is  what  it  believes  to  be  a perception 
by  some  segments  of  the  public  that,  when  phy- 
sicians use  the  term  “quality,”  it  is  synonymous 
with  increased  use  of  and/or  more  expensive  fa- 
cilities, services  and  equipment  (and,  inferential- 
ly,  with  a type  of  care  more  remunerative  to  the 
medical  and  other  health  professions).  This  per- 
ception can  act  to  “discredit”  in  advance  many 
of  the  sincere  concerns  expressed  by  physicians 
and  other  health  practitioners  as  to  the  predicted 
impact  of  specific  proposals  on  the  “quality”  of 
care. 

While  this  perception  of  quality  by  the  public 
is  erroneous,  the  Council  believes  that  it  derives 
to  some  extent  from  the  profession’s  own  early 
efforts  to  define  and  measure  quality.  These  ef- 
forts focused  heavily  on  the  structure  of  care  (the 
physical  and  organizational  settings  and  equip- 
ment as  well  as  the  qualifications  and  credentials 
of  practitioners)  and  the  process  of  care  (the  type 
and  extent  of  practitioners’  activities  and  interac- 
tions with  patients).  At  least  initially,  such  assess- 
ment attempts  often  embodied  untested  assump- 
tions about  the  relationships  between  specific 
elements  of  structure  and  process — certain  types 
of  resources,  practitioner  qualifications,  services 
and  patient-practitioner  interactions — and  the 
quality  of  care  provided.  Subsequent  experience 
has  helped  to  document  or  refute  such  relation- 
ships— particularly  as  attempts  to  assess  quality 
have  moved  away  from  isolated  examination  of 
structure  and  process  and  toward  attempting  to 
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identify  those  elements  of  each  which  are  consist- 
ently associated  with  favorable  patient  outcomes, 
when  other  variables  which  could  also  affect  out- 
come (patient  age,  sex,  environment,  attitude  to- 
ward illness,  prior  health  care  experience,  and 
type  or  extent  of  disease — i.e.,  self-limiting  or 
chronic/degenerative  conditions,  etc.)  are  ade- 
quately measured  and  assessed.  As  does  no  other 
criterion,  patient  outcome  directly  reflects  the 
degree  of  effectiveness  with  which  health  profes- 
sionals combine  their  own  skill  and  compassion 
with  the  use  of  technology  for  the  patient’s  ben- 
efit. This  increased  attention  to  “the  bottom  line” 
represents  a significant  improvement  in  quality 
assessment  methodology,  in  the  Council’s  view, 
but  carries  with  it  its  own  conceptual  and  proce- 
dural problems,  perhaps  the  most  important  being 
the  need  for  a more  encompassing  and  meaning- 
ful definition  of  “favorable  outcome.”  As  an  ob- 
vious example,  simplistic  concepts  of  “favorable 
outcome”  are  of  limited  value  in  assessing  the 
quality  of  care  received  by  a terminal  cancer  pa- 
tient. 

In  addition  to  biological  changes  in  disease, 

other  outcome  criteria  which  may  provide  mean- 
ingful indications  of  the  quality  of  care  provided 
to  any  given  patient  include  the  patient’s  comfort 
and  freedom  from  pain,  ability  for  self-care, 
physical  function  and  mobility,  emotional  and  in- 
tellectual performance,  and  self-perception  of 
health.  Patient  satisfaction  and  compliance  with 
medical  care,  health  knowledge,  and  the  ability 
to  function  satisfactorily  in  family,  social,  and/or 
employment  role  functions  are  also  benchmarks. 
Inherent  in  this  broader  perspective  of  outcome 
criteria  is  the  fact  that,  while  the  “best”  or  most 
appropriate  care  may  cost  more  at  times,  at  oth- 
er times  it  may  actually  cost  less  in  achieving  the 
desired  outcome. 

Different  outcome  criteria  or  combinations  of 
criteria  will  obviously  be  more  relevant  for  differ- 
ent individual  patients — even  those  with  ostensi- 
bly similar  conditions,  since  all  patients  do  not 
share  the  same  health  priorities.  Accordingly,  the 
problems  of  constructing  such  outcome  scales,  as 
well  as  individualizing  their  application  over  large 
population  groups,  are  formidable.  Efforts  to  o- 
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vercome  such  problems  are  ongoing,  have  re- 
ceived the  support  of  the  House  of  Delegates  in 
previous  policy  statements,  and  in  the  Council’s 
opinion  will  ultimately  prove  successful.  In  the 
interim,  however,  the  Council  believes  it  is  criti- 
cally important  that  there  be  broader  under- 
standing among  the  public  and  in  the  profession 
that  care  of  high  quality  does  not  necessarily  mean 
more  frequent  or  more  costly  services  (and  in  fact 
is  sometimes  synonymous  with  less  frequency  and / 
or  cost);  and  that  what  physicians  and  their  pa- 
tients are  seeking  to  preserve  are  the  flexibility 
and  freedom  to  select  from  the  recognized  treat- 
ment modalities  available  those  which  are  most 
conducive  to  maintaining  or  improving  quality 
and/or  duration  of  life,  as  measured  by  some  or 
all  of  the  above  outcome  criteria. 

To  assist  in  achieving  such  public  understand- 
ing, the  Council  on  Medical  Service  recommends: 
(1)  That  the  Association  conceptually  define  care 


of  high  quality  as  being  that  which  consistently 
contributes  to  improvement  or  maintenance  of  the 
quality  and/or  duration  of  life.  (2)  That  the  As- 
sociation utilize  all  appropriate  opportunities  and 
channels  to  inform  the  public  that  it  is  this  con- 
cept and  definition  of  quality  that  the  profes- 
sion’s efforts  are  directed  toward  preserving.  (3) 
That  the  Association  reaffirm  its  support  for  ef- 
forts to  develop  and  use  broader  and  more  mean- 
ingful patient  outcome  criteria  in  assessing  the 
quality  of  care. 

To  the  extent  that  the  public  understands  and 
values  this  concept  of  quality,  the  Council  be- 
lieves that  the  positions  and  recommendations  of 
the  profession  in  this  area  will  enjoy  more  wide- 
spread support. 

This  report  obviously  represents  only  an  initial 
discussion  of  the  complexities  of  defining  and  as- 
sessing quality.  The  Council  will  continue  to  study 
this  subject,  will  submit  further  reports,  and  ac- 
tively solicits  comment  from  the  federation. 
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Health  and  Environment  Report 


Teenage  Pregnancy  Trends  for  Tennessee 

FREDIA  WADLEY,  M.D.,  MSHPA;  PAULA  TAYLOR,  M.S.;  and  POLLY  SCANION,  PH.D. 


Teenage  pregnancy  is  gaining  a great  deal  of 
public  attention  today  because  it  is  producing 
compelling  health,  socioeconomic,  and  educa- 
tional problems  for  the  teenage  mothers  and  their 
infants.  Tomorrow’s  Children  made  the  follow- 
ing statements  as  it  outlined  the  many  issues  re- 
lating to  teenage  pregnancies: 

• Teenage  pregnancy  is  associated  with  “a 
greater  incidence  of  premature  and  low  birth- 
weight  babies,  mental  retardation,  infant  and 
maternal  mortality,  and  physical  or  emotional  ne- 
glect and  abuse. 

• “Pregnancy  is  the  most  common  cause  of 
teenage  dropouts.  Eight  of  10  girls  who  become 
mothers  at  age  17  or  younger  never  finish  high 
school.  These  circumstances  may  result  in  poor 
social  or  economic  environment  for  the  child.”1 

Teenage  Childbearing,  Resident  Data,  Tennes- 
see, 1950-1982,  produced  by  the  State  Center  for 
Health  Statistics  of  the  Tennessee  Department  of 
Health  and  Environment,  allows  us  to  look  at  33 
years  of  data  and  note  the  trends  that  developed. 
This  article  contains  1983  data  which  update  those 
contained  in  this  publication. 

As  pointed  out  by  the  Center  for  Health  Sta- 
tistics, in  an  effort  to  analyze  the  data  relative  to 
teenage  pregnancy,  one  must  consider  the  follow- 
ing: (1)  increased  contraceptive  utilization  during 
the  1960s;  (2)  passage  of  the  Tennessee  Family 
Planning  Act  of  1971  legalizing  the  distribution 
of  contraceptives  to  minors;  (3)  abortion  became 
legally  available  in  Tennessee  in  1973.2(p3) 

With  legalized  abortion,  one  must  realize  that 
the  figure  for  total  pregnancies  is  derived  by  add- 
ing live  births,  reported  fetal  deaths  and  reported 
abortions.  Although  underreporting  has  been  a 
problem  for  the  latter  two,  it  is  estimated  that  in 
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1974  only  47.8%  of  abortions  were  reported, 
while  in  1982  the  figure  had  increased  to 
90.9%.2(pll) 

The  following  statements  are  just  a few  of  the 
pertinent  points  of  this  34-year  data  picture  on 
teenage  childbearing: 

1.  The  Tennessee  teenage  birthrate  per  1,000  fe- 
male population  exceeds  the  comparable 

United  Statess  rate  for  each  year  since  1950. 

2.  Data  for  the  10-14  Age  Group 

• The  birthrate  (births  per  1,000  age-specific 
female  population)  for  both  1950  and  1983  was 
1.6,  having  peaked  in  1973  and  1974  at  2.4.  Since 
1974,  it  has  decreased  steadily  to  1.6. 

• In  1950  there  were  233  live  births  to  girls 
aged  10  to  14  years;  in  1983  there  were  272.  This 
represents  an  increase  of  16.7%  but  the  popula- 
tion in  this  age  group  increased  23.5%. 

• These  live  births  accounted  for  0.3%  of 
Tennessee’s  total  births  in  1950  and  0.4%  in  1983. 

• The  number  (and  rate)  of  reported  induced 
abortions  in  1974  was  137  (rate  0.7),  and  in  1983 
it  was  229  (rate  1.3).  This  includes  abortions  per- 
formed on  Tennessee  residents  in  other  states. 
These  have  been  reported  and  included  in  Ten- 
nessee’s figures  for  abortions  only  since  1982. 

• The  percent  of  illegitimate  births  in  this 
group  was  56.2%  in  1950  and  91.5%  in  1983. 

• Total  pregnancies  were  606  (rate  3.1)  in  1974 
and  506  (rate  2.9)  in  1983. 

3.  Data  for  the  15-19  Age  Group 

• The  birthrate  in  1951  peaked  at  103.4  and 
has  decreased  steadily  to  57.3  in  1983. 

• Live  births  were  13,752  in  1950  and  11,557 
in  1983. 

• Live  births  accounted  for  17.1%  of  Tennes- 
see births  in  1950  and  17.7%  in  1983,  represent- 
ing an  increase  of  3.5%;  however,  the  population 
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in  this  age  group  increased  47.8%  from  1950  to 
1983. 

• The  number  (and  rate)  of  induced  abortions 
in  1974  was  2,394  (rate  12.1)  and  in  1983  was 
5,039  (rate  25.0). 

• The  percent  of  illegitimate  births  in  this 
group  was  14.3%  in  1950  and  47.4%  in  1983. 

• Total  pregnancies  were  18,538  (rate  93.6)  in 
1974  and  16,685  (rate  82.7)  in  1983. 

One  may  look  at  these  data  and  feel  comfort- 
ed that  the  birth  rate  and  pregnancy  rate  have 
declined  since  1974  in  teenagers.  Unfortunately, 
over  17,000  teenage  pregnancies  per  year  in  Ten- 
nessee produce  tremendous  health  and  social 


problems  for  this  generation  and  their  children. 

Good  prenatal  care  can  help  produce  a favor- 
able pregnancy  outcome  for  these  teenage  moth- 
ers; however,  health  complications  represent  only 
a fraction  of  this  problem.  Until  we  find  a way  to 
prevent  unwanted  teenage  pregnancies,  they  will 
continue  to  be  one  of  the  major  health  and  social 
problems  of  Tennessee.  r ^ 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


A 63-year-old  woman  began  to  have  episodes  of  exertional  substernal  discom- 
fort radiating  to  both  shoulders  and  relieved  by  rest.  Following  a severe  episode 
she  was  hospitalized  and  found  to  have  severe  bradycardia,  heart  block,  and  hy- 
potension. A temporary  transvenous  electrode  was  inserted  into  the  apex  of  the 
right  ventricle  and  connected  to  a pulse  generator  (pacemaker)  programmed  in 
the  WI  mode  (i.e.,  pacing  the  ventricle  and  inhibited  by  ventricular  depolariza- 
tion). The  pacemaker  functioned  satisfactorily  and  the  hypotension  was  corrected. 
Creatine  phosphokinase  rose  above  3,600  on  the  second  hospital  day.  Five  days 
later  she  was  transferred  to  St.  Thomas  Hospital,  in  stable  condition,  where  an 
admission  electrocardiogram  was  obtained  (Fig.  1). 


Discussion 

This  electrocardiogram  shows  pacing  spikes 
which  are  easily  seen  in  all  leads  with  a spike-to- 
spike  interval  of  0.85  seconds.  This  corresponds 
to  a pacemaker  rate  of  71/min.  The  spikes  march 
through  the  QRS  complex,  and  beginning  with 
the  eighth  pacing  spike  from  the  left  begin  to 
emerge  from  the  QRS  complex.  (The  three  EKG 
channels  are  recorded  simultaneously.)  While  in- 
side ST  segments  and  T waves  the  spike  does  not 
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capture  the  ventricle  because  the  ventricle  is  re- 
fractory during  this  period.  Only  after  the  ventri- 
cle repolarizes  (after  the  peak  of  the  T wave)  can 
the  pacemaker  capture  (as  exemplified  by  the  fi- 
nal QRS  complex  on  the  tracing). 

Unpaced  beats  are  present  on  the  tracing.  They 
are  the  first  QRS  complex  in  simultaneous  leads 
I,  II  and  III  and  all  of  the  QRS  complexes  in  the 
precordial  leads  (V\  through  V6)  until  the  final 
paced  beat  on  the  tracing. 

The  pacing  spikes  in  this  tracing  are  not  being 
appropriately  inhibited  by  the  QRS  complex.  The 
atrial  rate  is  slightly  faster  than  the  pulse  gener- 
ator rate  (an  interval  of  0.76  seconds  versus  an 
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interval  of  0.85  seconds)  and  P waves  are  present 
throughout  the  tracing  and  capture  the  ventricle 
with  an  extremely  long  PR  interval  (0.38  sec- 
onds) unless  a pacing  spike  intervenes  in  this  re- 
lationship. 

The  third  beat  in  simultaneous  leads  aVR, 
aVL,  and  aVF  is  significantly  different  from  the 
preceding  two  beats  in  this  lead.  (Lead  changes 
are  marked  on  the  tracing  by  the  line  bracketing 
the  tracing.)  This  is  a fusion  beat  resulting  from 
simultaneous  capture  of  the  ventricle  by  the  atri- 
al impulse  and  the  pacemaker.  Ventricular  fu- 
sion, resulting  from  impulses  of  different  origin 
stimulating  the  ventricle  simultaneously,  has  a 
QRS  morphology  intermediate  between  the  con- 
tours of  a beat  produced  by  each  impulse. 

In  aVF  the  fusion  beat  contains  a significant 
(0.04  seconds)  Q wave  with  ST  segment  eleva- 
tion that  is  not  present  in  the  paced  beat.  The 
pacing  spike  deforms  the  first  portion  of  this  QRS 
complex  (which  is  significantly  different  in  mor- 
phology from  the  preceding  two  beats).  The  40 
msec  Q wave  in  aVF  with  accompanying  ST  seg- 
ment elevation  is  diagnostic  of  evolving  inferior 
wall  myocardial  infarction  and  is  consistent  with 
the  Q waves  and  ST  elevation  seen  in  standard 
lead  III. 

The  unpaced  beats  have  significant  intraven- 
tricular conduction  delay,  with  a total  duration  of 


0.12  seconds.  The  late  forces  are  rightward,  in- 
scribing the  S wave  seen  in  the  unpaced  beat  in 
standard  lead  I.  They  are  also  prominently  ante- 
rior, inscribing  the  prominent  R wave  seen  in  V1. 
These  rightward  anterior  forces  with  QRS  wid- 
ening are  characteristic  of  right  bundle  branch 
block.  In  a subsequent  tracing  obtained  a few  days 
later  (Fig.  2)  first  degree  block  remains,  with  a 
shorter  PR  interval  of  0.28  seconds.  In  this  trac- 
ing the  pacemaker  has  been  discontinued.  Q 
waves  in  II,  III,  and  aVF  with  ST  segment  ele- 
vation in  these  leads  are  pathognomonic  of 
inferior  infarction;  right  bundle  branch  block 
persists. 

Although  the  pacemaker  seen  in  Fig.  1 was 
programmed  to  function  in  the  WI  mode,  fail- 
ure to  sense  the  QRS  complex  results  in  fixed 
rate  (WO)  pacing.  Failure  to  sense  depolariza- 
tion of  the  ventricle  is  likely  due  to  myocardial 
necrosis  resulting  in  an  electrically  inert  region  in 
juxtaposition  to  the  electrode.  Ventricular  cap- 
ture may  still  be  effected  under  these  circum- 
stances if  the  pulse  generator  output  is  of  ade- 
quate strength. 

CONCLUSION:  (1)  WI  pacemaker  functioning 
in  WO  mode;  (2)  first  degree  AV  block;  (3)  in- 
ferior myocardial  infarction,  evolving;  (4)  right 
bundle  branch  block.  CZZP 
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Loss  Prevention  Case  of  the  Month 

The  Personal  Appearance 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 31-year-old  primagravida  was  first  seen  by 
her  obstetrician  in  December  and  found  to  be  16 
to  18  weeks  pregnant.  The  prenatal  course  was 
completely  uneventful.  Blood  pressure  ranged 
between  110-120/70-80  mm  Hg.  Urines  were  con- 
sistently negative  for  protein,  and  no  edema  was 
present.  At  39  weeks,  the  blood  pressure  was  140/ 
100  and  a trace  of  albumin  was  present.  Ultra- 
sound showed  the  fetus  in  a breech  position. 

Three  days  after  this  last  visit,  the  patient  went 
to  the  emergency  room  (ER)  of  the  hospital  com- 
plaining of  shortness  of  breath  and  muscle  spasms 
in  the  neck  and  back.  When  her  blood  pressure 
was  found  to  be  210/110,  her  physician  was  noti- 
fied; he  gave  a phone  order  for  hydroxyzine  (Vis- 
taril),  50  mg  intramuscularly.  Five  minutes  after 
the  injection,  the  blood  pressure  was  found  to  be 
180/110,  but  five  minutes  later  it  was  210/130. 
Voided  urine  tested  by  dip  stick  was  read  as  neg- 
ative for  albumin.  Two  hours  later,  while  still  un- 
der observation  in  the  ER,  the  patient  continued 
to  complain  of  back  pain,  and  a phone  order  was 
obtained  from  her  physician  to  give  her  8 mg  of 
morphine  sulfate  and  to  discharge  her  from  the 
ER.  After  the  patient  admitted  to  “feeling  some 
better,”  she  expressed  some  reluctance  to  going 
home.  Reassured  by  the  ER  personnel,  she  left 
the  ER  and  was  instructed  to  call  if  further  prob- 
lems developed. 

Two  hours  later  she  was  returned  to  the  ER  in 
a comatose  state,  following  what  was  described 
as  a typical  grand  mal  seizure.  After  arrival  at 
the  hospital,  a second  seizure  occurred.  Her  ob- 
stetrician was  called  and  on  arrival  he  noted  1 + 
edema  and  3+  albumin  in  the  urine.  With  the 
diagnosis  of  eclampsia,  an  emergency  cesarean 
section  was  scheduled,  and  an  8 lb  2 oz  baby  was 
delivered  with  Apgar  scores  of  6 and  8. 

Her  postoperative  course  was  complicated  by 
disseminated  intravascular  coagulation,  with 
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blood  loss,  partial  renal  shutdown  requiring  di- 
alysis, a pulmonary  embolus  confirmed  by  lung 
scans,  and  protracted  coma.  The  patient  awak- 
ened 12  days  after  her  section,  and  after  a pro- 
longed hospital  stay  was  discharged  with  no  ap- 
parent residual  damage. 

A suit  was  filed  against  the  physician  charging 
negligence  for  failure  to  attend  his  patient  in  the 
ER  and  for  treating  her  without  benefit  of  his  own 
personal  examination  and  evaluation.  A large  cash 
settlement  was  paid. 

Loss  Prevention  Comments 

Without  question  aggressive  and  heroic  treat- 
ment by  the  attending  physician  saved  the  life  of 
this  patient  and  her  baby,  but  unfortunately  this 
was  not  enough  to  prevent  a successful  lawsuit! 
The  patient’s  attorney  was  able  to  find  all  the  ex- 
pert testimony  he  needed  to  prove  a deviation 
from  an  acceptable  standard  of  care.  In  retro- 
spect, the  doctor  could  be  criticized  for  not  inter- 
preting the  visit  at  39  weeks,  which  revealed  a 
blood  pressure  of  140/110  and  a trace  of  albumin, 
as  a sign  of  toxemia  requiring  bedrest  and  daily 
office  visits  or  hospitalization.  This  was  not  the 
legal  problem.  Even  the  treatment  given  in  the 
ER  and  the  period  of  observation,  although  sus- 
pect, was  not  the  underlying  legal  problem.  We 
would  agree  that  sending  a patient  like  this  home 
from  the  ER  was  a gross  clinical  error.  Even  this 
was  not  the  legal  problem. 

The  primary  deviation  from  an  acceptable 
standard  of  care  in  this  case  was  the  failure  of  the 
attending  physician  to  personally  come  to  the  ER, 
examine  his  patient,  and,  with  the  benefit  of  his 
own  personal  evaluation,  institute  treatment.  This 
behavior  on  the  part  of  the  physician  could  in  no 
way  be  defended,  and  settlement  was  required. 

The  law  does  not  require  us  always  to  be  right, 
but  it  does  require  us  always  to  be  careful  and 
reasonable.  When  we  fail  to  personally  attend 
outpatients  in  the  ER  and  a catastrophe  follows, 
we  will  find  that  defending  ourselves  against  the 
charge  of  malpractice  will  be  extremely  difficult, 
if  not  impossible.  r S 
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The  Good  and  the  Bad  Guys 

In  December  1983,  the  Congress  defeated  a bill  that  tied  a mandatory 
acceptance  of  assignment  of  all  patients  in  the  Medicare  group  to  each  doc- 
tor’s hospital  privileges.  The  Deficit  Reduction  Act  of  1984  has  taken  anoth- 
er track,  and  on  July  1,  1984,  the  federal  government  divided  the  physicians 
in  the  United  States  who  treat  Medicare  patients  into  two  categories:  the 
participating  physician  who  accepts  categorically  the  fees  set  by  the  federal 
government  for  the  treatment  of  Medicare  patients,  and  the  nonparticipating 
physician  who  does  not  accept  all  assignments.  The  nonparticipating  physi- 
cian feels  that  his  contract  is  not  with  the  federal  government,  but  with  the 
patients  he  has  treated  down  through  the  years.  This  physician  has  taken 
into  consideration  all  individual  cases,  their  ability  to  pay,  or  their  inability 
to  pay,  and  has  given  due  consideration  to  their  financial  condition  in  ac- 
cepting or  not  accepting  assignments. 

The  participating  physicians,  according  to  our  federal  government,  are 
looked  upon  as  the  “Good  Guys.”  They  will  be  able  to  increase  their  fees 
periodically  to  Medicare  patients  in  small  increments  from  July  1,  1984  to 
October  1,  1985  and  at  the  end  of  that  period  their  profiles  will  be  raised 
accordingly.  During  this  15-month  period,  however,  the  participating  physi- 
cians will  receive  just  exactly  what  the  federal  government  wants  us  to  have 
in  payment  for  the  treatment  of  our  Medicare  patients.  The  participating 
physicians  will  have  their  names  inscribed  in  a book  to  be  published  by  the 
Department  of  Health  and  Human  Services  at  a cost  which  is  unknown  at 
this  time.  This  book  will  be  furnished  to  all  Social  Security  Offices,  to  the 
Association  of  Retired  Persons,  and  to  all  Medicare  recipients  upon  request. 
In  addition,  each  participating  physician  will  be  furnished  an  emblem  to  be 
placed  in  his  office  showing  that  he  is  a participating  physician  in  the  Medi- 
care program  according  to  their  definition. 

The  nonparticipating  physicians  are  the  “Bad  Guys.”  They  desire  to  take 
each  Medicare  patient  on  an  individual  basis,  and  to  accept  assignment  on 
an  individual  basis.  These  physicians  will  receive  sanctions  against  them  if 
they  raise  Medicare  fees  between  July  1,  1984  and  October  1,  1985  and  will 
be  liable  to  fine  if  the  Department  of  Health  and  Human  Services  desires  to 
prosecute. 

Which  are  you — a Good  Guy  or  a Bad  Guy?  I feel  that  each  individual 
physician  should  carefully  make  his  decision  as  to  which  way  he  wishes  to 
go.  It  is  my  opinion  that  the  federal  government  has  singled  out  physicians 
from  all  segments  of  our  society,  and  discriminates  against  physicians  by  for- 
bidding them  from  entering  into  contractual  agreements  freely  with  their 
patients.  Of  necessity  this  will  deny  Medicare  patients  the  opportunity  to 
select  physicians  from  whom  they  wish  to  receive  their  care.  This  is  just 
another  step  that  the  bureaucracy  is  taking  to  attempt  to  bring  physicians 
under  direct  control  of  the  federal  government.  Furthermore,  the  use  of  the 
words  “participating”  and  “nonparticipating”  is  inappropriate  because  the 
Medicare  patient  infers  that  nonparticipating  physicians  do  not  treat  Medi- 
care patients.  How  much  more  do  we  wish  to  take?  How  much  farther  are 
we  willing  to  go? 

The  American  Medical  Association  on  September  24,  1984,  asked  the 
federal  court  for  an  injunction  against  the  Department  of  Health  and  Human 
Services  with  respect  to  implementation  of  that  portion  of  the  Deficit  Reduc- 
tion Act  of  1984  which  applies  to  Medicare  patients  and  physicians,  and  I 
applaud  this  move. 


!L  w 


jovfnol  of  (he 

(ennezzee 

mcdkol  ozzocftoHon 

PUBLISHED  MONTHLY 

DEVOTED  TO  THE  INTERESTS  OF  THE  MEDICAL 
PROFESSION  OF  TENNESSEE 

OFFICE  OF  PUBLICATION:  112  LOUISE  AVENUE, 
NASHVILLE,  TN  37203 

JOHN  B.  THOMISON,  M.D.,  EDITOR 
ADDISON  B.  SCOVILLE,  JR.,  M.D.,  ASSOCIATE  EDITOR 
JEAN  WISHNICK,  MANAGING  EDITOR 

Acceptance  for  mailing  at  special  rate  of  postage 
provided  for  in  Section  1 103,  Act  of  October  3,  1917, 
authorized  July  15,  1932 

Copyright  for  protection  against  republication.  Journals 
of  the  American  Medical  Association  and  of  other 
state  medical  associations  may  feel  free  to  quote 
from  this  Journal  whenever  they  desire 
merely  giving  credit  to  this  publication 

Address  papers,  discussions  and  scientific  matter  to 
John  B Thomison,  M.D.,  Editor,  P.O  Box  70, 
Nashville,  TN  37202 

Address  organizational  matters  to  L.  Hadley  Williams, 
Executive  Director,  1 12  Louise  Avenue,  Nashville,  TN  37203 


COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

OSCAR  M McCALLUM,  M.D.,  Chairman,  Henderson 
SIDNEY  L BICKNELL,  M.D  , Jackson 
WINSTON  P CAINE,  M.D  , Chattanooga 
CLAUDE  H CROCKETT,  JR.,  M.D.,  Bristol 
FRANCIS  W GLUCK,  JR.,  M.D.,  Nashville 
JOHN  B.  THOMISON,  M.D.,  Nashville,  Ex-Officio 


NOVEMBER,  1984 


editorial/ 


On  Hanging  Separately 

Ordinarily  for  this  issue  I write  a lengthy,  and 
doubtless  scarcely  read,  piece  about  the  annual 
meeting  of  the  AM  A House  of  Delegates.  For 
several  reasons,  this  year  I propose  not  to  do  that. 
It’s  not  that  nothing  happened.  To  the  contrary, 
the  handbook  was  the  thickest  ever,  with  Board  of 


Trustees  reports  running  well  into  triple  letters — 
in  all,  reports  of  the  Board  and  the  various  coun- 
cils numbered  73 — and  182  resolutions,  substan- 
tially more  than  ever  before.  In  the  first  place, 
thanks  to  the  enthusiastic  if  not  always  perspica- 
cious new  Hospital  Medical  Staff  Section,  in  ad- 
dition to  the  always  prolific  Medical  School, 
Student,  and  Resident  Sections,  the  House  had  a 
vast  number  of  last  minute  resolutions  dumped 
into  its  lap.  Since  the  delegates  had  little  time  to 
consider  them,  despite  the  pleas  of  the  Board  to 
keep  referrals  to  a minimum,  the  House  referred 
a lot  of  them  for  study  with  instructions  to  report 
to  the  Interim  House. 

In  the  second  place,  I have  already  dealt  in 
some  detail  with  one  of  the  most  important  and 
far  reaching  aspects  of  the  meeting,  which  is  the 
Health  Policy  Agenda  for  the  American  People 
(J  Tenn  Med  Assoc  77:478-480,  Aug  1984).  In  case 
you  have  not  already  done  so,  you  should  famil- 
iarize yourself  with  the  planning  document  just 
finished  so  as  to  be  able  to  discuss  specific  rec- 
ommendations for  action  now  being  formulated 
and  projected  for  completion  early  in  1986.  It  is 
imperative  that  all  physicians  make  their  opinions 
known  if  they  wish  to  influence  at  all  the  way 
medicine  will  be  practiced  in  the  next  decade  or 
so,  as  that  document,  the  product  of  an  impressive 
array  of  private  and  governmental  organizations, 
will  likely  play  a key  role. 

In  the  third  place,  government  intrusion  into 
the  practice  of  medicine  is  expanding  so  rapidly 
and  erratically  that  much  of  what  was  done  at  the 
meeting  is  at  most  of  only  historic  significance. 
The  big  news  during  the  meeting  was  that  the  re- 
quirement for  acceptance  of  assignment  for  pay- 
ment by  Medicare  had  been  defeated.  The  elation 
that  news  generated  quickly  turned  to  dust  and 
ashes,  however,  when  a short  time  later  HCFA 
produced  its  answer  with  regulations  that,  al- 
though not  making  it  mandatory,  made  acceptance 
of  assignment  highly  desirable  by  inflicting  dire 
penalties  on  non-acceptors.  There  is  no  use  indulg- 
ing in  a lengthy  exposition  of  anything  in  that  area, 
for  by  the  time  you  read  this — in  case  you  do — it 
will  also  doubtless  be  obsolete. 

A few  days  ago  the  AMA  announced  its  inten- 
tion to  sue  the  government  to  set  aside  as  uncon- 
stitutional the  Medicare  amendments  passed  with 
the  Deficit  Reduction  Act  of  1984  containing  the 
reimbursement  freeze  under  Medicare,  since  the 
establishment  of  “participating”  and  “nonpartici- 
pating” classes  of  physicians  will  deny  Medicare 
beneficiaries  the  ability  to  select  the  physician  from 
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whom  they  will  receive  care.  In  addition,  the  leg- 
islation freezes  nonparticipating  physicians’  fees  to 
Medicare  patients  until  Oct.  1,  1985,  thereby  sin- 
gling out  nonparticipating  physicians  alone  among 
all  segments  of  our  society  in  forbidding  them  from 
freely  entering  into  contractual  agreements  with 
patients.  Finally,  the  provisions  that  mandate  re- 
strictive fee  schedules  for  clinical  laboratories  will 
deprive  Medicare  beneficiaries  and  others  of  com- 
plete medical  services  by  promoting  the  reduction 
of  those  services,  particularly  in  small  and  rural 
communities.  The  AMA  considers  that  this  legis- 
lation will  seriously  jeopardize  the  availability,  ac- 
cess, and  complete  delivery  of  medical  services  to 
the  American  people. 

There  is  no  question  that  government  is  making 
a concerted  effort  to  control  health  care  generally, 
and  physicians  in  particular,  as  its  key  element. 
How  that  control  is  accomplished  depends  to  a 
large  degree  upon  the  outcome  of  the  elections  in 
November,  which  you  will  know  about  by  the  time 
this  reaches  you.  The  present  administration  stops 
short  of  placing  all  doctors  on  salary — and  a low 
one  at  that — and  completely  nationalizing  the 
medical  service.  Others  have  no  such  compunc- 
tion. The  best  we  can  look  for  is  increasing  incur- 
sions through  competition  from  federally  subsidized 
HMOs  and  regulation  by  HCFA  and  PROs. 
Though  some  rationing  of  services  and  technology 
is  inevitable,  regulators  will  make  every  effort  to 
ensure  that  physicians  are  seen  as  the  culprits. 

Several  reports  and  resolutions  before  the  House 
spoke  to  this  problem.  Resolution  146,  adopted 
by  the  House,  resolved  that  whereas  “the  current 
DRG  law  threatens  to  interpose  itself  between 
hospitals  and  patients  and  physicians  in  the  matter 
of  cost  restraints  versus  good  medical  care.  . . . 
The  AMA  reaffirms  that  physicians  are  the  prime 
patient  advocates,  are  not  rationers  of  medical  care, 
and  will  continue  to  utilize  diagnostic  and  thera- 
peutic measures  and  facilities  in  the  best  interest 
of  the  individual  patient.” 

CMS  Report  I speaks  to  quality  of  medical  care, 
which  is  difficult  to  measure  or  even  define.  Though 
I will  publish  that  report,  I will  remark  here  that 
it  defines  “care  of  high  quality  as  being  that  which 
consistently  contributes  to  improvement  or  main- 
tenance of  the  quality  and/or  duration  of  life.”  It 
recommends  that  the  Association  use  “all  appro- 
priate opportunities  and  channels  to  inform  the 
public  that  it  is  this  concept  and  definition  of  qual- 
ity that  the  profession’s  efforts  are  directed  toward 
preserving.” 

The  address  of  incoming  President  Joseph  E. 


Boyle,  which  has  already  been  so  widely  distrib- 
uted that  despite  my  earlier  intention  to  do  so  I 
shall  not  publish,  bore  heavily  on  that  theme,  cau- 
tioning physicians  not  to  be  diverted  from  their 
primary  responsibility  by  government  regulations 
and  the  business  considerations  of  their  practice, 
but  to  firmly  resolve  and  affirm  publicly  their  ded- 
ication first  to  their  patients’  welfare,  regardless  of 
outside  pressures  to  act  otherwise.  Such  a position 
is  the  only  moral  and  ethical  one,  and  is  also  our 
best  and  indeed  our  only  defense  against  govern- 
ment intrusion,  as  all  sorts  of  disruptions  of  the 
physician-patient  relationship  are  introduced  by 
such  things  as  DRGs,  and  the  “gatekeeper”  con- 
cept with  its  pre-admission  certification  by  a third 
party  required  by  PROs.  It  will  be  further  under- 
mined by  insinuation  of  such  plans  into  the  physi- 
cian’s office  practice  and  their  extension  to  include 
not  just  governmental  but  all  third  party  payors. 

In  related  actions,  the  House  voted  to  continue 
the  AMA’s  strong  and  concentrated  efforts  to  seek 
elimination  of  the  DRG  attestation  statement  that 
requires  physicians  to  certify  primary  and  second- 
ary diagnosis  and  procedures,  and  to  seek  legisla- 
tive and  regulatory  changes  to  ensure  that 
differences  in  DRG-based  payments  to  different 
categories  of  hospitals  (rural  and  urban)  are  based 
on  true  differences  in  the  costs  of  providing  serv- 
ices by  those  hospitals  rather  than  on  arbitrary 
geographic  criteria.  The  House  opposed  the  man- 
dated algorithmic  or  cookbook/decision  tree 
method  of  establishing  a treatment  regimen  as  cost 
effective  under  the  Medicare  payment  system,  and 
opposed  the  expansion  of  DRGs  to  physicians’ 
offices.  It  also  voted  to  seek  changes  in  the  DRG 
system  to  provide  adequate  reimbursement  for 
events  arising  during  hospitalization  that  signifi- 
cantly add  to  a patient’s  requirements  for  care. 

After  considering  five  resolutions  pertaining  to 
reimbursement  for  cognitive  services,  the  House 
approved  a substitute  resolution  that  asked  the 
AMA  to  support  the  concept  that  third  party  pay- 
ors should  provide  more  equitable  reimbursement 
for  physicians’  services  that  are  solely  cognitive, 
in  comparison  with  their  procedural  services,  and 
to  take  appropriate  action  to  promote  more  equi- 
table reimbursement  for  solely  cognitive  services 
with  third  party  payors,  business  groups,  and  other 
professional  associations. 

In  addition  to  the  well-researched  reports  of  the 
Council  on  Scientific  Affairs,  the  Association  fur- 
ther expressed  its  concern  for  the  public  as  the 
House  adopted  resolutions  concerning  automobile 
safety,  recommending  mandatory  installation  of  air 
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bags  and  requiring  seatbelts  in  all  vehicles  used  to 
carry  passengers,  and  supporting  mandatory  seat- 
belt  use  and  child  passenger  restraint  laws. 

Tobacco  use  continued  under  fire  as  the  House 
voted  to  urge  Congress  to  strengthen  warnings  on 
cigarette  packages  to  say  that  smoking  causes  can- 
cer of  the  mouth,  larynx,  and  lung,  is  a major 
cause  of  heart  disease  and  emphysema,  and  is  add- 
ictive and  may  result  in  death.  It  also  urged  a study 
of  the  safety  and  efficacy  of  nicotine  chewing  gum 
as  an  aid  to  smoking  cessation,  to  ask  the  Surgeon 
General  to  place  health  hazard  warnings  on  all 
snuff  and  chewing  tobacco  packages,  to  encourage 
physicians  to  schedule  extra  time  to  explain  the 
health  hazards  of  smoking  to  their  patients,  to  urge 
hospitals,  offices,  and  all  other  medical  care  facil- 
ities to  declare  themselves  off-limits  to  smoking, 
and  to  work  to  protect  the  health  of  nonsmokers 
on  airplanes. 

The  Hospital  Medical  Staff  Section  met  for  two 
days  prior  to  the  opening  of  the  AM  A House,  with 
over  700  representatives  registered  from  virtually 
every  state.  They  considered  about  60  resolutions 
and  submitted  18  for  consideration  by  the  House. 
In  approving  a number  of  resolutions  related  to 
the  organization  and  operation  of  the  medical  staff, 
the  House  supported  the  medical  staff’s  authority 
to  approve  or  disapprove  all  amendments  to  med- 
ical staff  bylaws,  supported  the  idea  that  hospital 
governing  boards  cannot  unilaterally  change  med- 
ical staff  bylaws,  encouraged  hospitals  and  medical 
staffs  to  make  all  medical  staff  rules  available  to 
physicians,  directed  the  AM  A to  oppose  any  reg- 
ulation that  would  mandate  voting  privileges  for 
non-physician  members  of  the  medical  staff,  and 
recommended  that  medical  staffs  develop  bylaw 
provisions  that  affirm  the  binding  effect  of  medical 
staff  bylaws  on  the  hospital  governing  board  and 
the  medical  staff. 

On  signing  the  Declaration  of  Independence  on 
July  4, 1776,  John  Hancock  avowed,  “We  must  all 
hang  together,  or  most  assuredly  we  shall  all  hang 
separately.”  That  has  never  been  more  applicable 
than  to  the  medical  profession  in  this  year  of  our 
Lord  1984.  Nonetheless,  we  seem  as  bent  as  the 
lemmings  on  our  own  self-destruction  as  we  bicker 
among  ourselves  over  trivia  and  our  own  selfish 
interests.  We  need  the  AM  A as  an  umbrella. 
Though  there  are  several  large  and  powerful  spe- 
cialty groups,  no  other  organization  has  either  the 
numbers  or  the  broad  range  necessary  for  influ- 
encing the  course  of  medicine.  It  is  neither  possible 
nor  desirable  for  the  AMA  to  work  solely  for  its 
members.  Its  actions  influence  every  physician. 
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Since  that  is  so,  every  physician  needs  to  belong. 
To  be  sure,  it  is  expensive,  but  not  nearly  so  ex- 
pensive as  some  of  the  alternatives  Big  Brother 
has  in  mind  for  us.  If  you  do  not  like  what  the 
AMA  does,  and  believe  it  does  not  represent  you, 
join  up  and  exert  your  influence.  Everyone  can  be 
heard — even  non-members — but  should  you  allow 
your  colleagues  to  carry  your  load? 

Attend  a meeting.  Anyone,  physician  or  not,  if 
registered  can  speak  in  reference  committee  hear- 
ings, and  can  attend  the  Assembly.  Join  up  and 
become  active.  You  may  save  your  practice,  and 
you  might  even  be  able  to  continue  practicing  in 
the  manner  to  which  you  have  become  accus- 
tomed. Contrariwise,  splinters  are  not  good  for 
very  much. 

J.B.T. 


Teenage  Pregnancy 

A story  attested  to  as  fact  tells  of  the  Sunday 
afternoon  drive  some  years  ago  a couple  and  their 
14-year-old  son.  Says  the  mother,  “Have  you  had 
a talk  yet  with  Tommy  about  the  facts  of  life?” 
“No,”  replies  Daddy.  “There’s  no  time  like  the 
present,”  says  Mommy.  “Tell  him.”  Says  Daddy, 
“Lesson  number  one:  Get  all  you  can  while  you 
can.  End  of  lesson.” 

Don’t  laugh! 

In  this  issue  of  the  Journal  we  carry  a paper 
addressing  the  problem  of  teenage  pregnancy,  a 
major  health  problem  that  is  placing  an  ever- 
increasing  burden  on  society  generally  and  medi- 
cal resources  in  particular.  As  the  abortion  rate 
continues  to  rise,  teenagers  are  responsible  as  a 
group  for  the  highest  proportion;  in  addition, 
those  that  go  to  term,  as  well  as  their  babies,  have 
a higher  incidence  than  others  of  morbidity  and 
death. 

Among  the  many  facts  cited  in  the  paper,  the 
most  startling  to  me  were  the  lack  of  knowledge 
among  teenagers  about  the  relationship  between 
intercourse  and  pregnancy,  and  the  reasons  given 
for  failure  to  employ  contraception.  That  would 
have  been  expected  40  years  ago,  in  the  days  of 
my  own  youth,  but  I would  have  thought  that  the 
“sexual  revolution”  of  recent  decades  would  have 
changed  all  that.  Apparently  it  did  not. 

My  experience  as  a venereal  disease  control 
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officer  in  the  army  during  World  War  II  gave  evi- 
dence that  the  heat  of  the  moment  militates 
mightily  against  judgment,  and  both  educational 
experience  and  mechanical  barriers  are  likely  to 
find  themselves  inundated  by  floods  of  passion. 
The  only  relatively  certain  obstacle  to  impregna- 
tion open  to  most  teenagers  is  “the  pill,”  as  few 
of  them  have  intrauterine  devices.  The  pill,  how- 
ever, like  other  means,  too  often  also  finds  itself 
safely  (or  more  properly,  unsafely)  buried  in  purse 
or  dresser  drawer  when  it  is  needed. 

I am  not  overly  optimistic  about  the  effective- 
ness of  birth  control  by  any  means  at  all,  which 
implies  that  all  available  ones  must  be  employed. 
Having  watched  with  amazement  the  relative  ease 
with  which  some  of  my  contemporaries  and  their 
lovelies  managed  to  escape  the  chaperoning  ten- 
tacles of  Ward  Belmont,  it  is  no  wonder  in  our 
present  open  society,  awash  as  it  is  with  sex,  that 
opportunity  for  copulation,  and  therefore  im- 
pregnation, abounds.  Since  the  source  is  unlikely 
to  be  dried  up,  and  since  pregnancy  seems  no 
longer  to  be  feared  as  it  was  50  or  even  30  years 
ago,  other  means  of  prevention  need  to  be  avidly 
pursued. 

Back  in  the  early  days  of  the  sexual  revolution 
efforts  were  made  to  introduce  sex  education  into 
our  schools  and  churches.  They  were  hooted 
down  as  nefarious  schemes  to  debauche  our 
youth,  as  if  there  are  any  such  ideas  that  young 
minds  have  not  already  thoroughly  considered. 
Parents  forget  too  soon  what  it  was  like  to  be 
young.  Though  the  study  reported  herein  indi- 
cates that  classes  in  sex  education  do  not  in  fact 
debauch,  their  effectiveness  is  also  called  into 
question.  Filling  the  gap,  therefore,  is  where  I 
think  we  come  in. 

The  burden,  whether  we  fancy  it  or  not,  really 
must  rest  upon  the  individual  family  physician,  in 
cooperation  with  parents,  even  though  all  are 
naturally  reticent,  and  frequently  embarrassed  by 
sexual  discussions — not  to  say  ignorant.  Young 
people — I mean  young  people,  when  the  sap  first 
begins  to  rise — need  to  be  instructed  in  simple 
terms  about  the  consequences  of  sexual  union. 
They  need  to  be  assured  that  this  union  has  a 
spiritual  quality,  and  is  thus  not  to  be  joined 
lightly.  Nevertheless,  angels  have  fallen  over  less, 
and  so  young  people — male  and  female — need  not 
only  to  be  instructed  about  when  the  most  and 
least  fertile  periods  in  the  female  cycle  are,  but 
counseled  that  such  knowledge  does  not  confer 
immunity  against  conception,  and  that  in  fact  only 
continence  does.  They  need  then  to  be  instructed 


that  in  case  continence  fails,  there  are  mechani- 
cal barriers  that  protect  against  both  conception 
and  disease,  but  that  to  be  effective  they  must  be 
used. 

Every  parent  likes  to  think  it  can’t  happen 
here.  In  this  particular  situation  there  is  no  good 
news.  There  may  not  be  a solution  to  the  teenage 
pregnancy  problem,  but  if  we  are  really  con- 
cerned about  it,  trying  our  hand  at  education 
seems  a small  enough  price  for  us  as  physicians 
to  pay.  Up  to  this  point,  at  least,  nothing  else 
appears  to  be  working. 

J.B.T. 


Jack  E.  Ballentine,  R.I.P. 

So  many  individuals  have  contributed  so  much 
to  this  Association  that  I generally  resist  my  own 
urge  and  the  urging  of  colleagues  to  single  out 
any  for  memorializing  in  these  columns.  The 
passing  of  one  who  gave  such  signal  service  as 
Jack  Ballentine  did,  however,  pursued  with  such 
single-minded  devotion  for  more  than  20  years, 
requires  whatever  special  notice  that  is  in  my 
power  to  give. 

With  a background  of  important  executive  and 
administrative  positions  with  the  Newspaper 
Printing  Corporation,  General  Shoe  Corporation 
(later  Genesco),  the  Nashville  Chamber  of  Com- 
merce, and  Aladdin  Industries,  Jack  joined  med- 
icine in  1950  as  the  first  executive  secretary  of 
the  Nashville  Academy  of  Medicine  and  David- 
son County  Medical  Society,  where  he  quickly 
gained  the  respect  of  its  members  for  his  superb 
organizational  and  adminstrative  ability.  In  1954 
he  was  tapped  by  the  Board  of  Trustees  of  the 
Tennessee  Medical  Association  to  succeed  V.  O. 
Foster  as  its  chief  executive  officer,  serving  it  with 
loyalty  and  distinction  until  his  retirement  in  1976. 

In  his  History  of  the  Tennessee  Medical  Asso- 
ciation, 1930-1980,  R.  H.  Kampmeier,  M.D.,  my 
mentor  and  predecessor  as  Journal  editor,  said  of 
Jack  Ballentine  that  “he  became  very  effective  as 
a stabilizing  influence  during  a period  in  history 
when  exigencies  arose  time  and  time  again.  He 
led  committees  and  their  chairmen  and/or  offi- 
cers of  the  Association  to  react  quickly  and  ap- 
propriately by  the  organization  of  needed  infor- 
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mation  and  agenda  . . . [He  efficiently  expanded 
his  staff]  to  meet  new  responsibilities  resulting 
from  the  pressures  upon  organized  medicine  from 
the  multiple  facets  of  society  and  govern- 
ment. . . . Another  evidence  of  Jack’s  organiza- 
tional abilities  was  his  control  of  and  husbanding 
of  the  Association’s  finances  . . . [keeping]  a tight 
budgetary  control  against  waste.  . . .” 

Although  I knew  Jack  Ballentine  only  casually 
before  signing  on  as  incoming  Journal  editor  in 
the  summer  of  1971,  I quickly  found  that  with 
absolute  fairness  and  honesty  he  ran  a tight  ship, 
and  that  everything  Dr.  Kampmeier  said  about 
him  was  true.  He  proved  a sound  counselor  and 
steadfast  friend  who  could  always  be  depended 
upon  to  do  for  the  Association  his  absolute  best 
as  he  saw  it,  and  the  way  he  saw  it  was  seldom 
in  error. 

Following  his  retirement,  the  House  of  Dele- 
gates in  1977  adopted  a resolution  in  recognition 
of  Jafk  Ballentine’s  contributions  to  the  TMA. 
Dr.  Kampmeier  appropriately  commented  that 
“words  are  inadequate  to  recognize  someone’s 
contributions  to  a cause;  nevertheless  the  resolu- 
tion attempted  to  express  the  appreciation  of  the 
Association  for  Mr.  Ballentine’s  years  of  devoted 
service.”  The  resolution  spoke  of  his  “impecca- 
ble integrity,  his  devoted  loyalty,  his  unsurpassed 
ability,  [and  his]  seasoned  judgment  and  sound 
counsel  [in  his  contribution  to  the  Association, 
which]  contributed  appreciably  to  [its]  growth  and 
progress.”  Those  of  us  privileged  to  have  worked 
closely  with  Jack  know  that  though  everything  the 
resolution  says  is  both  true  and  eloquently  stat- 
ed, words  do  indeed  fail  in  the  attempt  to  express 
it. 

In  failing  health  for  several  years,  Jack  left  us 
quietly  during  the  night  of  September  26,  1984. 
Good  friend,  rest  in  peace. 

J.B.T. 


Thanksgiving,  1984 

I know  only  one  language  well,  but  I know  a 
fair  amount  about  several  and  a little  about  quite 
a number — at  least  enough  to  pass  the  time  of 
day.  To  the  standard  greeting  in  all  of  them,  “How 
are  you?”  or  “How  goes  it?”  there  is  an  expect- 
ed answer — “Fine.  Bene.  Bien.”  The  question  is 
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rhetorical  and  the  answer  stock.  Though  slight 
deviations — “Fair — pretty  good — okay”  — are  tol- 
erated, tell  much  more  and  you  are  being  impo- 
lite. Among  friends  there  are  flip  answers  such  as 
“How  much  time  have  you  got?”  or  “Compared 
to  what?” 

Most  of  us  win  some  and  lose  some,  and  how 
the  years  go  for  us  depends  a lot  upon  our  out- 
look. During  the  past  year  my  ophthalmologist 
and  my  dental  hygienist  retired,  requiring  adjust- 
ments of  me;  that  and  the  increasing  numbers  of 
funerals  served  to  remind  me  of  my  own  mortal- 
ity. The  government  has  given  medicine’s  screw 
another  turn,  but  medicine  is  still  a satisfying  oc- 
cupation, one  that  is  still  rewarding  psychologi- 
cally, socially,  and  financially.  The  weather  was 
too  hot  or  too  cold  or  too  wet  or  too  dry,  but 
trees  came  green  this  spring  and  flowers  sprang 
up  in  gaudy  profusion,  and  though  it  may  be 
either  more  or  less  than  usual,  brilliant  color  will 
cap  the  trees  of  autumn.  The  one  thing  certain  is 
that  we  never  have  a “usual”  year — only  this  one. 
Elections  are  coming  up,  with  results  that  will 
satisfy  some  and  not  others,  but  we  do  have  elec- 
tions— free  ones — with  the  option  of  the  majority 
to  throw  the  bastards  out,  and  no  one  is  being 
rousted  from  his  bed  in  the  middle  of  the  night 
and  shipped  off  to  the  Gulag  or  Auschwitz. 
Though  perhaps  not  utopia,  America’s  1984  is  still 
not  Orwell’s. 

The  coming  year  may  be  one  of  the  best  or 
one  of  the  worst,  compared  to  some  but  not  to 
others;  it  could  also  be  my  last  on  this  earth,  but 
that  would  make  it  the  first  in  eternity.  I am 
grateful  to  God  for  His  provisions  for  that  even- 
tuality, making  it  a no-lose  situation,  since  here 
or  there  He  has  promised,  “I  will  never  leave  you 
nor  forsake  you.” 

Both  “How  goes  it?”  and  the  answer  are  usu- 
ally automatic,  therefore  thoughtless,  but  given 
any  thought,  we  subconsciously  compare  our  own 
state  to  some  other,  either  to  the  ideal,  which 
though  it  may  make  one  thankful,  tends  not  to, 
or  to  that  of  the  man  who  has  no  feet,  which  does, 
or  should.  Human  nature  tends  toward  the  for- 
mer comparison.  Before  God  we  need  to  consid- 
er instead  the  latter.  Since  even  the  least  fortun- 
ate of  us  has  a great  deal  more  to  be  thankful  for 
than  those  first  Thanksgivers  in  the  Massachu- 
setts Bay  Colony,  that  makes  for  a more  appro- 
priate Thanksgiving  Day,  and  for  most  of  us  in 
the  United  States  of  America  one  on  which  we 
can  be  profusely  thankful. 

J.B.T. 
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TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

Twenty-five  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
August  1984. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these  must 
be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Ronald  B.  Addlestone,  M.D.,  Nashville 
John  W.  Avera,  M.D.,  Oak  Ridge 
Hugh  G.  Barnett,  II,  M.D.,  Jackson 
Stanley  L.  Bise,  M.D.,  Crossville 
Archer  W.  Bishop,  Jr.,  M.D.,  Knoxville 
Jane  W.  Brown,  M.D.,  Jackson 
Joe  L.  Brown,  II,  M.D.,  Jackson 
Benjamin  F.  Byrd,  Jr.,  M.D.,  Nashville 
David  C.  Chaffin,  M.D.,  Cleveland 
Frederick  J.  Chapin,  M.D.,  Cookeville 
Michael  Dimler,  M.D.,  Johnson  City 
Doran  D.  Edwards,  M.D.,  Nashville 
Stuart  A.  Frank,  M.D.,  Chattanooga 
Evangelito  C.  Garingan,  M.D.,  Cookeville 
Michael  E.  Glasscock,  M.D.,  Nashville 
Robert  J.  Gubler,  M.  D.,  Johnson  City 
Alan  S.  Henson,  M.D.,  Madison 
C.  Burton  Keppler,  M.D.,  Kingsport 
Richard  E.  McLendon,  M.D.,  Nashville 
V.  Tupper  Morehead,  M.D.,  Nashville 
Carl  W.  Rogers,  M.D.,  Lebanon 
Burton  M.  Rudolph,  M.D.,  Knoxville 
Alan  Solomon,  M.D.,  Knoxville 
James  G.  Stensby,  M.D.,  Winchester 
Ronald  E.  Turk,  M.D.,  Greeneville 


in  memof  kim 


Robert  Austin  Anthony,  age  58.  Died  August  19,  1984. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical  So- 
ciety. 

Parley  Martin  Dings,  age  77.  Died  September  1,  1984. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Roane- Anderson  County  Medical  So- 
ciety. 


Ira  M.  Gambill,  age  90.  Died  August  1,  1984.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Washington-Unicoi- Johnson  County  Med- 
ical Association. 

Samuel  Joseph  Platt,  age  93.  Died  September  15,  1984. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Knoxville  Academy  of  Medicine. 

Julian  E.  Williams,  age  74.  Died  September  13,  1984. 
Graduate  of  University  of  South  Carolina  College  of 
Medicine.  Member  of  Sullivan  County  Medical  Soci- 
ety. 


neui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Thomas  A.  Cook,  M.D.,  Chattanooga 
Michael  W.  Goodman,  M.D.,  Chattanooga 
Mary  C.  Hammock,  M.D.,  Chattanooga 
Sylvia  L.  Krueger,  M.D.,  Chattanooga 
George  W.  McLean,  M.D.,  Chattanooga 
Jen-Tsoh  Weng,  M.D.,  Chattanooga 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Patricia  A.  Perry,  M.D.,  Tullahoma 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

Larry  H.  Elkins,  M.D.,  Rogersville 
Francis  Goyeau,  M.D.,  Rogersville 

LAKEWAY  MEDICAL  SOCIETY 

Dewayne  P.  Darby,  M.D.,  Jefferson  City 

NASHVILLE  ACADEMY  OF  MEDICINE 

Richard  T.  Beeler,  M.D.,  Nashville 
Charles  M.  Besharian,  M.D.,  Nashville 
James  N.  Black,  Jr.,  M.D.,  Nashville 
James  D.  Bryant,  M.D.,  Antioch 
Susan  H.  Bryant,  M.D.,  Nashville 
Laura  L.  Dunbar,  M.D.,  Nashville 
David  N.  Dyer,  M.D.,  Nashville 
Sudhir  C.  Ghosh,  M.D.,  Nashville 
Robert  P.  Graham,  Jr.,  M.D.,  Nashville 
Jeffery  G.  Haladay,  M.D.,  Nashville 
George  A.  Housley,  Jr.,  M.D.,  Nashville 
Robert  C.  Murray,  Jr.,  M.D.,  Nashville 
Eddie  J.  Reddick,  M.D.,  Nashville 
William  L.  Stone,  M.D.,  Nashville 
Ann  O.  Wehr,  M.D.,  Nashville 
Steve  A.  White,  M.D.,  Madison 
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NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Sik  M.  Fan,  M.D.,  Covington 

WARREN  COUNTY  MEDICAL  SOCIETY 

Oscar  S.  Spivey,  M.D.,  McMinnville 
Deborah  A.  Winters,  M.D.,  McMinnville 

WASHINGTON-UNICOI- JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Marian  L.  Bertotti,  M.D.,  Johnson  City 


pcr/OAol  new/ 


James  D.  Saino,  M.D.,  Memphis,  has  been  elected  to 
Fellowship  in  the  American  Academy  of  Pediatrics. 

Francisco  C.  Vallejo,  M.D.,  Tullahoma,  has  been  in- 
ducted as  a Fellow  of  the  American  College  of  Inter- 
national Physicians. 


PRACTICE  OPPORTUNITIES 
IN  TENNESSEE 

The  TENNESSEE  PHYSICIAN  PLACEMENT  SERV- 
ICE acts  as  a clearinghouse  for  private  practice  op- 
portunities serving  communities  or  practicing  physi- 
cians seeking  a physician  or  associate  as  well  as 
physicians  seeking  practice  opportunities  within  Ten- 
nessee. There  is  no  charge  to  physicians  or  commu- 
nities utilizing  our  service  (no  fee-for-service  agency 
inquiries  accepted). 

Various  sets  of  data,  such  as  practice  sites  by  spe- 
cialty, medical  specialties  serving  a given  area,  dem- 
ographic and  economic  information  by  community  and 
other  information  pertaining  to  health  care  delivery 
systems,  are  available  upon  request  to  assist  physi- 
cians seeking  a practice  location  in  the  state.  At  your 
request,  this  service  will  also  refer  your  curriculum  vi- 
tae to  those  listing  practice  opportunities. 

For  further  information,  please  contact: 

Sandy  Johnson  or  Carol  Siemers 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
R.  S.  Gass  State  Office  Building 
Ben  Allen  Road — Nashville,  TN  37216 
(615)  741-7308 


announcement/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


Dec.  1-4 

American  Society  of  Hematology — Fon- 
tainebleau, Miami 

Dec.  1-6 

American  Academy  of  Dermatology — 
Washington,  D.C. 

Dec.  5-8 

Cervical  Spine  Research  Society — Hilton 
Hotel,  New  Orleans 

Dec.  6-9 

American  Academy  of  Psychoanalysis — 
Roosevelt  Hotel,  New  York 

Dec.  8-9 

National  Kidney  Foundation — Sheraton, 
Washington,  D.C. 

Dec.  19-23 

American  Psychoanalytic  Association — Wal- 
dorf-Astoria, New  York 

Jan.  20-25 

American  College  of  Medical  Imaging — High 
Sierra  Hotel,  S.  Lake  Tahoe,  Nev. 

Jan.  21-23 

American  Society  for  Surgery  of  the  Hand — 
MGM  Grand  Hotel,  Las  Vegas 

Jan.  24-29 

American  Academy  of  Orthopaedic  Sur- 
geons— Las  Vegas  Convention  Center,  Las 
Vegas 

SIXTH  ANNUAL 

KNOXVILLE  ACADEMY  OF  MEDICINE 
EDUCATIONAL  SKI  TRIP 

PLACE — Beaver  Run  Resort,  Breckenridge,  Colorado 
DATE— February  9-16,  1985 
TOPICS — General  Medical  and  Practical  Medicolegal 
Seminar 

For  details,  call  or  write:  I.  Ray  King,  M.D.,  Profes- 
sional Tours,  200  Blount  Ave.,  Suite  405,  Knoxville, 
TN  37920,  Phone  (615)  573-0031. 


RENT  MY  CONDOMINIUM* 
AT 

HILTON  HEAD  ISLAND 
SOUTH  CAROLINA 

For  more  information  contact: 

Tom  Reed 

Attention:  Mrs.  Parton 
1 1 7 East  Main  Street 
Murfreesboro,  Tennessee  37130 
Telephone:  (615)  890-6464 
* Ocean  Front— 2 Bedrooms 
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Gastrointestinal  Endoscopy  in  the 
Small  Community  Hospital 

JAMES  E.  CHAPMAN,  JR.,  M.D.  and  DOUGLAS  M.  CLARK,  P.A. 


Safety  and  Efficacy 

Flexible  fiberoptic  sigmoidoscopy,  colonosco- 
py, and  esophagogastroduodenoscopy  have  be- 
come routine  in  the  investigation  and  diagnosis 
of  diseases  of  the  upper  and  lower  gastrointestin- 
al (GI)  tract.  These  procedures  are  becoming 
more  and  more  available  at  the  community  hos- 
pital level,  and  with  greater  emphasis  on  formal 
training  in  these  disciplines,  there  will  be  even 
greater  availability  at  this  level.  Recently,  the 
American  Board  of  Surgery  has  begun  to  require 
documentation  of  endoscopic  training  in  general 
surgical  residency  programs,1  and  internal  medi- 
cine subspecialties  offer  similar  services.  As  the 
sophistication  of  the  instrumentation  and  the  skill 
of  the  endoscopist  have  increased,  the  indica- 
tions have  become  more  liberalized  and  the  com- 
plication rates  have  fallen. 

Upper  GI  endoscopy  has  become  an  accepted 
diagnostic  procedure  not  only  in  emergencies  but 
electively.2  Study  of  the  stomach,  esophagus  and 
duodenum  for  the  detection  of  benign  and  malig- 
nant disorders  is  probably  the  most  common  en- 
doscopic procedure.  Its  accuracy  in  the  evalua- 
tion of  acute  and  chronic  upper  GI  bleeding  is 
well  established.  Upper  GI  endoscopy  has  also 
been  useful  in  general  evaluation  of  abdominal 


From  the  Department  of  Surgery,  Harriman  City  Hospital,  Har- 
riman,  Tenn.,  and  the  Oak  Ridge  Surgical  Clinic,  P.C.,  Oak  Ridge, 
Tenn. 

Presented  at  the  first  annual  scientific  session  of  the  Society  of 
American  Gastrointestinal  Endoscopic  Surgeons,  Philadelphia,  April 
8,  1984. 

Reprint  requests  to  Oak  Ridge  Surgical  Clinic,  P.C.,  170  W.  Ten- 
nessee Ave.,  Oak  Ridge,  TN  37830  (Dr.  Chapman). 


pain  and  in  the  follow-up  of  previously  diag- 
nosed and  postoperative  patients.  Use  of  intu- 
bation for  palliation  and  recently  for  placement 
of  gastrostomy  feeding  tubes  have  been  well  de- 
scribed.3 Therapeutic  uses  include  sclerotherapy 
for  variceal  and  other  mucosal  bleeding,  poly- 
pectomies, duodenal  intubation,  and  various  dis- 
orders of  the  papilla  of  Vater.  Endoscopic  retro- 
grade cholangio-pancreatography  will  not  be 
addressed  here. 

Flexible  fiberoptic  colonoscopy  has  challenged 
radiography  in  the  diagnosis  of  colonic  disorders. 
Major  indications  for  colonscopy  are  usually  the 
verification  of  radiologic  findings,  polypectomy, 
investigation  of  colonic  bleeding  and  more  occult 
colonic  symptoms,  and  surveillance  after  sur- 
gery.45 The  safety  of  the  procedure  has  been  well 
documented.6 

We  present  a modest  series  of  562  upper  and 
lower  GI  endoscopic  procedures  performed  by 
one  surgeon  in  a small  community  hospital,  with 
specific  attention  to  complications,  correlation 
with  x-ray  findings,  and  the  usefulness  of  the 
procedure  in  this  setting. 

Method  and  Results 

Between  July  1,  1980  and  Sept.  30,  1983,  562 
flexible  endoscopic  procedures  were  performed, 
including  383  esophagogastroduodenoscopies  and 
179  flexible  fiberoptic  colonoscopic  examina- 
tions. The  age  range  was  from  12  to  99  with  the 
mean  age  being  60  and  the  sex  distribution  ap- 
proximately equal.  There  were  481  inpatient  and 
81  outpatient  procedures. 
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TABLE  1 

INDICATIONS  FOR  UPPER  Gl  ENDOSCOPIC  STUDIES 


Indication 

Number 

Positive 

Negative 

Gastrointestinal  bleeding 

62 

40 

22 

Abdominal  pain  of  unknown  origin 

52 

30 

22 

Peptic  ulcer  disease 

222 

158 

63 

Surveillance 

29 

9 

20 

Dysphagia 

5 

4 

1 

Probable  gastric  carcinoma 

7 

3 

4 

Submucosal  gastric  mass 

1 

0 

1 

Metastatic  work-up 

1 

1 

0 

Big  fold  disease 

1 

1 

0 

Foreign  body  ingestion 

1 

1 

0 

Zenker’s  diverticulum 

2 

2 

0 

TABLE  2 

COMPARISON  OF  UPPER  Gl  CONTRAST 
EXAMINATIONS  AND  ENDOSCOPY  IN  88  PATIENTS 


Gastroscopy 

Positive 

Gastroscopy 

Negative 

Total 

Pre-Endoscopy  Upper  Gl 
Series  Positive 

71 

17 

88 

Pre-Endoscopy  Upper  Gl 
Series  Negative 

23 

23 

46 

Total 

(134  Upper  Gl) 

94 

40 

TABLE  3 

INDICATIONS  AND  FINDINGS  FOR 
COLONOSCOPIC  PROCEDURES 


Indications 

Number 

Positive 

Negative 

Hematochezia 

49 

22 

27 

Polyps 

22 

11 

11 

Surveillance 

31 

14 

17 

Metastatic  work-ups 

2 

0 

2 

Clinical  or  contrast 

Bo 

iy 

iy 

evidence  of  carcinoma 

Diverticular  disease 

16 

12 

4 

Abdominal  pain  of 

14 

Q 

unknown  origin 

Frank  change — Bowel  habits 

6 

3 

3 

Inflammatory  bowel  disease 

1 

1 

0 

TABLE  4 


COMPARISON  OF  COLON  CONTRAST  EXAMINATIONS 
AND  ENDOSCOPY 


Colonoscopy  Colonoscopy 


Positive 

Negative 

Total 

Pre-Endoscopy  B.E. 
Positive 

31 

24 

55 

Pre-Endoscopy  B.E. 
Negative 

2 

12 

14 

Total  B.E. 

examinations  69 

33 

36 

Patients  were  prepared  with  preoperative  se- 
dation including  meperidine  (Demerol),  diaze- 
pam (Valium),  promethazine  (Phenergan),  and 
atropine,  and  intravenous  sedation  with  diaze- 
pam and/or  meperidine  as  needed.  Only  one  pa- 
tient in  the  series  required  general  anesthesia. 
Viscous  lidocaine  (Xylocaine)  and  topical  20% 
benzocaine  spray  were  used  for  hypopharyngeal 
anesthesia  for  the  upper  Gl  studies,  and  stand- 
ard colonic  preparations  were  used  for  colonos- 
copic examinations. 

Indications  for  the  upper  Gl  examination  are 
shown  in  Table  1.  Overall,  there  were  250  ex- 
aminations that  were  found  to  be  positive  and 
133  that  were  found  to  be  negative  (Table  1).  Of 
two  complications,  one  was  a discontinued  pro- 
cedure because  of  angina  and  the  other  was  ina- 
bility to  pass  the  gastroscope. 

There  were  88  patients  with  positive  upper  Gl 
radiologic  examinations  who  were  endoscoped. 
The  correlation  as  shown  in  Table  2 was  good 
with  positive  contrast  studies  of  the  upper  Gl 
tract,  and  yet  there  were  a significant  number  of 
positive  findings  on  endoscopy  in  the  face  of  neg- 
ative contrast  studies. 

Table  3 shows  the  results  of  179  flexible  fiber- 
optic colonoscopic  examinations.  The  general 
correlation  with  contrast  studies  is  shown  in  Ta- 
ble 4.  There  was  one  complication  in  this  entire 
group,  a perforation  of  a sigmoid  diverticulum 
resulting  in  laparotomy  and  primary  closure 
without  sequelae. 

Summary  and  Conclusions 

We  conclude  that  the  examination  of  the  up- 
per and  lower  Gl  tract  with  the  use  of  fiberoptic 
flexible  instrumentation  in  the  small  community 
hospital  can  be  done  safely  and  efficiently.  The 
percentage  of  positive  yield  is  significant  even  in 
the  face  of  normal  contrast  studies  performed  in 
the  standard  manner.  The  complication  rate  is 
exceedingly  low,  and  therefore  the  risk-benefit 
ratio  seems  acceptable.  r ^ 
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Physician  manpower  distribution  and  a pro- 
jected physician  surplus  are  currently  topics  of 
concern.14  In  an  attempt  to  assess  the  distribu- 
tion of  physician  manpower  in  Tennessee,  a com- 
parison study  for  the  years  1978  and  1983  was 
conducted  by  tabulating  the  various  groups  of 
physicians  according  to  specialty,  with  emphasis 
on  the  primary  care  specialties.  The  annual  licen- 
sure registration  statistics  were  obtained  from  the 
Tennessee  Center  for  Health  Statistics  for  August 
1978  and  again  for  August  1983. 5 The  physician 
data  were  organized  according  to  geographic  lo- 
cation (county),  to  age,  and  to  each  physician’s 
self-identified  medical  specialty.  These  data  were 
overlaid  on  the  Bureau  of  Census  Annual  Pop- 
ulation Projections  for  each  county  in  Tennes- 
see.6 

The  categories  of  physicians  identified  include 
family  practice  (including  general  practice),  in- 
ternal medicine,  pediatrics,  and  obstetrics/gyne- 


From  the  Department  of  Family  Medicine,  University  of  Tennes- 
see Center  for  the  Health  Sciences,  Memphis  (Drs.  Bryan.  Lansing, 
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cology.  The  remainder  of  physicians  were  grouped 
together  in  the  “other”  category.  This  physician 
count  excludes  residents,  interns,  and  physician 
administrators.  The  internal  medicine  category 
includes  all  those  who  identified  themselves  in  the 
annual  registration  as  general  internists.  No  at- 
tempt was  made  to  discover  what  percentage  of 
this  group  practices  a medical  subspecialty,  and 
those  who  identified  themselves  as  medical 
subspecialists  were  included  in  the  “other”  cate- 
gory. This  divides  the  internal  medicine  group, 
but  the  emphasis  in  this  study  was  on  primary 
care,  and  this  division  seems  appropriate. 

Population  of  the  counties  in  Tennessee  was 
based  on  the  above-mentioned  census  projec- 
tions. The  counties  were  grouped  by  population 
into  four  groups:  Under  30,000,  30,000  to  60,000, 
60,000  to  100,000,  and  over  100,000.  Fig.  1 is  a 
map  of  the  state  showing  the  counties  that  fall 
into  each  category.  In  1983  there  were  56,  24,  10, 
and  5 counties  respectively  in  the  above  groups. 

Fig.  2 shows  the  number  and  relative  percent- 
age of  physicians  located  in  each  group  of  coun- 
ties according  to  specialty.  There  is  a comparison 
within  each  county  group  by  specialty  between 
1978  and  1983.  The  number  (Fig.  2)  of  physicians 


> 100,000 


60,000  - 100,000 


30,000-  60,000 


< 30,000 


Figure  1.  County  population — 1983.  (Source:  Bureau  of  Census  Annual  Population  Projections — 1983) 
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within  each  county  group  (including  family  phy- 
sicians) increases  but  the  percentage  of  the  total 
for  each  physician  specialty  remains  constant. 

Fig.  2 also  shows  that  family  physicians/gen- 
eral practitioners,  expressed  as  the  percent  of  to- 
tal physicians,  increases  as  we  go  from  greater  to 
less  populated  counties.  In  the  counties  under 
60,000  population,  the  family  physician/general 
practitioner  is  clearly  predominant.  Family  phy- 
sicians/general practitioners  make  up  40%  of  the 


TABLE  1 

PHYSICIANS  PER  100,000  POPULATION* 


County  Size 

No.  of 
Counties 

Physician  Increase 
From  1978-1983 

Over  100,000 

5 

27  per  100,000  Pop. 

60,000-100,000 

10 

19  per  100,000  Pop. 

30,000-60,000 

24 

9 per  100,000  Pop. 

Under  30,000 

56 

5 per  100,000  Pop. 

TOTAL  INCREASE 

95 

17  per  100,000  Pop. 

'Source:  Tennessee  Center  for  Health  Statistics,  August  1978 
and  August  1983. 
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Figure  2.  Physician  distribution  by  specialty  and  county  size,  1978-1983. 
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doctors  in  counties  between  30,000  and  60,000 
and  over  60%  of  the  doctors  in  counties  under 

30.000  population.  This  fact  is  also  confirmed  by 
parallel  data  of  the  number  of  each  physician  per 

100.000  people  as  Table  1 and  Fig.  3 indicate. 
During  this  five-year  period  in  Tennessee  (Ta- 
ble 1)  there  was  an  increase  in  Tennessee  physi- 


cians of  17  per  100,000  people  (from  120  to  137). 
This  increase  represents  a net  addition  of  1,067 
new  practicing  physicians  in  the  state.  This  sub- 
stantiates the  number  of  physicians  in  Tennessee 
as  growing  faster  than  the  population,  and  we  may 
expect  this  trend  to  continue.  Table  1 also  indi- 
cates that  the  new  physicians  showed  a definite 
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Figure  3.  Distribution  of  physicians  per  100,000  in  Tennessee  counties,  grouped  by  population,  1983.  (Source:  Tennessee  Center  for  Health 
Statistics,  August  1978  and  August  1983) 
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preference  for  counties  with  populations  greater 
than  60,000. 

Another  factor  complicating  the  distribution 
problem  is  the  significant  difference  in  the  aver- 
age age  of  family  physicians/general  practitioners 
compared  to  that  of  all  other  physicians  (Fig.  4). 
The  curve  is  based  on  the  ages  of  “all  other” 
physicians  by  specialty,  and  the  one  for  internal 
medicine,  pediatrics,  obstetrics/gynecology  in  the 
state  at  ten-year  intervals  shows  a peak  in  each 
curve  at  ages  35  to  44.  In  the  case  of  family  phy- 
sicians/general practitioners,  the  peak  occurs  in 
the  decade  of  age  55  to  64.  Forty-three  percent 
of  family  physicians  in  Tennessee  are  beyond  age 
55,  compared  to  28%  of  other  physicians.  These 
data  indicate  an  accelerated  attrition  rate  for 


family  physicians/general  practitioners  as  further 
depletion  of  doctors  in  less  popular  areas. 

The  number  of  first-year  residency  positions  in 
family  practice  in  Tennessee  decreased  in  the  pe- 
riod between  1979  and  19837  (Table  2).  The  only 
primary  care  training  programs  that  increased  the 
number  of  first-year  positions  between  1978  and 
1983  were  those  in  internal  medicine.  There  was 
a decrease  of  eight  ( — 13%)  first  year  residency 
positions  in  family  practice,  and  there  were  21 
new  first-year  positions  in  internal  medicine 
( + 18%). 

Discussion 

The  concentration  of  physicians  is  increasing 
in  urban  areas,  but  the  shortage  in  rural  areas 
continues  and  will  most  likely  get  worse  due  to 
the  decreasing  proportion  of  family  physicians 


Figure  4.  Age  distribution  of  Tennessee  physicians,  1983.  (Source:  Tennessee  Center  for  Health  Statistics,  August  1978  and  August  1983) 
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practicing  in  the  total  physician  pool.  If  this  trend 
continues,  we  may  expect  further  saturation  with 
physicians  of  the  15  largest  counties  in  Tennessee 
(over  60,000)  while  the  remaining  80  counties 
continue  with  a doctor  shortage.  Some  believe 
that  shortages  will  be  remedied  by  the  rural  re- 
location of  unneeded  or  unnecessary  urban  phy- 
sicians, but  such  forced  redistribution  of  medical 
manpower  has  some  obvious  drawbacks.  This 
“possible  solution”  fails  to  consider  whether  such 
an  overflow  of  urban  surplus,  should  it  occur,  will 
place  physicians  in  rural  areas  who  are  properly 
trained  and  competent  to  furnish  the  necessary 
primary  medical  care.  It  is  interesting  that  those 
who  support  medical  specialization  as  the  answer 
to  health  care  seem  to  be  supporting  subspecial- 
ization as  the  answer  to  general  (primary)  medi- 
cal needs,  an  obvious  contradiction  in  “philoso- 
phy.” The  expectation  of  training  internists, 
pediatricians  and  obstetricians  in  adequate  num- 
bers to  deliver  the  full  scope  of  primary  care 
services  in  rural  areas  now  offered  by  family  phy- 
sicians is  unrealistic.  Currently,  pediatricians  -and 
obstetrician/gynecologists  (Fig.  2)  are  not  choos- 
ing rural  practice  sites  even  if  cost-effectiveness 
were  not  an  issue. 

The  population  and  physician  manpower  dis- 
tribution data  show  a definite  increase  in  the 
physician  population  in  Tennessee  between  1978 
and  1983,  corrected  for  population  gain.  Most  of 
the  1,000  plus  new  physicians  settled  in  counties 
with  populations  greater  than  60,000  people.  The 
above  data  also  indicate  that  in  the  majority  of 
Tennessee  counties  (80),  primary  care  is  largely 
delivered  by  family  physicians/general  practition- 
ers. There  are  some  internists,  pediatricians,  and 
obstetricians  in  these  counties,  but  the  numbers 
and  percentages  are  very  low  when  compared  to 
the  number  of  family  physicians.  There  was  an 
increase  in  the  number  of  internists  in  the  less 
populous  counties,  but  this  increase  is  not  ade- 
quate to  offset  the  accelerated  attrition  rate  of 
family  physicians  and  the  projected  population 
increase.  In  addition,  the  area  of  clinical  respon- 
sibility of  the  internist  is  more  limited  and  re- 
quires supplementation  by  a pediatrician  and  an 
obstetrician/gynecologist  to  match  the  services 
rendered  by  the  family  physician,  a situation  not 
readily  available  in  most  rural  locations.  When 
compared  to  the  total  number  of  doctors,  the 
percentage  of  pediatricians  and  obstetricians  did 


TABLE  2 

FIRST  YEAR  RESIDENCY  POSITIONS 
OF  PRIMARY  CARE  SPECIALTIES  IN  TENNESSEE* 


1979 

1983 

Family  Practice 

60 

52 

-13% 

Internal  Medicine 

112 

133 

+ 18% 

Pediatrics 

28 

31 

+ 11% 

Ob/Gyn 

27 

27 

-0- 

T ransitional/Flexible** 

21 

40 

— 

'Source:  AMA  Directory  of  Residency  Training  Programs,  1979-80 
and  1982-83. 

"Flexible  in  1979. 


not  change  in  the  five-year  period  and  even  the 
numerical  increases  in  counties  below  60,000  were 
insignificant. 

Since  family  physicians/general  practitioners 
deliver  the  majority  of  primary  health  care  in  80 
of  95  counties  (about  50%  of  the  population),  we 
must  be  concerned  about  their  accelerated  attri- 
tion, and  whether  an  adequate  replacement 
mechanism  is  in  place.  It  is  cost-effective  to  have 
one  physician  rather  than  several  to  meet  prima- 
ry care  needs,  further  supporting  the  desirability 
of  having  competent  family  physicians  to  replace 
those  who  retire  or  die. 

The  geographic  maldistribution  of  physicians 
is  not  being  alleviated  by  the  growing  surplus  of 
doctors  in  the  state  of  Tennessee.  Given  the  ac- 
celerated attrition  of  family  physicians  and  the 
continued  trend  of  other  physicians  to  enter  prac- 
tice in  urban  areas,  one  must  expect  that  the 
shortage  of  qualified  providers  of  primary  medi- 
cal care  in  rural  counties  will  continue  to  be  a 
growing  problem.  The  current  location  and  iden- 
tification by  specialty  data  of  physicians  in  coun- 
ties of  fewer  than  60,000  show  that  the  rapidly 
disappearing  family  physician  is  not  likely  to  be 
replaced  by  current  approaches  to  solving  the  ru- 
ral physician  manpower  shortage.  r S 
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Basil  E.  Roebuck.  M.D. 
O.  LeRoyce  Royal.  M.D 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
Psychiatric  Consultant 
D.  Wilfred  Abse.  M.D. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Soint  Albans 
Rsychiatr  ic  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That’s  why  you  can  refer  to 
Saint  Albans  with  confidence. 
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SYNERCOM  PRACTICE 
MANAGEMENT  SYSTEM 

Designed  to  Help  Busy  Doctors 
Manage  Their  Practices. 


Synercom’s  Practice  Management  System  is  the 
complete  solution  to  the  information  management 
problems  inherent  in  modem  medical  practices.  Its 
capabilities  include: 

• Billing 

• Collections 

• Insurance  Filing 

• Management  Reports 


• Patient  Recall 

• Dictation  and  Typing 

• Bookkeeping 

• Investments 

• Medical  Records 

• Research  and  Publishing 

Call  or  write  today  for  more  information  on  our 
Practice  Management  System.  Synercom  provides 
consulting  services.  Well  gladly  analyze  the  needs  of 
your  practice  or  clinic  and.  at  no  obligation,  provide 
a written  proposal  defining  a solution  to  your  practice 
management  problems.  Call  615-292-2718  or  fill  out 
the  section  below  and  mail  to: 

Synercom  Health  Care  Systems 
2200  Hillsboro  Road 
Nashville  TN  37212 


Synercom  c , 

Health  Care  Systems  '-==^ 


2200  Hillsboro  Road 
Nashville.  TN  37212 
615-292-2718 


( ) Please  send  more  information,  including 

further  guidelines  on  selecting  an  office  computer 
svstem. 

Name: 

Phone: 

( ) Please  call  me  I’d  like  to  arrange  a personal 

consultation.  The  best  time  to  call  is 

Practice: 

Office  Manaaer: 

SEC  The  SYNERCOM  Practice  Management 
AND  System  utilizes  the  Astra  line  of 

Address: 

ft |£  computer  hardware  from  NEC  a world 

«;••••••  --  leader  in  office  automation. 

City: 

The  Practice  Management  System  is  a 
■—  product  of  Seako.  Inc 

State: 

Zip: 

Loss  Prevention  Case  of  the  Month 


Technology!  Good  News — Bad  News 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 27-year-old  female,  gravida  2,  para  0,  abor- 
tus 1,  was  admitted  to  labor  and  delivery  at  12:30 
pm  on  May  27,  1980  with  expected  date  of  con- 
finement of  May  9,  1980  with  a history  of  her 
membranes  having  ruptured  four  hours  earlier. 
There  was  slight  meconium  staining.  Fetal  heart 
tones  were  recorded  by  the  nurse  at  134/min  with 
mild  contractions  every  five  to  six  minutes  lasting 
45  seconds,  cervix  80%  effaced  and  dilated  to  3 
to  4 cm.  The  head  was  presenting  at  -1  station. 
Following  the  preparation  and  enema,  the  pa- 
tient’s fetal  heart  tones  and  contractions  were 
monitored  externally  and  intravenous  fluids  were 
begun. 

The  patient’s  obstetrician  examined  her  at  2:30 
pm  and  applied  the  scalp  electrode  for  internal 
monitoring  of  fetal  heart  tones;  baseline  was  140- 
150/min  with  normal  variability.  Epidural  anes- 
thesia was  administered  by  a certified  registered 
nurse  anesthetist  with  bupivacaine  (Marcaine) 
0.25%  without  difficulty.  No  change  in  variabili- 
ty was  noted  following  administration,  but  fol- 
lowing it,  though  the  contractions  continued  every 
three  to  four  minutes,  they  were  of  only  mild  in- 
tensity. At  4:00  pm,  the  cervix  was  4 to  5 cm 
dilated  and  90%  effaced,  and  the  vertex  presen- 
tation was  -1  station.  Following  examination  by 
the  physician,  a 1:1000  oxytocin  (Pitocin)  drip  in 
5%  dextrose  Ringer’s  lactate  solution  was  begun 
at  two  drops  per  minute.  Shortly  afterwards  the 
patient  began  to  experience  variable  decelera- 
tions with  return  to  baseline,  indicating  that  the 
fetus  was  tolerating  the  variable  decelerations. 
The  oxytocin  drip  was  increased  as  per  protocol 
and  the  patient  was  placed  on  her  left  side,  but 
she  continued  to  have  variable  decelerations  with 
each  contraction  and  the  variability  was  only 
minimal  prior  to  the  next  dose  of  bupivacaine. 

The  patient’s  physician  examined  her  again  at 
5:30  pm,  noting  the  cervix  to  be  7 to  8 cm  dilat- 


Dr. Avery  is  the  medical  director  for  State  Volunteer  Mutual  In- 
surance Company. 
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ed,  +1  station.  At  5:35  pm,  the  patient  experi- 
enced an  episode  of  bradycardia  of  60/min  which 
lasted  five  to  six  minutes.  The  oxytocin  drip  was 
immediately  discontinued,  patient  was  turned  on 
her  left  side,  oxygen  administered  at  10  liters/min. 
and  IV  fluids  were  increased.  The  baseline  re- 
turned to  140-150/min  but  she  began  having  se- 
vere decelerations  and  variability  was  noted  to 
be  absent.  The  attending  physician  again  exam- 
ined the  patient,  cervix  completely  dilated  and 
+ 1 station.  She  was  allowed  to  continue  labor 
since  delivery  would  be  soon.  The  patient  contin- 
ued to  have  severe  decelerations  with  slow  re- 
covery to  the  baseline  and  absent  variability.  At 
6:30  pm,  when  a second  episode  of  bradycardia 
of  60/min  occurred,  emergency  delivery  was  per- 
formed by  the  physician  with  low  forceps.  The 
umbilical  cord  was  wrapped  tightly  twice  around 
the  infant’s  neck.  A 6 lb  3 oz  male  was  delivered 
with  Apgar  scores  of  0 at  one  minute,  2 at  five 
minutes.  The  infant  was  unresponsive  to  positive 
pressure  and  oxygen  mask  resuscitation  at  two 
minutes  and  the  pediatrician  took  over  resusci- 
tation, which  required  intubation  followed  by 
slow  increase  in  heart  rate  and  improvement  of 
color.  The  infant  began  having  seizures  at  12 
hours  of  age.  Final  diagnosis  was  hypoxic  en- 
cephalopathy; the  infant  now  has  severe  brain 
damage. 

Loss  Prevention  Comments 

Fetal  monitoring  has  greatly  added  to  the  phy- 
sician’s ability  to  determine  the  intrauterine  con- 
dition of  the  baby  with  some  precision.  While  ul- 
timate fetal  outcome  cannot  always  be  predicted, 
there  has  emerged  broad  agreement  that  emer- 
gency intervention  is  indicated  where  certain  pat- 
terns are  observed  on  fetal  monitoring. 

Here  we  have  a fetal  monitoring  strip  showing 
“variable  decelerations  with  minimal  beat-to-beat 


(Continued  on  page  720) 
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Health  and  Environment  Report 


School  Health  Education  in  Tennessee 

FREDIA  S.  WADLEY,  M.D.,  MSPHA 


On  Oct.  4-5,  1984,  the  first  Tennessee  Confer- 
ence on  School  Health  Education  was  held  in 
Nashville  at  the  Vanderbilt  Plaza  Hotel.  The  en- 
thusiasm and  commitment  of  the  participants 
leave  little  doubt  that  future  conferences  in  the 
same  vital  subject  will  be  held  in  Tennessee.  The 
Tennessee  Medical  Association  and  Medical 
Auxiliary  and  the  Tennessee  Dental  Association 
along  with  the  American  Lung  Association  were 
the  sponsors,  but  the  conference  drew  a multidis- 
cipline audience  from  the  private  and  public  sec- 
tors. 

One  of  the  reasons  for  a grass  roots  move- 
ment to  educate  children  about  all  aspects  of  their 
health  can  best  be  summarized  with  the  words  of 
Anthony  S.  Earl,  Governor  of  Wisconsin: 

When  health  care  costs  in  our  country  exceed  10%  of 
the  gross  national  product,  it  is  time  for  policymakers 
to  seriously  consider  the  value  of  health  promotion  and 
health  education  initiatives  aimed  at  the  prevention  of 
health  problems  ....  With  more  than  48  million  chil- 
dren and  youth  in  the  United  States  attending  our 
schools,  health  education  is  surely  the  greatest  oppor- 
tunity we  have  to  make  a difference  in  the  positive 
health  habits  of  our  citizenry.1 

It  was  probably  a coincidence  that  this  confer- 
ence on  school  health  education  was  held  on  the 
27th  anniversary  of  the  Russian  launch  of  Sput- 
nik (Oct.  4,  1957);  however,  this  event  launched 
a technology  boom  that  has  changed  people’s 
concept  of  health  and  their  expectations  of  health 
care.  We  are  now  very  grateful  for  the  modern 
miracles  of  medicine.  Nevertheless,  we  realize 
that  we  cannot  reduce  the  incidence  of  the  dis- 
eases that  are  now  producing  the  morbidity  and 
mortality  unless  a significant  number  of  people 
choose  a healthier  lifestyle. 

The  greatest  challenge  of  a healthy  lifestyle 
campaign  is  finding  a way  to  provide  adequate 
health  information  to  the  majority  of  people  at 
an  early  age  before  bad  health  practices  are 
adopted.  Although  they  may  be  dedicated  to 

From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville.  Dr.  Wadley  is  chief  medical  officer  of  the  TDHE. 


health  promotion,  private  physicians  will  not  be 
able  to  meet  this  challenge,  since  people  often 
don’t  avail  themselves  of  preventive  health  ex- 
aminations. After  school  age  children  receive 
their  school  entrance  examinations,  they  often 
seek  a physician  only  when  there  is  an  acute 
problem.  Therefore,  more  people  are  concluding 
that  a comprehensive,  continuing  (K-12),  school 
health  education  program  is  the  best  option  we 
have  at  this  time  for  changing  lifestyles  and  de- 
creasing the  major  health  problems. 

The  Tennessee  Department  of  Education  has 
developed  a comprehensive  health  curriculum 
that  can  be  used  in  our  schools,  but  there  are  still 
some  problems  in  implementing  this  health  cur- 
riculum: (1)  Local  school  boards  and  teachers  will 
have  varying  degrees  of  commitment  to  health 
instruction.  (2)  Teachers  may  need  additional 
training.  (3)  Resources  and  materials  to  teach  the 
new  curriculum  may  not  be  available.  (4)  The 
Family  Life  Education  section  will  be  omitted  in 
many  schools. 

Family  Life  Education  covers  many  subjects 
intended  to  help  students  understand  family  life 
situations  and  the  responsibilities  they  carry.  Un- 
fortunately, some  people  consider  it  is  to  be  just 
another  name  for  sex  education,  and  insist  that 
it  not  be  taught  in  schools.  Surveys  have  shown 
that  approximately  80%  of  parents  believe  “fam- 
ily life”  should  be  taught  in  schools,  but  the  20% 
who  disagree  are  usually  more  vocal. 2(p2)  Studies 
have  disproven  the  old  myth  that  information 
pertaining  to  sex  increases  sexual  activity.  How- 
ever, it  can  be  verified  that  with  sexually  active 
teenage  women,  60%  more  whites  and  70%  more 
blacks  become  pregnant  if  they  have  not  re- 
ceived sex  education. 2(p5) 

Providing  family  planning  services  is  not  the 
entire  solution  to  the  problem  of  teenage  preg- 
nancy, because  36%  of  first  premarital  pregnan- 
cies occur  in  the  first  three  months  of  sexual  ac- 

(Continued  on  page  720) 
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EKG  of  the  Month 


W.  BARTON  CAMPBELL,  M.D. 


This  85-year-old  hypertensive  woman  was  admitted  for  evaluation  of  nightly 
chest  tightness  and  pressure  of  one  week’s  duration.  Two  days  prior  to  admission 
her  pain  became  more  frequent  and  severe,  occasionally  occurring  during  the  day. 
After  a particularly  severe  episode  lasting  approximately  three  hours  occurred  in 
the  late  evening,  she  was  admitted  to  St.  Thomas  Hospital  for  further  evaluation. 

Blood  pressure  was  160/90  mm  Hg,  and  an  S4  gallop  was  audible.  The  CK  was 
moderately  elevated  at  244  IU  (normal  30-215)  with  CK-2  of  8%  (normal<5%). 
The  LDH  was  202  IU  (normal  73-155)  with  LDH-1:LDH-2>1.  An  electrocardi- 
ogram was  obtained  (Fig.  1). 


Discussion 

The  tracing  shows  sinus  rhythm  at  a rate  of 
90/min.  The  PR  interval  is  normal  at  0.18  sec- 
onds. There  is  slight  J point  depression  and  “sag- 
ging” of  the  ST  segments  in  lead  II  and  aVF.  Q 
waves  and  slight  ST  elevation  are  present  in  V\ 
and  V2  and  T waves  are  inverted  in  leads  I,  aVL, 
and  V2  through  V6.  The  changes  are  indicative  of 
evolving  anteroseptal  myocardial  infarction.  The 
P waves  are  inverted  in  Vt  and  have  a duration 
of  120  msec  with  slight  notching  in  standard  lead 


From  the  Department  of  Cardiology,  St.  Thomas  Hospital,  Box 
380,  Nashville,  TN  37202 
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II.  This  change  is  compatible  with  left  atrial  en- 
largement.1 

The  patient  was  placed  in  a monitored  bed. 
On  the  third  night  of  hospitalization  a change  in 
the  monitored  QRS  pattern  was  observed  and  an 
electrocardiogram  was  obtained  (Fig.  2). 

The  rhythm  is  regular  but  faster  at  126/min. 
Alternate  beats  are  widened  to  130  msec  and 
show  a left  bundle  branch  block  configuration. 
The  narrow  complexes  are  not  significantly 
changed  and  continue  to  show  Q waves  in  pre- 
cordial leads  V!  through  V3.  P waves  preceding 
the  normally  conducting  beats  occur  late  in  the  T 
wave  of  the  preceding  beat.  They  can  be  seen  in 
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leads  II  and  aVL.  The  PR  interval  is  0.16  sec- 
onds and  the  PP  interval  appears  regular. 

A rhythm  strip  was  obtained  (Fig.  3).  Left  ca- 
rotid sinus  massage  was  initiated  in  the  mid-por- 
tion of  the  middle  strip  (the  strips  are  continu- 
ous) and  discontinued  in  the  mid-portion  of  the 
lower  strip. 

Intermittent  left  bundle  branch  block  is  a well- 
recognized  although  uncommon  phenomenon. 


Wenckebach  periodicity  within  the  bundle 
branches  has  been  well  described  in  humans.2  His 
bundle  studies  have  also  demonstrated  Mobitz 
type  II  block  originating  within  the  His  bundle 
and  bundle  branches.3  Significant  alterations  in  P 
wave  contour  or  changing  PP  interv  al  may  cause 
intermittent  intraventricular  conduction  disturb- 
ance, probably  by  allowing  transmission  of  a su- 
praventricular beat  to  the  ventricle  while  por- 


i ^ rA/y 


Y^Y^YAa.  A 


A 


' 


fr-H-r 


/w-A 


If 


?_  L_ 

1,11,111 


•V*.  aVL.  aVF 


Vi.  Vi,  V*  I *,  Vi,  V.  I CAL.  1MV 


Figure  2 


Figure  3 


DECEMBER,  1984 


719 


tions  of  the  left  bundle  remain  partially  refractory. 
Rate  dependent  bundle  branch  block  is  a well- 
recognized  entity.45 

The  PP  interval  (Fig.  2)  appears  to  be  perfect- 
ly regular,  which  suggests  a 2:1  intraventricular 
conduction  defect  of  either  a Mobitz  I or  Mobitz 
II  type.  With  carotid  sinus  massage  there  is  per- 
ceptible slowing  of  the  RR  interval  (beginning 
with  the  9th  beat,  middle  strip,  Fig.  3)  and  the 
intermittent  left  bundle  branch  block  ceases.  It 
abruptly  recurs,  without  apparent  Wenckebach 
periodicity,  after  the  rate  increases  to  125/min 
following  carotid  sinus  massage  (last  four  beats 
of  lower  strip,  Fig.  3). 

These  episodes  proved  to  be  transient  and  have 
not  recurred.  The  patient  was  discharged  four 


Loss  Prevention  Case  of  the  Month  . . . 

(Continued  from  page  716) 

variability”  at  least  two  hours  prior  to  delivery. 
A five-  to  six-minute  episode  of  bradycardia  (60/ 
min)  occurred  one  hour  prior  to  delivery.  Since 
delivery  was  considered  imminent,  labor  contin- 
ued. An  hour  later  another  episode  of  bradycar- 
dia occurred  and  an  emergency  forceps  delivery 
was  accomplished.  The  baby  was  severely  de- 
pressed and  sustained  severe  brain  damage. 
Although  expert  witnesses  for  the  defendant 
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tivity  .2(pl)  The  average  interval  between  onset  of 
sexual  activity  and  the  time  teenage  females  seek 
family  planning  services  is  six  months. 

Private  physicians  may  not  have  a great  deal 
of  free  time,  but  many  in  Tennessee  are  willing 
to  serve  on  school  boards,  to  participate  on  school 
health  advisory  committees,  or  to  inform  their 
community  about  health  problems  and  possible 
solutions.  Dr.  Shelly  Griffith  in  Athens  was  even 
presented  a certificate  by  Governor  Alexander  for 

his  volunteer  activities  in  promoting  school  health 
education  and  for  his  classroom  instruction  on 
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days  later  without  evidence  of  further  dysrhyth- 
mias. 

IMPRESSION:  (1)  Anteroseptal  myocardial  in- 
farction; (2)  intra-atrial  conduction  defect  sug- 
gesting left  atrial  enlargement;  (3)  intermittent  left 
bundle  branch  block  with  2:1  periodicity  (ablated 
by  carotid  sinus  massage  with  slower  heart  rate). 

/ ^ 
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doctor  testified  that  their  colleague  had  made  a 
judgment  within  the  standard  of  care,  other  aca- 
demicians were  eager  to  swear  that  intervention 
by  cesarean  section  should  have  been  carried  out 
at  most  two  hours,  and,  at  the  least,  one  hour 
prior  to  delivery. 

A brain  damaged  baby  has  a strong  appeal  to 
a jury.  From  past  experience  in  court,  a six  fig- 
ure settlement  seemed  very  advisable,  r S 


many  occasions. 

On  the  brochure  for  the  Tennessee  Confer- 
ence on  School  Health  Education  there  was  a 
statement  that  challenges  all  of  us:  “The  respon- 
sibility for  comprehensive  school  health  educa- 
tion for  the  children  of  Tennessee  belongs  to  all 
of  us,  but  the  leadership  must  be  assumed  by 
those  who  can  make  this  happen.”  /~  S 
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Thomas  K.  Ballard 


Christmas  1984 


Once  again  December  arrives  with  all  the  hustle  and  bustle  that  Christ- 
mas brings.  It  is  a time  for  giving  and  receiving,  a time  for  reflection  and 
nostalgia,  a time  for  anticipation  and  happiness. 

Christmas  for  me  always  brings  the  memories  of  times  spent  in  my  grand- 
mother’s home  with  uncles,  aunts,  and  many  cousins.  It  was  a time  of  hap- 
piness shared  with  loved  ones,  and  a time  to  enjoy  turkey  and  dressing, 
along  with  chocolate  pies  and  cakes  from  Grandmother’s  pie  safe,  which  was 
never  empty.  The  kitchen  at  Christmastime  was  Grandmother’s  domain.  She 
was  always  busy  preparing  for  her  six  sons  and  their  families,  yet  she  was 
never  too  busy  to  provide  her  grandchildren  with  whatever  their  hearts  de- 
sired. Christmas  Eve  was  always  a time  for  trimming  the  Christmas  tree  that 
my  grandfather  had  brought  in  that  day,  and  this  was  an  event  shared  by 
the  entire  family.  Christmas  Eve  was  always  the  longest  night  of  the  year; 
the  grandchildren  were  late  to  bed  and  early  to  rise  in  anticipation  for  what 
Santa  Claus  might  bring.  It  was  a time  of  happiness  for  which  I shall  always 
be  thankful. 

My  Christmas  will  be  spent  with  these  memories,  but  I am  now  in  a dif- 
ferent role,  that  of  being  a grandfather  rather  than  being  a grandchild,  and 
hopefully  I will  have  my  grandchildren  with  me.  They  will  provide  me  with 
joy  and  pleasure  as  I watch  them  open  their  Christmas  gifts.  As  we  sit  down 
in  the  dining  room  to  have  our  Christmas  dinner  we  will  give  thanks  to  the 
One  who  has  made  all  of  this  possible. 

Momentarily  we  shall  forget  the  trials  and  tribulations  of  the  world,  the 
trials  and  tribulations  which  the  federal  government  has  imposed  upon  the 
practice  of  medicine,  and  the  trials  and  tribulations  which  we  have  imposed 
upon  ourselves.  May  we  face  1985  with  renewed  vigor  and  hope,  even  though 
we  may  be  under  many  restrictions.  May  we  always  strive  to  provide  quality 
care  for  our  patients  who  depend  upon  us. 

Mary  Frances  and  I extend  wishes  to  each  of  you  for  a very  merry  Christ- 
mas and  a happy  and  successful  new  year. 
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A Word  to  the  Wise 

I keep  being  reminded  of  the  old  saying  that 
the  more  things  change,  the  more  they  are  the 
same.  Faces  come  and  go,  and  then  reappear, 
and  sometimes  it  is  hard  to  remember  they  were 
gone,  and  even  harder  to  remember  why  they 
left.  I need  to  refresh  your  memory  about  one  of 
them. 

In  1975  most  of  the  carriers  of  what  was  then 
malpractice  insurance  quit  the  field  and  left  most 


of  the  physicians  in  this  state  without  coverage. 
The  reason  they  ceased  writing  policies  was  that 
it  had  become  no  longer  insurance  against  mal- 
practice, for  which  there  was  seldom  a payout, 
but  for  professional  liability.  The  mood  of  the 
courts  was  not  only  to  hold  physicians  liable  for 
malpractice,  but  to  require  them  to  indemnify 
patients  for  poor  results  as  well.  That  seemed  like 
a poor  business  venture  to  the  insurers,  and  so 
they  bade  us  goodbye.  Goodbye,  however,  turned 
out  to  be,  in  some  instances  at  least,  T.T.F.N. 
(Ta-ta  for  now),  as  Tigger  says.  I’ll  come  back  to 
that  in  a minute. 

So  as  to  provide  relief  in  an  impossible  situa- 
tion, the  Insurance  Commissioner  required  all 
insurers  doing  business  in  the  state  to  form  a pool 
for  professional  liability  insurance.  It  was  expen- 
sive, and  was  ultimately  replaced  by  our  physi- 
cian-owned State  Volunteer  Mutual  Insurance 
Company  (SVMIC),  which  stuck  by  us  when  all 
else — and  I mean  all  else — failed. 

In  1981,  St.  Paul  Fire  and  Marine  decided 
to  return  to  the  field,  and  solicited  customers 
among  our  Tennessee  colleagues.  They  got  some, 
too — some  who  let  avarice  cloud  their  judgment. 
St.  Paul  pointed  out — correctly — that  they  had 
never  cancelled  a policy  in  Tennessee.  What  they 
did  not  point  out  was  that  they  would  write  no 
new  ones.  There  is  nothing  to  prevent  their  pur- 
suing that  course  again.  They  are  a business,  and 
businesses  are  seldom  altruistic.  In  fact,  stock- 
holders take  a very  dim  view  of  altruism  except 
as  a token.  SVMIC,  on  the  other  hand,  is  our 
own,  and  will  be  with  us  always — unless  our  col- 
leagues drive  it  out  of  business. 

I point  this  out  because  last  month  St.  Paul 
submitted  an  ad  to  this  Journal,  which  we  ran  in 
the  November  issue,  on  advice  by  legal  counsel 
that  not  to  do  so  would  be  at  best  bad  form  and 
at  worst  illegally  in  restraint  of  trade.  It  is  in  here 
again  this  month. 

“Poor  Richard”  pointed  out  that  a word  to  the 
wise  is  sufficient.  Be  wise,  then,  and  not  avari- 
cious. T.T.F.N. 

J.B.T. 


The  Thrill  and  the  Agony 

A song  popular  some  years  back  opened  with 
the  line,  “Standing  on  the  comer  watching  all  the 
girls  go  by.”  I forget  what  followed,  but  a whole 
lot  of  things  could.  The  girl  watcher  could  go 
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home  either  with  visions  of  sugar  plums  dancing 
in  his  head,  or  filled  with  frustration.  His  ogling 
could  have  landed  him  happily  ensconced  in  a 
bar  with  one  of  the  objects  of  his  affection,  or 
flat  on  his  back  on  the  pavement  with  an  eye 
swollen  shut,  or  neither.  Standing  on  a corner 
affords  at  least  the  promise  of  involvement,  even 
fulfillment.  Now  one  can  watch  anything  at  all 
on  the  tube,  including  girls  walking  by  with  little 
or  nothing  between,  but  that  affords  no  such 
promise. 

Because  they  proved  a bad  investment,  I gave 
up  my  football  tickets  a number  of  years  ago, 
since  I am  frequently  out  of  town  or  otherwise 
occupied,  and  I depend  on  charity  to  get  me  to 
a couple  of  games  each  year — which  actually  is 
about  the  right  number.  When  I occasionally 
watch  a game  on  TV  I find  I see  a lot  more  there 
than  I do  in  the  stands.  At  a game  the  other  day, 
for  instance,  when  I would  miss  something  I kept 
watching  for  an  instant  replay.  (I  note  that  at  the 
pro  games  they  do  that  for  you,  too.)  TV  is  also 
the  only  way,  at  least  around  here,  that  you  can 
watch  a game  and  stay  dry  when  it’s  raining,  un- 
less you  happen  to  own  an  enclosed  box,  which 
is  a heap  more  expensive.  Again,  though,  some- 
how you  miss  the  noise  of  the  crowds  and  the 
profanity  of  the  red-necks  (who  may  be  some  of 
your  best  friends  in  other  settings)  behind  you  as 
they  dig  their  knees  into  your  back  and  drop 
popcorn  (you  keep  hoping  that’s  all  they  drop) 
down  your  neck.  “Oh,  take  me  out  to  the  ball 
game,  take  me  out  with  the  crowd.  ...” 

Though  the  commentators  are  generally  all 
mouth,  where  I really  appreciated  TV  insofar  as 
sports  are  concerned  was  during  the  Olympics  just 
past.  A lot — or  even  most — of  track  and  field 
events  are  deadly  dull — even  duller  than  base- 
ball. The  tube  can  switch  back  and  forth  so  as  to 
show  you  the  high  spots  without  your  having  to 
buy  a hundred  dollar  ticket  to  see  an  event  or 
so,  and  that  not  nearly  so  well,  either.  I’m  sure 
it  would  have  been  exciting  to  have  been  on  the 
scene  to  watch  Scott  Hamilton  glide  across  the 
ice  or  Tracy  Caulkins  through  the  water.  Even 
so,  I’ll  bet  I saw  it  more  often,  and  I know  I saw 
it  from  more  angles,  than  any  of  those  in  attend- 
ance did,  even  with  the  help  of  the  TV  monitors, 
which  abounded.  I know  I was  more  comfortable 
doing  it,  and  I didn’t  have  to  struggle  getting 
there  and  back. 

I think  things  may  have  gotten  too  easy  for  us, 
and  that  somehow  we’ll  be  sorry.  It’s  true  a lot 
more  people  see  a lot  more  things  and  are  gen- 


erally a lot  more  knowledgeable  than  they  were — 
than  we  were — 50  years  ago.  I was  already  a 
doctor  and  in  the  Army  before  I ever  saw 
Beethoven’s  Glorious  Ninth  Symphony  per- 
formed. It  isn’t  a thing  easily  done,  but  now  you 
can  see  it  on  TV  maybe  once  or  twice  a year. 

Since  that  first  encounter  I have  sung 
Beethoven’s  Ninth  with  the  Nashville  Symphony 
Chorus  and  Orchestra.  Now  there  was  a thrill. 
And  there’s  the  difference.  No  matter  where  you 
watch  from,  it  is  not  the  same  as  participating.  I 
didn’t  see  a single  spectator  glow  the  way  Tracy 
Caulkins  did,  even  her  parents,  and  even  though 
winning  should  be  old  stuff  for  her  by  now.  And 
happy  as  Bela  Karolyi  was  for  his  pupil,  Mary 
Lou  Retton  outshone  him  hands  down. 

Those  were  the  winners,  though.  How  about 
the  losers?  Well,  most  of  them  marched  in  the 
final  parade,  and  they  all  looked  happy  to  be 
there.  All  those  who  commented  said  they  were. 
They  went  through  a lot  to  get  there,  and  they 
had  that  satisfaction,  which  is  more  than  any 
spectator  did,  whether  there  or  in  front  of  the 
TV. 

God  could  have  said,  “There’s  too  much  trou- 
ble down  there.  It’s  too  messy.  I think  I’ll  stay 
home  and  watch.”  Did  He?  One  day  a couple  of 
thousand  years  ago,  on  that  first  Christmas,  He 
threw  it  all  over  and  got  involved.  I needn’t  re- 
cite the  story  of  His  time  down  here,  but  it  was 
grim,  the  Baby  Jesus  bit  notwithstanding.  A lot 
of  people  stood  around  and  watched.  If  they  had 
had  them,  most  would  doubtless  have  watched  it 
on  TV. 

Most  people  are  still  just  watching. 

J.B.T. 


Old  Grads  and  New  Medicine 

A political  science  professor  of  my  acquaint- 
ance, commenting  on  a recent  TV  talk  show 
about  activities  of  the  CIA,  with  which  he  has 
been  associated,  observed  that  agents  of  the  CIA 
and  the  Soviet  KGB  in  reality  form  a sort  of 
fraternity,  in  the  sense  that  they  need  each  oth- 
er. Agents  beget  agents — the  more  you  have  the 
more  they  need,  and  vice  versa.  It  is  an  interest- 
ing concept,  but  I had  to  wonder  what  a CIA 
operative  and  a KGB  agent  would  find  to  share 
over  a beer  in  a darkened  cafe.  Some  fraternity! 
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Most  people  build  up  a store  of  small  talk,  and 
provided  the  conversation  is  not  too  protracted, 
can  visit  together  for  a while,  at  least  more  ap- 
propriately than  a certain  dedicated  but  intro- 
verted Oxford  don  I heard  about  who  at  a dinner 
in  his  honor  found  himself  seated  uncomfortably 
between  two  attractive  ladies.  Casting  about  for 
an  opener,  he  said  to  the  lady  on  his  left,  “Are 
you  married?”  to  which  she  replied,  “No.”  Quoth 
our  don,  “How  many  children  do  you  have?”  End 
of  conversation.  “I’ll  not  make  that  mistake 
again,”  he  thought,  and  queried  the  lady  on  his 
right,  “How  many  children  do  you  have?”  “Four” 
she  replied.  In  case  you  have  not  already  guessed, 
he  then  said — yes,  he  really  did  (I  was  told):  “Are 
you  married?” 

Reunions  throw  you  with  people  you  once  knew 
well  and  with  whom  you  had  much  in  common. 
Paths  diverge,  and  you  find  that  sure  enough  you 
can’t  go  back.  One  hesitates  to  ask,  “How  is 
Mary?”  because  one’s  memory  may  play  him  false 
and  Mary  might  actually  have  been  Jane.  Or  worse, 
Mary  has  been  replaced  by  Jane,  who  may  have  in 
turn  been  replaced  by  Linda,  and  even  she  by  Judy. 
One  has  to  be  careful.  It  helps  if  Mary  is  along, 
and  ole  Jim  says,  “I’m  sure  you  remember  (or 
don’t,  whichever  is  appropriate)  my  wife  (it  helps 
if  he  adds  that)  Mary  (or  Jane  or  Linda  or  Judy — 
again,  whichever  is  appropriate).”  You  have  to  be 
careful  in  asking  about  children,  too,  as  there  may 
be  more  than  one  set.  One  must  feel  one's  way 
very  carefully  if  one  has  been  out  of  touch  for  40 
years.  You  may  find  that  the  athlete  who  could 
beat  you  every  time  now  has  trouble  walking  across 
the  street  due  to  his  emphysema,  or  he  may  be  fat 
(maybe  from  taking  steroids)  or  be  missing  a lung 
and  a kidney.  Your  favorite  trencherman  may  only 
pick  at  his  food  because  he  has  no  stomach  left. 
Things  change.  After  noting  everything  one  needs 
to  be  careful  about,  one  may  quickly  run  out  of 
conversation.  So  I found  it  at  a recent  college  re- 
union. 

On  the  other  hand,  when  a class  has  suffered 
through  medical  school  together,  and  many  of 
them  academic  school  before  that  and  maybe  a 
residency  afterward,  even  after  years  of  separa- 
tion defenses  come  down  rather  quickly,  and  even 
though  you  still  can’t  go  back,  it  is  almost  possi- 
ble to  take  up  almost  where  you  left  off.  Wives 
and  non-medical  friends  complain  that  about  all 
doctors  talk  about  is  medicine.  It  would  be  odd 
if  it  were  otherwise.  Unlike  merchants,  bankers, 
and  so  on — and  I think  attorneys,  as  well,  though 
I don’t  know  about  them — medicine  occupies  a 
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doctor,  either  directly  or  indirectly,  through  pretty 
much  all  of  his  waking  hours.  Having  just  expe- 
rienced a reunion  of  something  over  half  of  the 
surviving  members  of  Vanderbilt’s  medical  class 
of  1944,  I found  none  of  us  had  any  problem  in 
filling  the  weekend  with  good  fellowship.  Never- 
theless, there  were  a few  clouds  on  the  horizon. 

Though  maybe  in  a sense  spies  are  members 
of  a fraternity,  doctors  are  in  fact.  They  were  a 
fraternity  on  Cos  more  than  two  millenia  ago, 
and  have  been  ever  since,  even  though,  as  with 
any  family  or  fraternity,  there  have  been  black 
sheep.  The  profession  has  lived  under  a strict 
code  of  ethics,  and  generally  has  kept  its  armor 
bright.  Now  the  boys  with  the  dingy  shields  are 
insisting  that  we  are  in  fact  a trade,  which  any 
polishing  we  do  of  our  escutcheons  is  in  restraint 
of.  Moreover,  that  notion  has  the  weight  of  the 
law  behind  it. 

Now,  being  called  a trade  is  really  no  disas- 
ter— you  know  about  “sticks  and  stones  may 
break  my  bones,”  and  so  on.  What  is  sad,  though, 
is  that  some  of  our  colleagues  are  acting  as  if  they 
actually  believe  it.  Worse,  some  even  do  believe 
it.  In  that  are  the  seeds  of  medicine’s  undoing. 

For  the  class  of  ’44  this  will  not  be  a problem. 
Some  are  retired  now  (one  has  gone  to  farming), 
and  most  of  us  soon  will  be.  Medicine  will  re- 
main for  us  an  honored  profession,  and  as  many 
as  return  at  45  and  50  years  can  reminisce  about 
medicine  as  we  knew  it,  when  that  is  what  it  still 
was.  What  the  younger  ones  will  discuss  I can’t 
say — perhaps  how  “my  billboard  is  bigger  than 
your  billboard,”  or  “my  PR  man  can  lick  your 
PR  man.” 

I weep  for  them. 

J.B.T. 


On  the  Uses  of  Wisdom 

“I,  wisdom,  dwell  together  with  prudence; 

I possess  knowledge  and  discretion.” 

Proverbs  8:12 

Like  Janus,  investigation  looks  in  both  direc- 
tions, and  in  fact  bears  many  faces,  both  good 
and  evil.  Necromancing  and  delving  into  the  black 
arts,  and  even  soothsaying  or  probing  the  future, 
have  been  interdicted  by  all  of  the  world’s  great 
religions,  yet  since  man  is  curious  about  the  fu- 
ture, wanting  to  know  all  that  God  knows,  they 
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have  been  widely  practiced  for  millenia.  On  the 
other  hand,  legitimate  research  (I  am  assuming 
for  purposes  of  this  piece  that  such  investigation 
as  mentioned  above  is  illegitimate)  is  the  basis 
for  all  knowledge  and  advancement.  The  line  be- 
tween the  legitimate  and  illegitimate  is  not  al- 
ways clear,  and  the  outcome  of  even  legitimate 
research  is  not  always  desirable.  I am  also  assum- 
ing that  the  outcome  of  the  other  never  is,  since 
God  forbids  it,  and  any  fruits  of  it  are  therefore 
bound  to  be  as  tainted  as  Eden’s  apple. 

Scientific  research  gave  us  both  nuclear  energy 
and  the  atom  bomb.  Medical  research  has  given 
us  all  manner  of  diagnostic  and  therapeutic  op- 
portunities, but  it  has  also  allowed  us  a look  into 
genetic  futures  that  bode  ill  for  the  patient  with- 
out conferring  commensurate  succor;  for  exam- 
ple, the  Huntington’s  chorea  gene,  which  is  uni- 
formly lethal,  is  identifiable  but  not  remediable. 
Science  has  also  given  us  prophylaxis  against  some 
of  mankind’s  severest  scourges — diphtheria,  per- 
tussis, tetanus,  measles,  and  so  on.  Whereas  a 
host  of  children  once  died  from  diphtheria,  the 
disease  is  now  virtually  unknown.  Likewise, 
whooping  cough,  which  through  severe  coughing 
paroxysms  caused  emphysema  and  cerebral  hem- 
orrhages with  their  variable  sequelae,  is  seldom 
encountered  today.  Poliomyelitis,  the  bane  of 
childhood,  and  even  young  adulthood,  in  my 
youth,  is  now  an  anachronism — all  through  im- 
munization. 

Everything  exacts  a price.  Immunization  is  no 
exception.  Transverse  myelitis,  encephalitis, 
Guillain-Barre  paralysis  are,  among  others,  all 
possible  sequelae. 

Three  years  ago  public  television  (PBS)  aired 
a program  about  immunizations.  Its  sensationali- 
zation  of  the  negative  aspects,  particularly  with 
regard  to  pertussis  vaccine,  which  had  then  been 
controversial  for  some  time,  frightened  parents 
and  led  many  to  avoid  immunizing  their  children. 
The  litigiousness  of  society  provoked  a rash  of 
lawsuits  over  adverse  reactions,  resulting  in  the 
withdrawal  from  the  marketplace  of  one  of  the 
three  largest  manufacturers  of  the  diphtheria- 
pertussis-tetanus  (DPT)  vaccine,  with  consequent 
shortages.  Threats  that  the  other  manufacturers 
might  join  that  one  have  been  at  least  temporar- 
ily averted  by  conferences  with  the  CDC  and 
proposed  legislative  relief. 

Whether  the  public  needs  to  be  informed  of 
everything  that  goes  on  is  a matter  of  opinion. 
The  news  media  in  this  country  think  it  does,  and 
frequently  go  to  excessive  lengths  in  investigative 


reporting  to  do  it.  This  would  not  necessarily  be 
bad  if  the  reporting  were  always  accurate  and  ed- 
itors abjured  sensationalism.  In  other  countries, 
particularly  the  United  Kingdom  and  Scandina- 
via, the  news  media  are  more  discrete  than  the 
media  here  in  their  reporting.  For  example,  the 
media  have  done  untold  damage  to  our  nation’s 
security  by  attacks  on  our  counter-intelligence  and 
investigative  agencies  under  the  guise  of  inform- 
ing the  public,  when  it  is  abundantly  clear  that 
the  interests  of  the  reporters  are  primarily  per- 
sonal advancement  and  recognition,  and  of  the 
publishers  to  sell  newspapers  or  attract  listeners 
or  viewers. 

Though  censorship  is  intolerable  in  a free  so- 
ciety, and  counterproductive  anywhere,  some  sort 
of  self-policing  of  the  media  with  self-imposed  re- 
traint  such  as  is  practiced  in  Britain  and  Scandi- 
navia seems  highly  desirable,  even  if  it  is  only  to 
avoid  premature  release  of  material.  At  the  time 
PBS  aired  its  program  on  immunization,  for  in- 
stance, the  pertussis  vaccine  was  still  controver- 
sial. Britain  having  abandoned  pertussis  immuni- 
zation altogether;  after  two  serious  pertussis 
epidemics,  however,  the  program  was  reinstated. 
The  harm  done  the  immunization  program  in  this 
country  could  have  been  averted  had  PBS  simply 
delayed  its  report  until  all  the  results  were  in. 
This  unfortunately  is  not  the  practice  of  the  me- 
dia in  contemporary  USA,  which  at  times  comes 
perilously  close  to  yellow  journalism. 

After  some  major  dislocations,  due  in  no  small 
part  to  the  media’s  meddlesomeness,  immuniza- 
tion programs  throughout  the  country  appear  to 
be  getting  back  on  track.  Despite  its  culpability, 
I doubt  that  PBS  is  repentent  over  or  has  learned 
anything  from  the  episode.  In  fact,  I suspect  it 
would  not  acknowledge  any  transgression  at  all. 

The  responsibility  of  the  news  media  to  the 
public  goes  further  than  simply  bringing  it  news, 
or  even  news  with  commentary.  The  media  have 
a responsibility  to  consider  the  consequences  of 
their  actions.  Such  a consideration  requires  wis- 
dom, which  is  in  regrettably  short  supply  in  the 
news  media,  though  so  as  not  to  be  unfair  to  the 
media,  I need  to  add  that  wisdom  is  no  more 
lacking  than  anywhere  else.  It  is  only  that  since 
the  media  are  in  a position  to  do  more  damage 
than  most,  the  need  for  wisdom  and  restraint  is 
consequently  greater,  and  its  absence  more  visi- 
ble. A plea  of  universal  lack  of  wisdom,  however, 
is  no  excuse  for  a shoddy  product. 

J.B.T. 
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Chinese  Birth  Control 

To  the  Editor: 

I feel  we  owe  our  thanks  to  Dr.  Thomas  Paine,  Jr. 
for  the  lucid,  erudite  and  uplifting  China  Experience 
reported  in  the  October  issue  of  the  Journal  of  the 
Tennessee  Medical  Association  (77:594-595,  1984). 
Apparently,  the  Chinese  law:  one  child  per  family,  has 
produced  a facade  of  reformation.  Unfortunately,  I 
have  on  my  desk  a clipping  from  Newsweek,  April  30, 
1984,  in  reference  to  this  same  law.  This  discussion  is 
also  erudite  but  lurid  and  oppressive.  Succinctly,  when 
the  first  child  is  a son  who  will  perpetuate  the  lineage, 
all  may  be  well  and  good.  The  law:  one  child  per  fam- 
ily, leads  to  infanticide  of  female  progeny  and  murder 
of  daughters  upon  birth  of  the  male  sibling.  Consid- 
ering all,  I prefer  the  American  way — but  conceding 
much,  my  prayer  remains:  Lord,  help  us  all  to  find  a 
better  way. 

Marvin  G.  Gregory,  M.D. 

300  25th  Ave.  North 

Nashville,  TN  37202 


in  memof  kirn 


Julius  Peter  Dietrich,  age  73.  Died  September  25,  1984. 
Graduate  of  Loma  Linda  University  School  of  Medi- 
cine. Member  of  Warren  County  Medical  Society. 

Gilbert  W.  Pratt,  age  39.  Died  October  2,  1984.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 


ncui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Deanna  Starr  Davidson,  M.D.,  Chattanooga 
Suresh  Enjeti,  M.D.,  Chattanooga 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Mark  Young  Ivens,  M.D.,  Knoxville 
Robert  O.  Martin,  M.D.,  Knoxville 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

J.  Hays  Brantley,  M.D.,  Memphis 
Barbara  Chamberlin,  M.D.,  Memphis 
Thomas  D.  Greenwell,  M.D.,  Memphis 
Jeffery  J.  Ochs,  M.D.,  Memphis 


NASHVILLE  ACADEMY  OF  MEDICINE 

Michael  S.  Pippin,  M.D.,  Nashville 


SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Samuel  David  Breeding,  M.D.,  Kingsport 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

Fourteen  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
September  1984. 

To  qualify  for  the  PRA,  a minimum  of  150 
hours  of  continuing  medical  education  must  be 
earned  over  a three-year  period;  60  of  these 
hours  must  be  Category  1. 

This  list  does  not  include  members  who  re- 
side in  other  states.  Names  of  additional  PRA 
recipients  will  be  published  as  they  are  received 
from  AMA. 

Jerome  H.  Abramson,  M.D.,  Chattanooga 
Thomas  C.  Delvaux,  Jr.,  M.D.,  Nashville 
Roy  C.  Ezell,  M.D.,  Nashville 
Harry  Friedman,  M.D.,  Memphis 
Conrad  L.  Grabeel,  M.D.,  Knoxville 
Aurelio  P.  Inclan,  M.D.,  Dyersburg 
William  J.  Jekot,  M.D.,  Murfreesboro 
Kenneth  T.  Miller,  Jr.,  M.D.,  Oak  Ridge 
Frances  K.  Patterson,  M.D.,  Knoxville 
Frank  A.  Perry,  Jr.,  M.D.,  Nashville 
Eddie  J.  Reddick,  M.D.,  Nashville 
Dan  S.  Sanders,  III,  M.D.,  Nashville 
Lang  Smith,  M.D.,  Antioch 
John  E.  Van  Hooydonk,  M.D.,  Nashville 
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Announcement/ 


Lemuel  W.  Diggs,  M.D.,  Memphis,  has  been  honored 
with  the  Humanitarian  Award  of  St.  Joseph  Hospital, 
Memphis.  The  award,  made  annually  for  service  to  the 
mid-South,  cited  Dr.  Diggs  for  his  lifelong  work  on 
sickle  cell  disease,  for  establishing  the  first  blood  bank 
in  the  South,  and  for  helping  to  establish  St.  Jude 
Children’s  Research  Hospital. 


Donald  B.  Gibson,  Sr.,  M.D.,  Cleveland,  has  been 
inducted  as  a Fellow  of  the  American  Academy  of 
Family  Physicians. 


Bergein  F.  Overholt,  M.D.,  Knoxville,  has  been  elect- 
ed to  a three-year  term  as  a trustee  of  the  American 
Society  of  Internal  Medicine. 

The  following  TMA  members  have  been  inducted  as 
Fellows  of  the  American  Association  of  Cosmetic  Sur- 
geons: Nelson  E.  Link,  M.D.  and  Claude  H.  Crockett, 
Jr.,  M.D.,  both  of  Bristol. 


CALENDAR  OF  MEETINGS 


Jan.  20-25 
Jan.  21-23 
Jan.  24-29 

Feb.  1 

Feb.  2-6 

Feb.  6-9 

Feb.  7-9 

Feb.  20-24 

Feb.  27- 
March  3 


NATIONAL 

American  College  of  Medical  Imaging — High 
Sierra  Hotel,  S.  Lake  Tahoe,  Nev. 

American  Society  for  Surgery  of  the  Hand — 
MGM  Grand  Hotel,  Las  Vegas 
American  Academy  of  Orthopaedic  Sur- 
geons— Las  Vegas  Convention  Center,  Las 
Vegas 

American  Association  of  Certified  Allerg- 
ists— Sheraton  Bal  Harbour,  Bal  Harbour, 
Fla. 

American  College  of  Allergists — Sheraton 
Bal  Harbour,  Bal  Harbour,  Fla. 

Society  of  University  Surgeons — Sheraton, 
Boston 

American  Association  for  the  Study  of 
Headache — Camelback  Inn,  Scottsdale,  Ariz. 
American  College  of  Nuclear  Physicians — 
Four  Seasons,  San  Antonio,  Tex. 

American  Association  of  Orthopaedic  Med- 
icine— La  Posada,  Scottsdale,  Ariz. 


of 


“We  now  have  a concise  profile 
practice  productivity.” 


Dr.  Meyerhoffer,  M.D. 

Pediatrics,  Cleveland,  OH. 


“We  have  eight  terminals  in  constant  use.  I’m  happy  to  report  that  we’ve  had  no 
downtime  problems  and  Reynolds  + Reynolds  has  always  been  extremely 
responsive  to  our  needs.  Since  our  Reynolds  + Reynolds  Medical  Practice 
Management  System  was  installed  we’ve  learned  vital  facts  about  our  practice — 
number  of  visits,  procedures  performed,  physician  activity.  We  now  have  a 
concise  profile  of  our  practice  productivity,  and  cash  flow  has  evened  out  as 
a result  of  the  new  billing  system.  I’d  estimate  that  accounts  receivable  have 
decreased  by  15%  or  more.” 

For  more  information  on  how  the  Medical  Practice  Management  System  can 
improve  your  practice  too,  complete  the  coupon  below. 


PHYSICIAN: 


PRACTICE  NAME: 


NO.  OF  PHYSICIANS: 

ADDRESS 

STATE 


SPECIALTY: 


OFFICE  MANAGER: 


TELEPHONE . 


LVT,  inc. 

Computer  Consulting 
2000  Commerce  Union  Towers 
Chattanooga,  Tennessee  37450 
Telephone:  (615)  755-6904 

Please  send  your  Medical  Practice  Management  System  Brochure. 
Please  have  an  authorized  agent  contact  me. 


an  authorized  agent  for 

Reynolds+Reynolds 


® 1984  The  Reynolds  and  Reynolds  Company.  All  rights  reserved. 


We’re  Hardware.  We’re  Software.  We’re  Everywhere. 
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Tennessee  Medical  Association’s 

Exclusively  Approved 

DISABILITY  INSURANCE 

& 

MAJOR  HOSPITAL  INSURANCE 

PROGRAMS 

Administered  By 

Smith,  Reed,  Thompson  & Ellis  Co. 

P.  0.  Box  1280 
Nashville,  Tennessee  37202 
Phone  361-6846 


Manager 

WILLIAM  H.  ELLIS,  C.L.U. 

Director  of  Sales 
ROBERT  K.  ARMSTRONG 

Underwritten 

SINCE  THE  PROGRAM’S  INCEPTION  IN  1942 

By 

Commercial  Insurance  Company 

Newark,  New  Jersey 
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THE 


Fhis  Group  Insurance 
Plan  is  Designed 
Specifically  for  the 
Needs  of  Physicians 
and  Their  Employees 
at  Better  than 
Competitive  Rates. 


IT  PAYS  TO 


BELONG. 


How  it  Works  The  Benefits 


Special  Out-Patient 
Surgical  Benefit: 


Special  Out-Patient 
Accidental  Injury 
Benefit: 


PLAN  PAYS 
80% 

of  the  first  $5,000  of 
Eligible  Expenses 
in  a Calendar  Year 

MEMBER  PAYS 


Special  Out-Patient 
Pre-Admission  Testing 
Benefit: 


Special  Maternity 
Benefit: 


20% 


Special  Mental  and 
Nervous/Alcohol  and 
Drug  Abuse  Benefit 


PLAN  THEN  PAYS 

100% 

of  Eligible  Expenses 
for  the  remainder  of  the 
Calendar  Year  up  to  a 
maximum  of 


ADMINISTERED  BY: 


Insurance  Planning  and  Service  Company,  Inc. 
822  McCallie  Avenue 
P.O.  Bax  1109 
Chattanooga,  TN  37401 


Call  Toll-Free  (TN  Residents) 

1-800-572-7389 


$1, 


Non-Tennessee  residents 
0-615-756-2350 
(Call  Collect) 


The  Official  TMA 
$1,000,000  Medical 

Inci  ii7~irw~Q  di^. 


Undenvri  . • 


1984  MEMBERSHIP  ROSTER 
TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  the  Tennessee  Medical  Association  by  county  medical  society 
is  published  as  a service  to  the  membership.  An  asterisk  (*)  denotes  physicians  exempt  from  dues. 

A dash  ( — ) denotes  a student  member. 


BEDFORD  COUNTY  MEDICAL  SOCIETY 

BARNES,  OuNALO  0,  SHELBYVILLE 
BEAVERS,  LANA  SHARON,  SHELBYVILLE 

* CHAMBERS,  WALLACE  LEE,  SHELBYVILLE 

* COOPER,  ALBEkT  LEE,  SHELBYVILLE 
OcRRYBERRY,  JOHN  S,  SHELBYVILLE 
FARRAR,  TAYLOR,  SHELBYVILLE 
FELOHAUS,  JUSEPH  H,  SHELBYVILLE 
JAYAKODY,  FRANK  LORFNZ.  SHELBYVILLF 
JOHNSON,  SUE  PAINE  BELCH,  SHELBYVILLE 
MELSON,  OANNY  LEE,  SHELBYVILLE 

* MOULDER,  GRACE  E,  SHELBYVILLE 
OWNBY,  FREO  OILLARO,  BELL  BUCKLF 
RICH,  EARL  FREEMAN,  SHELBYVILLF 
RICHARDS,  AUoRFY  THOS,  SHELBYVILLP 

* ROGERS,  BE  N J CARL,  SHELBYVILLF 
SELLS  JR,  SAMUEL  P,  SHELBYVILLF 
STUBBLEFIELD,  CARL  THOS,  SHELBYVILLE 
wOMACK,  SARA,  SHELBYVILLE 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

ALI,  MAYSOON  SHOCAIR,  WAVERLY 
ALI,  SU9HI  DAwUD  SUROh,  WAVERLY 
8LACKBURN,  W M H,  C A “ D E N 
BLANTON,  hAROLO  L,  COURTLAND,  AL 
BOURNE  JR,  ROBERT  I,  CAMDEN 
BUTTERWORTH,  JOE  S,  CAMOEN 
HARTLEY,  MARK  F,  wAVERLY 
LAWSON,  JAMES  J,  NE  w JOHNSONV'LE 
MCCLURE,  WALLACE  JOF,  WAVERLY 
NAGY,  HU8A,  FRANKLIN 
NAGY,  LOIS,  FRANKLIN 
SKELTON,  M ANGELA,  WAVEkLY 
STEPHENS,  JOS  WM,  WAVERLY 
WALKER,  ARTHUR  WINFREY,  WAVERLY 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

AGEE,  OLIVER  KING,  MARYVILLE 
AHN,  KYUNG  M,  MARYVILLE 
AKIN,  HOBART  £,  MARYVILLE 
BEARD,  MARVIN  ROBISON,  MARYVILLE 
BELL,  W KEN,  MARYVILLE 
BLANKS,  BILLY  HARRCLL,  MARYVILLE 
BOLLINGER  JR,  JOHN  A,  MARYVILLf 
BOwEN,  JOHN  H,  MARYVILLE 
BURKHART,  PATRICK  H,  MARYVILLE 
CALLAWAY  JR,  HENRY  A,  MARYVILLF 
CALLAWAY,  JAMES  MILLER,  MARYVILLE 
CHRISTOFF ERSON,  JAMES  W , MARYVILLF 
COWAN,  JOHN  DAVID,  MARYVILLE 
CROWDER,  CLAY  G.  MARYVILLF 

* CROWOER,  wM  C,  MARYVILLE 
CROwOER,  wM  WILSON,  MARYVILLE 
OtLASHMIT,  JAMES  RICHARD,  “ARYVILLF 
DORR,  DAVID  C,  KNOXVILLE 

OREYER,  RUSSELL  HARWELL,  ATLANTA,  GA 
ELLIN GTCN,  ERIC  PATRICK,  MARYVILLE 
ELLIOTT,  C DALE,  .MARYVILLE 
ELLIOTT,  wM  EARL,  MARYVILLE 
ELMORE,  OALE  B,  MARYVILLE 
EVANS,  SAMUEL  D,  MARYVILLE 
FARRA,  FRED  T,  MARYVILLE 
FINNEY  JR,  RAYMOND  A,  MARYVILLE 
FLICKINGER,  TED  LAWRENCE,  MARYVILLE 
GALLAGHER,  MICHAEL  P,  MARYVILLF 
GREEN,  BRUCE  UUINTON,  LOUISVILLE 
HARALSON  III,  R Ob T HATTON,  MARYVILLE 

* HARALSON  JR,  R OB T H,  MARYVILLE 
HATFIELD,  CHAS  NEWMAN,  MARYVILLE 
HAUN  JR,  LOUIS  EUGENE,  MARYVILLE 
HE  I NY , JEROME  JAMES,  "ARYVILLE 
HENDERSON  JR,  JOS  S,  ALCOA 

* HENRY,  JAMES  SPENCER,  ALCOA 
HOFFMANN,  PAUL  wILFRIEO,  MARYVILLE 
HOLDER,  JAMES  THOS,  MARYVILLE 
HOLMES,  GREGORY  M,  MARYVILLE 
HOWARD,  CECIL  B,  MARYVILLE 
HUFFMAN,  JOHN  RAYMOND,  MARYVILLE 
INGRAM  III,  JOHN  JACKSON,  MARYVILLE 
ISBELL  JR,  HOMER  L,  MARYVILLE 
JARVIS,  S CRAIG,  MARYVILLE 
JENKINS,  BAS  I A IRENE  M,  KNOXVILLE 
KAMPERMAN,  COLIN  LEE,  ALCOA 
KIEFER,  STEPHEN  K,  MARYVILLE 
KINTNER,  ELGIN  P,  MARYVILLE 

* LAMBETH,  S AML  S,  MARYVILLE 
LAUGHMILLER,  ROY  W,  MARYVILLE 
LENTZ,  JULIAN  C,  FAYETTEVILLE,  NC 
LEYEN,  R08T  F,  ROCKFORD 

LUCAS,  MELINDA  ANN,  MARYVILLE 
MANORELL,  JOE  THOS,  ALCOA 

* MANNING,  JOHN  FRANKLIN,  MARYVILLE 
MARMON,  KENNETH  WALDO,  MARYVILLE 
MAYBERRY,  ALTON  RAY,  MARYVILLE 


MCAM1S,  JOHN  CARL,  "ARYVILLE 
MCCALL,  BENNY  GORDON,  MARYVILLF 
MCCROSKEY,  OAVIO  L,  MARYVILLE 
MCKINNCN  JR,  NORMAN  A,  “ARYVILLE 
MILLARD,  JAMES  HENRY,  “ARYVILLE 
MOORE,  WILLIAM  R,  MARYVILLE 
“YNATT,  RICHARD  J.  TOWNSEND 
MYNATT,  ROBT  D,  “ARYVILLE 
NtLSON,  HENRY  SPERRY,  KNOXVILLE 
PERSHING,  STEPHEN  0,  MARYVILLf 
PETERSON,  MARVIN  DEAN,  MARYVILLE 

* PHELAN,  JACK  STANISLAUS,  “ARYVILlF 
PITTENGfR.  JOHN,  “ARYVILLE 
PROFFITT,  JAMES  NICHOLAS.  “ARYVILLE 
PROFFITT,  ROBT  DAVID,  “ARYVILLF 

* RA“SEY,  BAINARD  PERCY,  MARYVILLE 
RAPER,  CHAS  ALLEN.  “ARYVILLE 
RICCIAROI,  JAMFS  EDWARD,  “ARYVILLF 
ROBERTS  JR,  JACK  T,  "ARYVILLE 
k0"ANS , ALLAN,  MARYVILLE 
SEATON,  ROBERT  W,  “ARYVILLE 
SIMPSON  JR,  OSCAR  L.  MARYVILLF 
S'ALLFY  JR,  J BRYAN,  “ARYVILLE 
S“UCKLEO,  ALAN  LEE.  MARYVILLE 
SUMMERVILLE  JK,  LEWIS  C.  "ARYVILLE 
THURSTON,  TIMOTHY  w",  "ARYVILLC 
TOL HURST , GEORGE  E,  MARYVILLE 
VANDEkCRIEF,  HARRIS  T,  “ARYVILLE 
WEATHER9FE  » TAYLOR  CARSON,  MARYVILLE 
WEBB,  JOHN  V,  “ARYVILLF 

WHITE,  PICHAPO  H,  MARYVILLf 
YAOBOROUGh,  JOHN  A,  MARYVILLE 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

ALDRICH.  wM  T,  CLEVELAND 
ALLEN,  ROBT  LEWIS,  CLEVELAND 
APPLING,  JOHN  MORGAN,  CLEVFLANn 
ARNOLD  JR,  CHAS  w“,  CLEVELAND 
BARON,  R 1 CHAR  J JAMFS.  BENTON 
BATCHELOR,  "ARVIN  R,  CLEVELAND 
BEASLEY,  ROBERT  ALAN,  CLEVELAND 
BOWERS,  wILLlA"  D,  CLEVELAND 
BRYAN,  JOHN  MILTON,  CLEVELAND 
BYERS,  GLEN  MARSH,  CLEVELAND 
B Z I R , PETER,  CLEVELAND 
CHAFFIN,  OAVIO  C,  CLEVELAND 
CHA-3ERS,  JOHN  WAlLACE,  CLEVELAND 
CHASTAIN  JR,  CHAL“FP,  CLEVELAND 
CHASTAIN,  ALLAN  CHALMER.  CLEVELAND 
CUFER,  R Ob  T HARRISON,  CLEVELAND 
CULEMAN,  RONALD  S,  CLEVELAND 
COLLINS,  LARRY  C,  CLEVELAND 
OEVANE,  JO  LEE,  CLEVELAND 
DUNCAN,  EDDIE  NORkIS,  CLEVELAND 
GIBSON,  DONALD  BAKER,  CLEVELAND 
GOLDMAN,  MAURICE  SA“L,  CLEVELAND 
HAMBY,  OONALO  LYNN,  CLEVELAND 
HAMILTON,  HOWARD  KEN,  CLEVELAND 
HARTING,  DON  C,  CLEVELAND 
HUGHES,  CHAS  KlCHAPO,  CLEVELAND 
JOHNSON  JR,  WM  FRANK,  CLEVELAND 
JOHNSON,  w“  w,  CLEVELAND 
JONES  JR,  FRANK  KELLEY,  CLEVELANU 
K I “ , STEVEN,  CLEVELAND 
KI“BALL,  CECIL  HARRY,  CLEVELAND 
KYLE  JR,  CLYDE  A,  CLEVELAND 
LEE.  w"  REECE,  COPPERHILL 
LOWE,  JAMES  CECIL.  CLEVELAND 
MCNULTY,  JOHN  STEPHEN,  CLEVELAND 
MITCHELL,  HAYS,  CLFVELAND 
MONNIG,  JACK  ANTHONY,  CLEVELAND 
MOSKOKITZ,  DAVID  L.  CLEVELAND 
MURPHY,  JOHN  ALLEN.  CLEVELAND 
MUTHS.  FREDERICK  A,  CLEVELAND 
NEWTON,  NICHOLAS.  CLEVELAND 
OZAWA,  TAKESHI,  CLEVELAND 
PIERCE,  E HARRIS,  CLEVELAND 
POWELL,  JOHN  MANLEY,  CLEVELAND 
PROFFITT,  WM  I,  CLEVELAND 
ROBINSON,  OONALO  EDWIN,  CLEVELAND 
ROGNFSS,  JOHN  A,  CLEVELAND 
ROMA  I NE , CHAS  BOYD,  CLEVELAND 
SCRUGGS,  FENTON  LEE,  CLEVELAND 

* SMITH,  WM  R,  HILTON  HE  AO  IS,  SC 

* STANBERY,  WM  CECIL,  CLEVELAND 
STANDRIOGE,  JOHN  9,  CLEVELAND 
SWART  JR,  EDWIN  GIFFORD,  CLEVELAND 
TAYLOR,  OWEN  C,  CLEVELAND 
THURMAN,  JAMES  ROBT,  CLEVELAND 
VANCE,  DANIEL  8,  CLEVELAND 
VARNELL,  GILBERT  A 9EL , CLEVELAND 
YOUNGER,  CLYDE  P,  CLEVELAND 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

ALDERSON,  CHAS  MALCOLM,  PARSONS 

ANAND,  VEENA,  HOHENWALP 


ANAND,  VIkENDE*,  HUHcNwALO 
AVfPfTT , STEPHEN  L.  LlNOEN 
BLENDER,  w I Ll I A “ , LINDEN 
COLF'AN,  ROBT  M,  DICKSON 
ELROD,  PARKER  0AV1D,  CENTERVILLE 
FOSSES,  JEFFREY  CARL,  CEnTEkvILLc 
GUNTHER,  ANOREE-FLLEN,  CENTERVILLE 
HQLLACAY,  BERTIE  L.  CENTERVILLE 
MCGEE,  REBECCA  C.  CENTERVILLE 
REDDY,  RAWESH  K,  DECATURVILLE 
TURNER  JR,  GOROON  H,  LINDEN 


CAMPBELL  COUNTY  MEDICAL  SOCIETY 

ArtFLL , LOkA  MARIE,  LAFOLLFTTP 

BREWER,  JOHN  c,  OKF "US • “I 

BUPRELL,  JOHN  S,  LAKE  CITY 

CLINE  JR,  ELIJAH  GRADY,  LA  FCLL  E T T“ 

COHEN,  THOS  LtONARD,  LA  FOLLETTE 

CRUTCHFIELD,  JA-ES  DONALD,  LA  F DLL  F T TE 

DAY,  GFD  LOUIS,  HARROGATE 

FARRIS,  JAMES  CLARENCE,  LA  FULLfTTE 

GILES,  JAMES  w,  LAFOLLFTTf 

HALL  III,  RONALD  DAtfER,  LAFOLLETTE 

HAPTMAN,  kONALP  0,  JELLICO 

PRATER,  CHAS  ALVIN,  JELLICO 

PRVSE,  JGhN  C,  lA  FfjLLETTE 

SEARGEANT  JR,  LEE  JESS,  LA  FuLLETTE 

THOMPSON,  GEO  STANLEY,  HARROGATE 

wALKER,  JESSt  LEt.  JELLICO 

wILKENS.  CHAS  HENRY,  JELLICO 

wOOO , BURGIN  HENRY,  LA  EULLETTF 

WUOOALL , PATwIClA  A,  LAFOLLETTE 


CARTER  COUNTY  MEDICAL  SOCIETY 

ARCHIE,  DAVID  S,  ELIZABETHTON 
B4SSAL,  AlY  a,  ELI ZABFTHTON 
BLACKMON  JR,  ROYCE  c , L A " A R , SC 
BRONSON,  S MARTIN,  ELIZAPFThTON 
« BUCHER.  RICHARD,  FLIZAHtTHTON 
BU  E I K , NICHOLAS  P,  ELIZABETHTON 
CHAMBERS.  GARY  R,  FLIZArtETHTUN 
CRUZ  JR,  T E ODOR  ICO  P,  ELIZABETHTON 
DAVIS,  FLOYD,  BLOWING  ROCK,  NC 
DE“OYA,  JOSE  DIONISID,  ELIZABETHTON 
GALLAHFR,  RICHARO  GRANT,  ELIZABETHTON 
GALLOWAY,  RICHARD  EUGENE,  ELIZABETHTON 
GASTINEAU.  JERRY  L E F , ELIZABETHTON 
HOPLANO,  ARNOLD  J,  ELIZABETHTON 
LAUG,  OFNNIS  G.  ELIZABETHTON 
MARTIN  JR,  RICARDO  S,  ELIZABETHTON 
MAY,  FLOYD  E,  ELIZABETHTON 
“AY,  W JOYCE,  ELIZABETHTON 
MULLINS,  JOHN  RICHARO,  ELIZABETHTON 
• PEARSCN,  ELMER  TYLER,  ELIZABETHTON 
PERRY,  EDGAR  tOGE.NE,  ELIZABETHTON 
SLAGLE,  DAVID  J,  ELIZABETHTON 

taylor,  TtOFORO  steve,  elizabethton 

WALTER,  ROBERT  E,  ELIZABETHTON 
WELLS,  CHARLES  J,  ELIZABETHTON 


CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

ABRAMSON,  JEROME  H,  CHATTANOOGA 
AD  AMS  JR,  JESSE  EARL.  CHATTANOOGA 
ADAMS  JR,  JOHN  w,  CHATTANOOGA 
ADCOCK,  CHARLES  K,  SO  PITTSBUOG 
AIKEN,  W"  PRIGMORE,  CHATTANOOGA 
AKIN,  EDGAR  OANL,  CHATTANOOGA 
ALBRITTON,  JOHN  THOS,  CHATTANOOGA 
AL I S AGO , HILDA  NAVERA,  CHATTANOOGA 
ALLEN,  BILLY  JASON,  CHATTANOOGA 
ALLEN,  GEORGE  F,  CHATTANOOGA 
ALPER,  CHAS  H,  CHATTANOOGA 

♦ ANDERSON,  HARRY  S,  CHATTANOOGA 
ANDERSON,  STEVEN  R,  CHATTANOOGA 

♦ ARMSTRONG,  JONATHAN  J,  LOOKOUT  MTN 
ARNOLO,  COLEMAN  LEE,  CHATTANOOGA 
ARNOLD,  IRA  L,  CHATTANOOGA 
ATKINSON,  JOS  SPROTT,  CHATTANOOGA 
AVERY,  JOEL  EUGENE,  CHATTANOOGA 

♦ BALLARO  JR,  FREO  B,  CHATTANOOGA 
BANKS  JR,  WOOORUFF  A,  CHATTANOOGA 
BANKS,  S A ML  LOUIS,  CHATTANOOGA 
BARD,  RALPH  MICHAEL.  CHATTANOOGA 
BAREDOY , VENKATA  R R,  CHATTOONOOGA 
BARNES,  DAVID  R.,  CHATTANOOGA 
BARNETT  III,  ROBERT  M,  CHATTANOOGA 
8ARNETT , FRANCES  H,  WHITwELL 
BAUTISTA,  JUANCHO  C.  CHATTANOOGA 
BEAHM,  THOMAS  M,  CHATTANOOGA 
BECHARO,  DOUGLAS  L,  CHATTANOOGA 
BENDER,  JOEL  REEO.  HOUSTON,  TX 
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aERGLUNO,  ROBERT  K,  CHATT  ANOOCA 
BERRY,  WM  BARTON,  CHATTANOOGA 
BESE«ANN,  E9ERHARO  FRANZ,  CHATT  A NO  DG  A 
BINDER,  SAHL  S.  CHATTANOOGA 

♦ BISHOP,  wM  RUSSELL,  CHATTANOOGA 
BLAKE,  CHAS  ALAN,  CHATTANOOGA 
BLOUNT  JR,  HENRY  C,  CHATTANOOGA 
BOATWRIGHT,  CATHERINE  A,  CHATTANOOGA 
BOATWRIGHT,  ROOT  W,  HIXSON 

BOAZ  JO,  LONNIE  ROY,  CHATTANOOGA 
BOEHM*  PETER  ERIC,  CHATTANOOGA 

* BOEHM,  WALTER  EOWARO,  CHATTANOOGA 
BOEHM,  WALTER  MICHAEL,  CHATTANOOGA 
BOISER,  ANITA  NAORIA,  CHATTANOOGA 
80ISER,  ARISTIDES  L,  CHATTANOOGA 
BOLINGER,  JOHN  MCC  ALL  IE,  CHATTANOOGA 
BONDER,  MICHAEL  IAN,  CHATTANOOGA 
BOwOEN  JR,  HAkVEY  0,  CHATTANOOGA 
BOWERS  JR,  JcNlSUN  0,  CHATTANOOGA 
BOWERS,  R09T  EUGENE.  CHATTANOOGA 
BOXELL,  JOHN  FREOERICK,  CHATTANOOGA 
8RACKETT,  wM  DAVID,  CHATTANOOGA 

brawner.  shelby  r,  Chattanooga 

» 3RANNEN,  FRANK  S,  CHATTANOOGA 

BRENER  JR,  JOEL  i_EWIS,  CHATTANOOGA 
BRICE,  CHARLES  TERRY,  CHATTANOOGA 
BR  I **  I , JOHN  riE  N J , CHATTANOOGA 
3R0A0ST0NE,  PAUL  A,  CHATTANOOGA 
BROOKS  III,  THOMAS  J,  CHATTANOOGA 
3R00KSBANK,  RONALD  C.  CHATTANOOGA 
BROWN,  HUGH  P,  CHATTANOOGA 
BROWN,  NEIL  CHAS,  CHATTANrOGA 
BUCHANAN  JR,  THOS  r.  CHATTANOOGA 
BUCHNER  III,  EOWARD  F,  CHATTANOOGA 
BUCHNER,  XX  FRANCIS,  CHATTANOOGA 
BULLARD,  ARCB  H,  CHATTANOOGA 

♦ BURKE,  JOHN  ARTHUR,  HILTON  HEAD  ISL,  SC 
BURNS,  RANOEL  PHILLIP,  CHATTANOOGA 
BUTTRAW  Jk , WM  R,  CHATTANOOGA 
3UTTRA",  THOS  LATHA*.  CHATTANOOGA 

Caine  jr,  Winston  p,  Chattanooga 

CALDwELL.  GARY  BLAINE,  CHATTANOOGA 
» CALDwELL.  JAMES  L,  LOOKOUT  “TN 

CALHOUN  JR,  CALVIN  LEE,  CHATTANOOGA 
CALLAHAN,  ROBERT  B,  CHATTANOOGA 
CAWPBELL,  OONALJ  ROSS,  CHATTANOOGA 
CA "PBELL . WILLIAM  O’NEAL,  CHATTANOOGA 
CANNON,  DON  ALLEN,  CHATTANOOGA 

• CANNON,  GEU  MARSHALL.  SIGNAL  “OUNTAIN 

* canon,  'aurice  a,  Chattanooga 

CARROLL,  RAMON  LEONARD,  CHATTANOOGA 
CAUGHRAN,  BENNETT  W,  CHATTANOOGA 
CAUGHRAN,  OONALO  G,  CHATTANOOGA 
CH’IEN,  LAwREnCE  TIEN-TSO,  CHATTANOOGA 
CHAOWICK,  OAVIO  A I R E Y , CHATTANOOGA 
CMAM9E»LAIN  II,  morrow,  CHATTANOOGA 
CHANDRA,  CHANNAPPA,  HIXSON 

* CHASTAIN,  CLEO,  SAN  ANTONIO,  TX 
CHENG,  TIEN  H,  CHATTANOOGA 
CLARK,  C ROBT , LOOKOUT  w T N 
CLARK,  MUkRFLL  0,  CHATT ANOCGA 

cleaveland,  cliftjn  range,  Chattanooga 
CLEMENTS,  JOEL  3 E N J , CHATTANOOGA 
COOOINGTON,  ROBT  CHAS,  CHATTANOOGA 
COLLINS,  OAVIO  NEwTON,  CHATTANOOGA 
COLLINS,  JOHN  RICHARD.  CHATTANOOGA 

* COMBES,  FRANK  CHAS.  CHATTANOOGA 
CONN,  ERIC  HADLEY,  CHATTANOOGA 
COOK,  THOMAS  ANDREW,  CHATTANOOGA 
CORDEN,  BRIAN  J,  CHATTANOOGA 
COREY  JR,  JAMES  HICKS,  CHATTANOOGA 
COX,  GEO  EOWIN,  CHATTANOOGA 

COX,  JOHN  MICHAEL,  CHATTANOOGA 

cox,  sue  clakke,  Chattanooga 
CRAFT,  PHIL  OOUGLAS.  CHATTANOGGA 
CRAIG,  ROBERT  E LEE,  CHATTANOOGA 
CRANwELL.  JOHN  0,  CHATTANOOGA 

* CRANwELL,  THOS  G,  PIKEVILLE 
CRAWLEY  JR,  JAMES  F,  CHATTANOOGA 
CRAWLEY  JR,  wILLIAM  D,  ROSSVILLE,  GA 
CREECH,  ROBERT  H,  CHATTANOOGA 
CREEL  JR,  JAMES  HEATON,  CHATTANOOGA 
CROWELL,  JOHN  M,  CHATTANOOGA 

♦ CURREY,  JOE  T,  CHATTANOGGA 
CURREY,  THOS  WOODRUFF,  CHATTANOOGA 
CURTIS,  THOS  H,  CHATTANOOGA 
DAGHLIAN,  BEDROS  D.  HIXSON 
OAHRLING  II,  BRUCE  E,  CHATTANOOGA 
OANIELL,  MALCOLM  BUTLER,  CHATTANOOGA 
DAVIS  JR,  JAMES  PHILLIP,  CHATTANOOGA 
DAVIS,  JAMES  wILSON,  CHATTANOOGA 
OAVIS,  JIMMY  B,  CHATTANOOGA 

OAVIS,  LARRY  W,  CHATTANOOGA 
DE  RUITER,  PETER  LOUIS,  CHATTANOOGA 
DEMOS,  ROBT  G,  CHATTANOOGA 
OICKINSON,  ELIZABETH  B,  CHATTANOOGA 
DICKSON,  RICHARD  C,  CHATTANOOGA 
GOODS,  JOS  JAMES,  CHATTANOOGA 
DODSON,  DAVID  BRYAN,  CHATTANOOGA 
DOLAN,  PATRICK  F,  CHAPEL  HILL,  NC 

♦ DONALDSON,  RICHARD  B,  CHATTANOOGA 
DONALDSON,  RICHARD  WM,  CHATTANOOGA 
DOUGLAS,  MICHAEL,  CHATTANOOGA 

00 WELL , WM  CURTIS,  HIXSON 
OOWLEN,  STEVEN  H,  CHATTANOOGA 
DRAKE,  .JAMES  ROBT,  CHATTANOOGA 
ORESSLER,  STANLEY  JAY,  CHATTANOOGA 
ORUCKER,  OAVIO  HABER,  CHATTANOOGA 
OUFFY,  MARY  A,  CHATTANOOGA 
DUGAN,  PHILIP  JERALD,  CHATTANOOGA 
OUVOISIN,  PETER  .MARC,  CHATTANOOGA 
OWYER,  WM  KNOWLES,  CHATTANOOGA 


DYER  JR,  *"  CARL.  CHATTANOOGA 
E8ERLE,  DAVID  E.  CHATTANOOGA 
ELLIS,  JOHN  CLYDE,  CHATTANOOGA 
EL'ORE,  HORACE  L,  BRIDGEPORT,  AL 

elrod,  bruce  a,  ft  oglethorpe,  ga 
EyanS  JR,  henry  C.  SIGNAL  mountain 
EVANS,  JOHN  THOS.  CHATTANOOGA 
EYSSEN,  JAMES  EOWARO,  CHATTANOOGA 
FAIN  III,  GUY  F,  CHATTANOCGA 
FARR,  JGHN  F,  CHATTANOOGA 
FE IN6E  RG , EOwARO  3,  CHATTANOOGA 
FEINTUCH,  THEODORE  ARO,  CHATTANOOGA 
FEIST,  WILLIAM  E,  CHATTANOOGA 
FENNEWALD,  CLARENCE  L,  HIXSON 
FERNANOEZ  CRUZ.  PAZ  A,  CHATTANOOGA 

« FLETCHFR,  RICriARO  V,  CHATTANOOGA 

* FOLEY,  JAMES  "ITCHELL.  CHATTANOOGA 
FORD,  AUGUST  JS  C.  CHATTANOOGA 
FOWLER,  «M  R J B T , CHATTANOOGA 

* FRANCIS,  GUY  M,  CHATTANOOGA 
FRANK,  STUART  A-*FS,  CHATTANOOGA 
FRANKLIN,  JOHN  OAVIO,  CHATTANOOGA 
FRYE  JR,  AUGUSTUS  H,  CHATTANOOGA 
GALBRAITH,  JOHN  .NEIL,  CHATTANOOGA 
GAZALEH.  SHAwN,  CHATTANOOGA 
GEFTER,  JEFFREY  M,  CmATTANOOGA 
GtFTER,  "ONICA  AVIVA  LEHER,  HIXSON 
GIBSON  JR,  GEO  CLIVE,  CHATTANOOGA 

» GILES  JR,  ROBT  H,  SIGNAL  "OUNTAIn 
GILLEY,  EuwIN  WAYNE,  HIXSCN 
GINSeERG,  JOEL  FINE.  CHATTANOOGA 

« GLEFFE  JR,  RALPH  E,  OE  E R PARK,  Ca 
CLICK,  OAVID,  CHATTANOOGA 

» GOLLEY,  Dt  A N w,  VFNICE,  FL 
GOQDLAO,  JAMES  K , CHATTANOOGA 
GOODMAN,  “ICHAEL  wm.  ST.  PAUL,  "N 
GOTHARC,  AL  -ALTON,  CHATTANOOGA 
GRAEU9  Jk,  CnARLES  “AX,  HIXSON 
graham  in,  Frank  r,  Chattanooga 
GRAVES,  CHAS  G,  DUNLAP 
GRAVES,  JUS  rILBORN,  CHATTANOOGA 
GREEN,  WIlLIA«  ROY,  SOOOY 
GRFE»,  W"  C,  CHATTANOOGA 
GREGG  III,  FRED  m.  CHATTANOOGA 
GRIMSLEY,  “A<<  S.  CHATTANOOGA 
GRISSOM,  WALLACE  DOYLE,  CHATTANOOGA 
HACKWORTH  JR,  JOHN  RI8LE,  SOUTH  PITTSBURG 
HAGOOO  JR,  SORT  3.  CHATTANOOGA 

hall,  OAVID  parks,  Chattanooga 

HAR“OCK,  MARY  CANNON,  CHATTANOOGA 
HA“PTON  III,  FOSTER  T,  CHATTANOOGA 
HAREN,  VINCENT  JA“SS.  CHATTANOOGA 
HARNS9ERGER,  BEnJ  OANL,  CHATTANOOGA 
HARRIS,  CHARLES  D.  "IXS'JN 

* HARRISON,  ELLIOTT  F,  VENICE,  EL 
HARVEY,  HAThAwAY  K,  CHATTANUOGA 
HASKINS,  DREwRY  EDGAR,  RINGGOLD,  GA 
HAVRON  JR,  WILLIAM  S,  CHATTANOOGA 
HAVRON,  JA  “E  S BLACK'AN,  SOUTH  PITTSBUCG 
HAWKINS,  CHAS  W,  CHATTANOOGA 
HAWKINS,  J HENRY,  CHATTANOOGA 
HAWKINS.  PAUL  EDISON,  HIXSCN 
HAWKINS,  STEPHEN  S,  CHATTANOOGA 

HAYES  JR,  CAULEY  wILBUR.  CHATTANOOGA 

« HAYES,  JAMES  MARTIN,  AIR  FORCF 
HAYES,  THOMAS  E,  fT  OGLETHORPE,  GA 
HEADRICK  JR,  w“  L.  SOUTH  PITTSBURG 
HEADRICK,  JAMES  R,  CHATT  ANCOG  A 
HEDDEN,  JAMES  W,  CHATTANOOGA 

* HELLMANN  SR,  RD°ERT  S,  CHATTANOOGA 

« HENNING,  HAROLD  BcRGER,  CHATTANOOGA 

* HENRIKSEN,  JENS  OAVIO.  COLLEGFDALt 
HENRY,  WARREN  R,  CHATTANOOGA 
HEYWCOD  III,  HUMPHREY  8,  CHATTANOOGA 

* HICKEY,  HU"ER  OAVIO,  CHATTANOOGA 
HIGHTSHUE,  OAVIO  CLAYTON,  CHATTANOOGA 
HILDEBRAND,  MICHAEL  E,  CHATTANOOGA 
HIXSON,  JACK  00  A< , CHATTANOOGA 
H08ACK  JR,  JAMES  WILLIAM,  CHATTANOOGA 
HODNETT,  CARY  G,  CHATTANOOGA 
HOF"EISTER,  RICHARD  G,  CHATTANOOGA 
HOLLIDAY  JR,  POPE  B,  CHATTANOOGA 
HONG.  MOON  WrIA,  CHATTANOOGA 

* HOOPER,  CHAS  MC  OQWELL,  CHATTANOOGA 
HOPPE,  RUDOLPH  AUGUST,  CHATTANOOGA 
HOPPER,  RICHARO  E,  CHATTANOOGA 

* HOUSE,  JOHN  0,  CHATTANOOGA 
HOWICK  JR,  JOHN  R,  CHATTANOOGA 
HUA,  VIN-PAUL,  PAL"ER 
HUGHES,  ALAN  0,  CHATTANOOGA 
HUGHES,  CHARLES  P,  CHATTANOOGA 
HUNT,  NOEL  CLARENCE,  CHATTANOOGA 
HUTCHERSON,  WM  POWELL,  CHATTANOOGA 

* HYATT,  HERSCHEL  H,  COPPERHILL 
INGRAM,  DALE  C,  CHATTANOOGA 

* ISBELL,  0,  CHATTANOOGA 
JAMES,  DABNEY,  CHATTANOOGA 
JAMES,  DEWITT  B,  CHATTANOOGA 
JENKINS  JK,  OLIVER  W,  CHATTANOOGA 
JENSEN,  ROBT  LLOYO,  COLLEGEDALE 
JEONG,  YUNE  GILL,  CHATTANOOGA 
JOHNSON  JR,  J PAUL,  CHATTANOOGA 

* JOHNSON  JR,  JOS  WILSON,  LOOKOUT  MTN 
JOHNSON,  EOWARO  DOWNEY,  SALE  CREEK 
JONES,  GEkALD  ISOM,  CHATTANOOGA 

* JONES,  HARRY  E,  HILTON  HEAD,  SC 
JONES,  ROGER  C,  OGLETHORPE,  GA 
JONES,  RUSSELL  A,  CHATTANOOGA 
JORDAN,  CASSELL  AMANDA,  CHATTANOOGA 
KADRIE.  HYTHAM  A1_  I , CHATTANOOGA 
KAPLAN,  HYMAN  M,  CHATTANOOGA 
KATO.  YUTAKA,  CHATTANOOGA 


KELLEY,  PATRICK  ALAN,  CHATTANOOGA 
KENNEDY,  CHARLES  OAVIO,  CHATTANOOGA 
KENNEDY,  JOHN  HENRY,  HIXSCN 

* KILLEFFER,  JuHN  JACOB,  CHATTANOOGA 

kim,  wayne  y,  Chattanooga 
kimsey,  chas  *,  Chattanooga 

KING  JR,  WALTER  HUGHEY,  CHATTANOOGA 
KIRBY,  CHARLES  A,  CHATTANOOGA 
KIRK,  OURWOOO  L.  CHATTANOCGA 

* KISTLER,  GENE  HAVILANO,  SIGNAL  MOUNTAIN 
KOSANUVICH,  MICHAEL,  CHATTANOOGA 
KkAUSE , RICHAkO  ALAN,  CHATTANOOGA 
KRUEGER,  SYLVIA  LYNNE,  CHATTANOOGA 
KUCHLER,  LINTON  LOUIS,  CHATTANOOGA 
KUNOA,  SAR“a  r,  CHATTANOOGA 

KUTZNfc'R,  wALDE“AR,  COLLEGEOALE 
KUZUCU,  ETHEM  YILOIRIM,  CHATTANOGGA 
LABRADOR  JR,  DANIEL  P,  CHATTANOOGA 
LABRADOR,  IRENE  J,  CHATTANOOGA 

* L4N0RY,  RUOOLPH  MATAS,  LOOKOUT  “TN 

* LANGSTON,  manly  FROST,  SIGNAL  “OUNTAIn 

LANSFORO  JR,  FREOERICK  0,  CHATTANOOGA 
LARAMOKF,  JOHN  WADE,  CHATTANOOGA 
LASKY,  RICHARO  SA“L.  CHATTANOOGA 
LASSITER,  LAwRENCc  H,  CHATTANOOGA 
LAVECCHIA  JR,  JOS  V,  CHATTANOOGA 
LAWRENCE  JR,  HARPY  CHATTANOOGA 

LAwwlLL  JR,  STEWART,  CHATTANOOGA 
LAYNE,  J T,  COPPERHILL 

LEWIS  II,  JAY  FREDERICK.  CHATTANOOGA 
LEWIS,  ALLEN  DAVID,  SIGNAL  MOUNTAIN 
LITTELL  III,  LESTcR  F,  CHATTANOOGA 
LITTELL  JK,  LESTER  F,  OAYTCN 
LIU,  CHUNG  YUtN.  CHATTANOGGA 

» LIVINGSTON,  PHILIP  H,  CHATTANOOGA 

LODGE— SHERWOOD,  ELIZABETH,  CHATTANOOGA 

long,  i ® a morris,  Chattanooga 

LOVE,  MICHAEL  ALLAN,  CHATTANOOGA 

RARE,  ROBT  E,  CHATTANOOGA 

MAC  GUIRE  JR,  WM  B,  CHATTANOOGA 

MAC  NAUGHTCN  JR.  OAVID  V,  CHATTANOOGA 

MACKLLR,  DONALO  F,  CHATTANOOGA 

“ ALOON  A 00,  LUIS  CONZAlC,  SIGNAL  “OUNTAIN 

MARSH,  CLAwENCE  BRUCE,  CHATTANOOGA 

* marsh,  WM  HOLLISTER,  CHATTANOOGA 
MARTIN  JR,  ROBERT  L.  CHATTANOOGA 
MASSOUO,  HOSSEIN,  CHATTANOOGA 
MATTHEWS,  WILLIAM  POwIN,  CHATTANOOGA 

» “CCALL , C JOP  E < H.  CmATTANOOGA 
“CCALLIE,  OAVID  P,  CHATTANOOGA 

« MCCRAVEY,  AUGUSTUS,  CHATTANOOGA 

MCDONALD  JR,  CHARLES  0,  CHATTANOOGA 
“COOUGAL,  JOHN  SMALL,  CHATTANOOGA 
“COO* , PRESTON  COCKE,  CHATTANOOGA 
MCELROY,  GEORGE  R,  CHATTANOOGA 
MCCAULEY  JR,  JOHN  R,  CHATTANOOGA 
MCGRAw  JR,  RALPH,  CHATTANOOGA 
“C GU IRE,  SUSAN  KAY,  CHATTANOOGA 
MCINTCSH,  EOEL  F,  CHATTANOGGA 
MCKINNEY,  JA“£S  fc,  CHATTANOOGA 
MCLEAN,  GEORGE  WALLACE,  CHATTANOOGA 
MC“ ILLAN,  JA“ES  GORDON,  JAS°ER 
MCNEILL,  THOMAS  PINCKNEY,  CHATTANOOGA 
MERCADO,  AVELINO  VELASCO,  CHATTANOOGA 
“ERCADO,  ELIA9ETH  B,  CHATTANOOGA 
MEREDITH,  GARY  EUGENE , CHATTANOOGA 
MICHELSON,  “ARIE  LOUISE.  CHATTANOOGA 
MILLER,  FRANK  J,  CHATTANOOGA 

* MILLER,  IRVIN  S,  ALEXANDRIA,  VA 

MILLER,  PHYLLIS  A ED. ARDS,  HIXSON 

MILLER,  ROBT  T,  CHATTANOOGA 
MILLER,  THOMAS  ° , CHATTANOOGA 
MILLS,  DON  GILBERT.  CHATTANOOGA 
MITCHELL  JR,  JERRY  WAYNE,  CHATTANOOGA 
MITCHELL,  ALLEN  M,  CHATTANOOGA 
MOLLOY,  RONALD  LYNN,  CHATTANOOGA 
MONROE,  THOS  C,  CHATTANOOGA 

* MOORE,  HIRAM  BEENE.  SOUTH  PITTSBURG 

MORGAN,  JOHN  RONALD,  CHATTANOOGA 
MORGAN,  RUFUS  S,  CHATTANOOGA 

MORROW  III,  SANFORD  H,  CHATTANOOGA 
MOSES,  THOMAS  EOwARO,  HIXSON 

MOSS,  WM  JOEL,  CHATTANOOGA 
MOTTO,  JOSEPH  A,  CHATTANOOGA 
MULLADY  III,  THOMAS  F,  CHATTANOOGA 

* MURPHEY  JR,  FAY  B.  CHATTANOOGA 
MURRAY,  R S"ITH,  CHATTANOOGA 
MYFRS  SR,  ROBERT  w,  CHATTANOOGA 

» NATHAN,  MARVIN  MYER,  CHATTANOOGA 
NELSON,  M OWENS,  CHATTANOOGA 
NELSON,  MERRILL  FREDERICK,  HIXSON 
NELSON,  ROGER  T,  WILDWOOD,  GA 

* NEUFELD,  RAYMOND  D.  SOUTH  AMERICA 

* NEWELL  JR,  EOWARO  THOS,  CHATTANOOGA 
NIPP,  RALPH  ELGIN,  CHATTANOOGA 
NOONAN,  OAVIO  V,  CHATTANOOGA 
NORTON,  BARRY  PARKER,  CHATTANOOGA 
O’NEAL,  DAVID  MEDFORD,  CHATTANOOGA 
OOOM,  ALAN  C,  CHATTANOOGA 

* OSMUNOSEN,  ROBT  N,  SIGNAL  MOUNTAIN 

Owens,  Arthur  Melbourne,  ounlap 
PALLAS,  WM  CHAS,  CHATTANOOGA 
PARK,  IH  KOO,  FT  OGLETHORPE,  GA 
PARK,  JUNG  TAE,  WHITWELL 
PARKHURST,  WALTER • 0 , CHATTANOOGA 

* PATTERSON,  ROBT  L,  CHATTANOOGA 
PATY  JR,  JOHN  GARLAND,  CHATTANOOGA 
PAYNE,  STANLEY  ROSS,  CHATTANOOGA 
PEARSON-SHAVER,  ANTHONY  L,  CHATTANOOGA 
PEREZ,  MARTIN  ALLEN,  CHATTANOOGA 
PERKINS,  THORNTON  OELOS,  CHATTANOOGA 
PERRIN,  MILLARO  FOY,  CHATTANOOGA 
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PETERSON  JR,  WALTER  A,  CHATTANOOGA 
PETTY,  WESLEY  GLENN,  CHATTANOOGA 
PHILLIPS,  MICHAEL  0,  CHATTANOOGA 
PHLEGAR,  ROBERT  F,  CHATTANOOGA 
PICKETT,  JANES  CLARKE,  CHATTANOOGA 
POLLOCK,  PHILLIP  GARY,  CHATTANOOGA 
PORTERA,  CHARLIE  ANTHONY,  CHATTANOOGA 
POTDAR,  AN ILKUMAR  S,  CHATTANOOGA 
PRICE,  WM  HOUSTON,  CHATTANOOGA 
PUCKETT  III,  WALTER,  CHATTANOOGA 
QUILLIAN,  JESSE  0,  CHATTANOOGA 
GUILLIAN,  JOE  ANNE,  CHATTANOOGA 
QUINN,  JAMES  GILBERT,  CHATTANOOGA 
RAMSAY,  GEORGE  CRAIG,  SOUTH  PITTSBURG 
RAMSEY,  JAMES  0,  CHATTANOOGA 
RAMSEY,  MILLARD  WRAY,  CHATTANOOGA 

Rawlings  jr,  maurice  s,  chattanojga 

RAWLINGS  SR,  MAURICE  S,  CHATTANOOGA 
RAY,  CHAS  JACKSON,  CHATTANOOGA 
REOOY,  SUOHAKAR  K,  CHATTANOOGA 
REYNOLDS,  JAMES  EUGENE,  CHATTANOOGA 
REYNOLDS,  JOHN  ROBT,  CHATTANOOGA 
RHOTON,  ALEXANDER,  CHATTANOOGA 
RICH,  JOHN  STEPHEN,  CHATTANOOGA 
RICHMOND  JR,  JAMES  P,  ChATTANOOGA 
RICHMOND,  KENNETH  C,  CHATTANOOGA 
RISSLING,  DELORIS  E,  CHATTANOOGA 
RITTENBERRY  JR,  ANDREW  P,  CHATTANOOGA 
ROBERTS  JR,  GILBERT  M,  BOCA  RATON,  FL 
RODGERS,  JAMES  JACOB,  DAYTON 
ROGERS,  ALFREO  PERKINS,  CHATTANOUGA 
ROWE,  WM  EDWARD,  CHATTANOOGA 
ROWELL,  ESP.EXANZA  A,  CHATTANOOGA 
ROYAL,  JAMES  RICHARO,  CHATTANOOGA 
RUFFNER  JR,  B wINFRFD,  CHATTANOOGA 
RUSSELL,  DON  JERE,  CHATTANOOGA 
RUSSELL,  WM  LEE,  CHATTANOOGA 
RYAN,  EUGENE  MONTFORD,  SOUTH  PITTSBURG 
SANTOS,  BE  N J G,  CHATTANOOGA 
SCHEINBERG,  MARTY,  CHATTANOOGA 
SCHHITS,  G MICHAEL,  CHATTANOOGA 
SCHWARTZ,  HAROLD  ALAN,  CHATTANOOGA 
SCOTT  JR,  EDGAR  LEONARD,  CHATTANOOGA 
SEAL,  MOLLY  ELAINE  ROGERS,  CHATTANOOGA 
SE  ITERS  JR,  GEORGE  Z,  CHATTANOOGA 
SELZER,  JERROLD  LEE,  CHATTANOOGA 
SEMAN,  CHARLES  FREOFR ICK,  CHATTANOOGA 
SENDELE,  DEBORAH  0,  CHATTANOOGA 
SENOELE,  ROBERT  L,  CHATTANOOGA 
SHAW,  CLARENCE,  CHATTANOOGA 
SHELDON,  JOHN  P,  SIGNAL  MOUNTAIN 
SHELTON,  GEO  WASHINGTON,  CHATTANOOGA 
SHENOUDA,  AOEL  NEMR,  CHATTANOOGA 
SHERIDAN,  WM  JOS,  CHATTANOOGA 
SHERRELL,  JAMES  wM,  CHATTANOOGA 
SHERRILL,  LEROY,  CHATTANOOGA 
SHUCK  III,  EDWIN  H,  CHATTANOOGA 
SHUCK  JR,  EDWIN  H»  CHATTANOOGA 
SHULL,  JOHN  A,  CHATTANOOGA 
SIENKNECHT*  CHAS  WILLSON,  ChATTANOOGA 
SISKO,  FRANK  E,  CHATTANOOGA 
SIVILS,  GEO  LETE,  ChATTANOOGA 
SMILEY,  FRANCIS  J,  FT  OGLETHORPE,  GA 
SMITH  III,  ARCHIBALD  Y,  SIGNAL  MOUNTAIN 
SMITH  JR,  MOORE  JACKSON,  CHATTANOOGA 
SMITH,  STEVEN  ALLAN,  CHATTANOOGA 
SMITH,  STEWART  PHILLIP,  CHATTANOOGA 
SNYOER  JR,  PAUL  tOGAR,  CHATTANOOGA 
SOTERES,  PETE  SPIROS,  CHATTANOOGA 
SOTTONG,  PHILIPP  CURTIS,  SIGNAL  MOUNTAIN 
SPALDING,  ROBT  TUCKER,  CHATTANOOGA 
SPAULOING  JR,  JAMES  H,  SIGNAL  “OUNT  A [ N 
STAFFORO,  FLORENCE  E,  CHATTANOOGA 
STAHL,  NORMAN  LEE,  CHATTANOOGA 
STANKO,  JAMES  A,  CHATTANOOGA 
STAPPENBECK,  RICHARD  E,  CHATTANOOGA 
STARR,  HAROLD  JONES,  CHATTANOOGA 
ST^IN,  CHARLES  I,  HIXSON 
STEM,  WM  ALLISON,  CHATTANOOGA 
STERNBEPGH  JR,  W CHAS  A,  CHATTANOOGA 
STICKLEY,  JOS  HARO  IN,  CHATTANOOGA 
STOHLER,  DENNIS  L,  CHATTANOOGA 
STONE,  HARRY  ALFRED,  CHATTANOOGA 
STONE,  LARRY  OUMAS,  CHATTANOOGA 
STONEBURNER,  WESLEY  H,  CHATTANOOGA 
STRAIT,  TIMOTHY  A,  CHATTANOOGA 
STRICKLAND  JR,  JOHN  E,  CHATTANOOGA 
STRIKER,  WM  KENOALL,  CHATTANOOGA 
STROUO,  MARY  E THOMPSON,  CHATTANOOGA 
SUGGS  III,  CHARLES  L,  CHATTANOOGA 
SUGGS  JR,  CHAS  L,  CHATTANOOGA 
SWANN  JR,  NAT  H,  CHATTANOOGA 
SWIFT,  CHAS  RAY,  CHATTANOOGA 
SZCZUKOWSKI,  MYRON  J,  CHATTANOOGA 
TAYLOR  JR,  VISTON,  SOUTH  PITTSBURG 
TAYLOR,  GEO  N,  CHATTANOOGA 
TAYLOR,  ROBT  CRESTON,  SIGNAL  MOUNTAIN 
TEJANI,  SUSHILA  N,  CHATTANOOGA 
TEMLOCK,  ARTHUR  A,  CHATTANOOGA 
TEMPLETON,  THOMAS  S,  CHATTANOOGA 
TEPLEY,  LYNN  8,  CHATTANOOGA 
TEPPER,  BERNARD,  CHATTANOOGA 
TEPPER,  OAVID  JONATHAN,  CHATTANOOGA 
THOMAS,  STEVEN  MICHAEL,  CHATTANOOGA 
THOMPSON,  PAUL  C,  CHATTANOOGA 
THORNER,  DONALD  R,  CHATTANOOGA 
TIN,  PE  THAN,  CHATTANOOGA 
TURNER,  OAVIO  HERSCHEL,  CHATTANOOGA 
TURNER,  SHARLINOA  B,  CHATTANOOGA 
ULIN,  A STEVEN,  CHATTANOOGA 
ULIN,  OAVIO  M,  CHATTANOOGA 
ULIN,  LOUIS,  CHATTANOOGA 


UTADEJ,  BANCHUB,  CHATTANOOGA 

* VAN  ORDER,  WM  EDGAR,  CHATTANOOGA 
VANCE,  MINNIE  RATLIFF,  CHATTANOOGA 
VANOERBILT,  DOUGLAS  L,  CHATTANOOGA 
VARNER,  JAMES  M , CHATTANOOGA 
VECHINSKI,  THOMAS  0,  CHATTANOOGA 
VIETH,  ROGER  GORDON,  CHATTANOOGA 
VILLALOBOS  JK,  ROBERT  L,  HIXSON 
VLASIS,  GUS  JOHN,  CHATTANOOGA 

VON  CANNON,  CHARLES  H,  CHATTANOOGA 
VON  wERSSOWETZ,  A J,  CHATTANOOGA 
WALKER,  WILLIAM  A,  CHATTANOOGA 

* WALTON,  HARRY  LEE,  LOOKOUT  MTN 
WEATHERS  JR,  wM,  CHATTANOOGA 
wENG,  JEN-TSOH,  CHATTANOOGA 

* WESTERMEYER,  MARION  W,  CANDLER,  NC 
WHEELOCK,  ARGIL  JERRY,  CHATTANOOGA 

* WHITAKER  JR,  L SPIRES,  CHATTANOOGA 
WHITE,  PHIL  JOE,  CHATTANOOGA 
WHITE,  WILLIAM  OTIS,  CHATTANOOGA 
WHITELAW  JR,  ROBERT  S,  CHATTANOOGA 
WILLIAMS  III,  SAM  JONES,  CHATTANOOGA 
WILLIA“S  JR,  JESSE  L,  CHATTANOOGA 
WILLIAMS,  RICHARO  BRUCE,  CHATTANOOGA 
WILLIAMS,  ROBERT  HENRY,  CHATTANOOGA 
WILLINGHAM  JR,  WINBORN  B,  CHATTANOOGA 
WRIGHT  JR,  KINSMAN  E,  CHATTANOOGA 
YIUM,  JACKSON  JOE,  CHATTANOOGA 

YOOD,  JULIAN  MACOW,  CHATTANOOGA 
YOUNG,  GEO  G,  CHATTANOOGA 
YOUNG,  LAWRENCE  I,  CHATTANOOGA 

* YOUNG,  MARION  MARSHALL,  CHATTANOOGA 
ZUCKERMAN,  JOS  I,  CHATTANOOGA 


COCKE  COUNTY  MEDICAL  SOCIETY 

GARBARINO  JR,  A J,  NEWPORT 
HOOD,  MICHAEL  T,  NEWPORT 
LUCKTONG,  800NLUA,  NEWPORT 
MCCONNELL,  OAVIO  H,  NFwPO»T 
SHIJLTS,  GLEN  C,  NEWPORT 
VALENTINE  JR,  FRED  *,  NEWPORT 


COFFEE  COUNTY  MEDICAL  SOCIETY 

BATTAGLIA,  EO  L,  TULLAHOMA 
BILLS,  STEPHEN  H,  TULLAHQMA 
3R  I CK  ELL  JR,  RALPH  L,  TULLAHOMA 
CANON,  ROBT  MAURICE,  TULLAHOMA 

* FARRAR,  CLARENCE  H,  MANCHESTER 
« FARRAR,  HOWARD  A,  MANCHESTER 

FRALEY,  MAPVIN  CLIFFORD,  TULLAHOMA 
GALBRAITH,  BRUCE  it  TULLAHOMA 
GRAY  JR,  EDWIN  E,  TULLAHOMA 
HARVEY,  CHAS  BEN,  TULLAHOMA 
KENNEDY,  JERRY  Lc  DFf)R  D,  TULLAHOMA 
KIM,  HO  KYUN,  TUCLAHO«A 

* KING,  JAMES  MANNING,  TULLAHOMA 
KRISHNA,  GULLA  BALA,  TULLAHOMA 
MARSH,  CHAS  WALLACE,  TULLAHOMA 
MILAM,  WILLIAM  M,  TULLAHOMA 
PERRY,  PATRICIA  ANNE,  TULLAHOMA 
RA»PRASAD,  MITTUR  N,  TULLAHOMA 
RIDLEY,  R08ERT  WENDELL,  TULLAHOMA 

* ROLES  JR,  EARL  E,  TULLAHOMA 
SANDERS  IV,  WILLIAM  J,  TULLAHO"A 
SETHI,  RRAHM  D,  MANCHESTER 
SETHI,  CHANGER  ",  MANCHESTER 
SHUKLA,  SANOIP,  TULLAHOMA 
SNOODY,  CLAUDE  COLLINS,  TULLAHOMA 
VALLEJO,  FRANCISCO  C,  TULLAHOMA 
VALLEJO,  LUZ  A,  TULLAHOMA 

WEBB,  CHAS  HARRY,  TULLAHOMA 
WO  OOF  IN  Jk,  NOSE  CLARKE,  TULLAHOMA 
YANG,  HARRISON  Y,  MANCHESTER 
YOUNG,  COULTER  5MARTT,  MANCHESTER 
YU,  JA  NAN,  MANCHESTER 


CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 


ALEXANDER,  CLYDE  VINSON,  JACKSON 
ALLEN,  HAROLD  W,  JACKSON 
ANOERSON,  CHARLES  E,  DYERSBURG 
APPLETON  JR,  JAMES  ROY,  JACKSON 
ARISTCRENAS,  JUAN  T,  adamsville 

♦ ARMSTRONG,  JOHN  L,  SOMERVILLE 
ATKINS,  JERRY  FRANKLIN,  HUNTINGDON 

♦ BAKER,  LT  CL  JOHN  Q,  WILLIAMS  A.F.B,,  AZ 
BALLARD,  TH05  K,  JACKSON 

BAREFOOT,  SHERwOOD,  JACKSON 
BARHAM,  HARVEY  HAYWOOD,  BOLIVAR 
BARKER,  JAMES  HARRIS,  JACKSON 
BARNES  JR,  JAMES  WALTER,  JACKSON 
BARNETT  II,  HUGH  GLENN,  JACKSON 
BARNETT,  ROBT  J,  JACKSON 
BHAT,  NARAYANA  B,  HUNTINGDON 
BICKNELL,  SIDNEY  LANE,  JACKSON 
BISHOP,  JOHN  MYRON,  SOMERVILLE 
BONO  JR,  ELIAS  KING,  JACKSON 
BOOTH,  JACK  H,  JACKSON 
BRATTON,  CHRIS  H,  LEXINGTON 
BROWN  II,  JOE  LAWRENCE,  JACKSON 
BROWN,  JANE  WARNE,  JACKSON 
BURNETT,  WILLIAM  FRANKLIN,  JACKSON 
BURRUS  JR,  SWAN,  JACKSON 
CASEY,  ROBERT  REID,  MILAN 

♦ CHANDLER,  JOHN  H,  JACKSON 

♦ CHAPMAN,  T C,  BROWNSVILLE 


Chaw y , KANOALA  RAM,  JACKSON 
COUCH,  BILLY  LANIER,  HUMBOLDT 
COX,  CHAS  wM,  JACKSON 
CRAIG  JR,  JAMES  THOMAS,  JACKSON 
CRAIG,  STERLING  RUFFIN,  JACKSON 
CRENSHAW,  JAMES  HARRIS,  HUMBOLDT 
CRENSHAW,  TH05  MALCOLM,  HUMBOLDT 
CROCKER,  EDWARD  F,  JACKSON 
CROOK,  WM  GRANT,  JACKSON 
CURLIN,  JOHN  PASCHAL,  JACKSON 
DE  SOUZA,  wM  CELESTINO,  RUTHERFORD 
OE  M I NG , WOOD  «*  JACKSON 
DINKINS,  K'JTH  ELEANOR,  MEDINA 

• OODSON  JP,  CEO  DAY,  JACKSON 
OONNELL,  JAMES  HAROLD,  JACKSON 
DORLON  JR,  ROBERT  F,  JACKSON 
OOUGLASS  JR,  ROY  A,  JACKSON 

» DOUGLASS,  JACK  E,  JACKSON 

DOWLING,  CLAREY  R,  BROWNSVILLE 

DRIVER,  CLARENCE,  JACKSON 

OU ? RULE , ROSA  IRE  M,  HUMBOLDT 

OUNAVANT.  ROBT  WAYNE,  BOLIVAR 

OUNNEBECKE,  ROBERT  H,  JACKSON 

OUVAL  JR,  J WILLIAM,  JACKSON 

cOwAKCS,  EOWIN  wIi_TZ.  JACKSON 

EDWARDS,  GEORGE  I.  JACKSON 

EOWARDS,  NICHOLAS  HENRY,  GRAND  JUNCTION 

ELLIS,  JOHN  w,  TRENTON 

ELLIS,  Thomas  W,  JACKSON 

EMERSON,  BLANCHE  5,  JACKSON 

EPPS,  JOHN  MICHAEL,  JACKSON 

ERR,  BLAIR  0,  JACKSON 

FENLEY  Jk,  JAMES  L,  JACKSON 

FIELOS,  JAMES  0,  »ILAN 

FOSTER,  CHAS  STEPHEN,  JACKSON 

FRIEDMAN.  EREO  M,  JACKSON 

FROST,  CHAS  LESTER.  BOLIVA» 

GARRARO  Jk,  CLIFFORD  L.  JACKSON 
GRANT,  WILLIAM  w,  MC  KFNZIE 
GRAVES,  OLIVER  HALTO",  JACKSON 
GRAY,  ALOEN  HARPELSON,  KENTON 
GUYTON,  JOS  L.  MEMPHIS 
HALE,  BOBBY  UEE,  BROWNSVILLE 

• HALL,  JAMES  wILSON,  TRENTON 
HALL.  ROBT  CRUMRIE.  JACKSDN 
HA"MOnO,  JFKE  0,  JACKSON 
HA“MgNO.  STEPHEN,  JACKSON 
HARRISON,  WALTON  w,  JACKSON 
HAWKINS  Jk,  RAYMOND,  SOMERVILLE 
HAYES,  JOHN  m,  BROWNSVILLE 
HA7LEHURST  JR,  GEORGE  E,  JACKSON 
HeNQERSON,  PEGGIE  A,  LEXINGTON 
HERRON,  BRUCE  EMERSON,  JACKSON 
HERRON,  CHAS  3URKHEAD.  JACKSON 
HICKMAN,  CHAS  NORRIS.  TRENTON 

• HICKS,  ALVIN  THORNTON,  C A MQEN 
HIGGS,  BOBBY  CLARK,  JACKSON 
HILL,  ROBT  S,  JACKSON 


HOLANCIN 

, JOHN  R,  «C 

KENZIE 

HOLMES, 

CHESTER  L.  T 

RFNTON 

♦ 

HOLME  S , 

JA“F5  TH08URN 

, MC  KENZIE 

HONEYCUTT,  DANIEL  LEE 

, JACKSON 

HORTON, 

ROBT  LESLIE, 

CAMOEN 

HOUSE,  BEN  FRED,  JA C 

K SON 

* 

HUBBARD, 

GEO  BAKER, 

JACKSON 

♦ 

HUMPHREY 

• TOM  NEAL. 

SELMER 

HUMPHREYS,  T JAMES, 

JACKSON 

JENKINS, 

JOHN  M,  JAC 

K S ON 

• 

JOHNSTON 

, LELANO  MANN 

, JACKSON 

JONES  JR 

, WESLEY  F, 

LEXINGTON 

JONFS,  DAVID  N,  JACKSON 
JONES,  KENT  L,  JACKSON 

♦ JONFS,  PAUL  OAVIO,  MILAN 
KEE,  JIMMY  W,  JACKSON 

* KEETON,  ROBERT  TAYLOR,  BRUCETQN 
KENOALL,  JOHN  ALLEN,  JACKSON 
KING,  DARREL  CHAMBFRS,  HENDERSON 
KOONCE,  DUVAL  HOLTZCLAW,  JACKSON 
LA  FONT.  DQNACD  SHARP,  JACKSON 
LANE,  JAMES  DAVIDSON,  JACKSON 
LANGDCN  Jk,  JA“ES  A,  JACKSON 
LARSEN,  OAVIO  MALCOLM,  JACKSON 
LEWIS,  DONALO  RAY,  JACKSON 
LOWRY,  MAURICE  NEILL,  LEXINGTON 
MALEY.  BRUCE  8,  JACKSON 
MANDLE,  RUBT  BENNIE,  JACKSON 
MATTHEWS,  JOHN  T,  JACKSON 
MAYFIELO,  RUSSELL  W,  BELLS 
MCADOO,  MICHAEL  A , MILAN 

MCAFEE,  WILLIAM  CLEVELAND,  JACKSON 
MCCALLUM,  OSCAR  M,  HENDERSON 
MCCRUODEN,  BRIAN  F,  JACKSON 
MCOOwELL , L JANE,  JACKSON 
MCIVER,  HAROLO  THOMAS,  JACKSON 
MCKNIGHT,  FRANK  5,  SOMERVILLE 
MIDDLETON,  AUGUSTUS  L,  JACKSON 
MILLER  JR,  JESSE  A,  JACKSON 
MOORE,  "ARSHA  B,  SELMER 

♦ MORRIS,  JOHN  WALLER.  SOMERVILLE 

* MORRIS,  ROBERT  H,  "EDINA 
MUELLER,  ALFRED  J,  JACKSON 
MYHR,  LAMB  BOLTON,  JACKSON 
NOLLNER,  ROBERT  MICHAEL,  BOLIVAR 
PAKIS  JR,  GEORGE,  JACKSON 
PALMER  JR,  EDMUND  T,  JACKSON 
PATEL,  HASMUKH  OAHYABHAI,  TRENTON 
PEELER,  HARRY  LEE,  SELMER 
PENNINGTON,  FRANK  R,  JACKSON 
PLEMMONS,  LLOYO  HAROLO,  SOMERVILLE 
PORT  I S , BILL  SCOTT.  HUNTINGDON 
PRICE  JR,  JAMES  ALFREO,  JACKSON 
RAMER  JR,  WARREN  CARLTON,  LEXINGTON 
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• RA-ER  SR.  WAkREN  c.  lexington 
SEED  JR.  FLIT u.  TRENTON 
REESE  « EUGENE  P.  JACKSON 

RHEA,  KA«|_  3VINGT0N,  SOWESVILLF 
RHEAR,  R -AVNE,  AL»"0 

• RICHAROS,  AUdREY,  -HlTEviLLE 

• R I ODLER  , JOHN  GARTH,  JACKSON 
ROBBINS.  RUSSELL  HUGH,  JACKSON 
ROBERTS,  ■ ■ H,  JACKSON 
ROBERTSON,  JA-ES  H,  -CKENZIE 
RCUTON,  -ILLIA-  ROBERT,  HU-B3L0T 
ROWLAND,  JOS  PERRY,  JACKSON 
RUSH  JR,  LEE,  SOMERVILLE 

SCHLA -P , ALLEN  LEE,  JACKSON 
SCOTT,  AUGUSTUS  BARNETT,  JACKSON 
SHARPE  JR,  BE  N J REEKS,  JACKSON 
SHA-  JR,  JOHN  L,  JACKSON 
SHEPPARD  JR,  LEE  C.  JACKSCN 
S*ELSE».  RICnAEL  HARDING,  4CA"SVlLLE 
S " I TH  JR,  NONTIF  E,  SELLER 
S"ITH,  CLTDE  E,  JACxSON 
S"IT«,  HARRIS  L,  JACKSON 
S-ITH,  JANES  HAGY,  SELLER 
S"ITH,  ROBT  JOS,  JACKSON 
SOUOER , BOB  TYLER,  JACKSON 
SPALDING,  ALANSON  R,  JACKSON 
S»ENCER,  DONalO  R,  aROwsSVIllE 
SPRUILL  JR,  JA«ES  HENRY,  JACKSON 

« STAUFFER,  CHAS  C.  JACKSON 
STEPP  Jfi,  KILLIAN  P,  JACKSON 
STEnART,  DAVID  EARL.  BROnNSVILLF 
STONECIPHEr.  LOWELL  F,  JACKSON 
STORY,  jiILLIAN  CHARLES,  JACKSON 
STRIPLING,  JACK  CLFNFNTS,  LEXINGTON 
SU""AR,  ALVIN  JONAH,  PARIS 
SWINDLE,  JA-ES  TYLER,  JACKSON 

• TATE,  J KNOX,  BOLIVAR 
THD-AS.  GEO  EKAVJEL.  JACkSON 
THOnaS.  JA-ES  LOUIS.  JACKSON 

• THOMPSON  JR,  JOHN  ROB  T , JACKSON 
THORNTON  JP.,  JOHN  C.  BRCuNSVILLE 
TILL-AN,  RONALO  C,  CORDOVA 
TORSTRICK,  ROBERT  f,  JACKSON 

• TRUEX,  S ALLEN,  JACKSON 
TUCKER  JR,  ROisT  TAYLOR,  JACKSON 
T-ILLA,  RONALD  G,  “ I L AN 
YEGORS.  ROBERT  A,  JACKSON 
VINSON,  HAROLD  -ALL1CE,  SEL-ER 
WALKER  JR,  SHERLIE  STONE,  "C  xcNZIE 
-AR-dROO  JR,  JA-ES  G,  JACKSON 
WEBB,  JI--Y  FRANKLIN,  JACKSON 
WELLES  III,  EO-ARD  HUNTER,  JACKSON 
■HITE,  CHARLES  -ESLEY,  LEXINGTON 
WHITE,  JERALD  ■ A YNE , BROWNSVILLE 
WHITE,  LAKAR  ARTHUR,  FRIENDSHIP 
-ILLIA-S  JR,  ALLEN  N,  BE* I S 
-ILLIA-S,  J A"ES  HENRY,  *ILAN 
WILLIAMS,  JANES  LARRY,  TRENTON 

■ ILLI A"S  « PHILIP  GRAY,  * I L AN 
WILLI ANS,  RICHARD  LARRY,  JACKSON 
W I LL I A* SON  JR,  FELIX  E,  JACKSON 

■ I LLI A*SON , JA-ES  STEPHEN,  HUNTINGDON 
WILSON,  R L,  HE NOFB SON 

• WILSON,  ROBT  BURTON,  HUNTINGDON 
WINKLER,  VOLKtR  GERT,  NCKENZIE 
nCLFE,  -AVNE  HARVEY,  JACKSON 
WOOOS,  ARTHUR  n,  JACKSON 
WRIGHT  III,  LUC  I uS  F,  JACKSON 
WYATT,  GEO  BRECKENRIDGE,  JACKSON 

» WYLIE,  PAUL  EYE,  JACKSON 
YARBRO,  HAROLO  R,  JACKSCN 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 


3ARNAWELL.  JANES  ROSS,  CROSSVILLE 
3AYL0S IS , R08ERTJ  3,  CROSSVILLE 
BELL,  CHRISTOPHER  »,  CROSSVILLE 
BILBREY,  RICHARD  LEE,  CROSSVILLE 
3 I S E , STANLEY  L,  CROSSVILLE 
80WNDS*  CHARGES  »,  P IKEVILLE 
BRAUN,  RICHARD  C,  CROSSVILLE 
CALL  IS,  JA "ES  TAYLOR,  CROSSVILLE 
CAWP3ELL  JR,  JANES  T,  CROSSVILLE 
C A-°9ELL , OAVIO  EDWARD,  CROSSVILLE 
CLARK,  JACK  CROWLEY,  CROSSVILLE 
CLAYTON,  T HON  AS  EO-ARO,  CROSSVILLE 
CRAVENS,  R GENE.  CROSSVILLE 
CRICK,  JANES  «,  CROSSVILLE 
DEATHERAGE,  PHILIP  *,  CROSSVILLE 

* DOUGHERTY,  JOHN  n,  FAIRFIELD  GLADE 
OUER,  CARL  ThOS,  CROSSVILLE 
DURHAM,  BEATRICE  L,  CROSSVILLE 
ERVIN  JR,  PAUL  A,  CROSSVILLE 

» EVANS,  WN  ELKINTON,  CROSSVILLE 
HALL,  DANNY,  CROSSVILLE 
IVEY,  DONATHAN  «ILES,  CROSSVILLE 
IVEV,  R DONATHAN,  CROSSVILLE 
LINOSAY,  JACK  WASSON,  ROCKwOOO 
LITCHFORO,  DAVID  WILLIAMS.  CROSSVILLE 
BAYFIELD,  ROBERT  D,  CROSSVILLE 
NONAGHAN,  T GAVIN,  CROSSVILLE 

* MUNSON,  FREDERICK  W",  CROSSVILLE 
OLAECHEA,  REINALDO  A,  CROSSVILLE 
QUITO,  ARTURO  L,  PIKEVILLE 
REED,  LARRY  OE WAYNE , CROSSVILLE 
ROBERTSON,  JOS  0,  CROSSVILLE 

* SEATON,  STUART  P,  JOHNSON  CITY 
SIWWONS  JR,  JANES  HAROLD,  CROSSVILLE 
SIZEHORE,  ERANCISCA  V,  CROSSVILLE 
WALLACE,  JOE  KENNETH,  CROSSVILLE 
WOOD  JR,  ROBT  HANCOCK,  CROSSVILLE 


DeKALB  COUNTY  MEDICAL  SOCIETY 

43B0TT  II,  KENNETH  H,  S"IThvILLE 
BLEVINS,  MELVIN  LEE,  SnITHVILLE 
BORROW,  JOSEPH  S,  S-ITHVILLE 
CRIPPS,  HUGH  DUN,  SMTWVILLE 
DARRAH,  OAVIO  EDWARD,  ALEXANDRIA 
TSUDEL,  JULES  A,  5MTHVILLF 
T » ILLA , JOHN  KENNETH,  SNITHVILLE 

DICKSON  COUNTY  MEDICAL  SOCIETY 

ANOERSON,  STANLEY  -ARTIS,  DICKSON 
BELL  III,  wAlTER  A,  DICKSON 
BELL  JR,  -ALTER  a,  DICKSON 
3LE V I n S , JERRY  C,  DICKSON 
COLLINS,  CLYDE  F,  DICKSON 

* COOK,  -ary  Baxter,  NASHVILLE 

ORINNEN,  DANL  0 R DDK S * DICKSON 
GORDON,  JEFFREY,  DICKSON 
GORZNY,  JAN  JIC<SO» 

HAYFS,  pHIlL I P -ALTON,  DICKSON 
JACKSON,  JA«tS  T,  DICKSON 
JACKSCN.  JA-ES  -.  OICKSON 
MAHAN,  “AkCELLE.  DICKSON 
“ANI,  VEN.K  , DICKSON 

QRGAIN,  ROBERT  «,  DICKSON 
PrtA-  NGOC  T hj an,  ROBERT,  DICKSON 
SALYER.  JOHN  R.  DICKSON 
S“  ITh , BOdBY  JDEl , OICKSON 
S-ANSCN,  ROGER  THO-sS,  DICKSON 
RISER,  ElDRED  HJUCK,  DICKSON 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

ALLRED,  BAlEY  FRtO , JA-tSTC.G 
JDSHI,  DILI?  s,  JA-tSTO.N 
S- ITH,  JACK  Calvin.  ja*esto-n 
turner,  Shelby  gscar,  clarkrange 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

» ANOErTCN.  JO  CARTER.  .INCHESTER 
3AGBY  JR,  rICHARJ  A,  WINCHESTER 
BARTON,  RJ3ERT  K,  SE-ANEE 
CLEVELAND,  ROBERT  R . WINCHESTER 
ECKLES.  GEORGE.  -INCHESTER 

* FITE,  ARTriUR  R,  WINCHESTER 

FORT  JR,  DUDLEY  Ct-ARK,  -INCHESTER 

* HANNIFIN,  JA-ES.  HEWPHIS 
HARCV,  PETER,  WINCHESTER 
HDLLI-AN,  JA-ES  D,  WINCHESTER 
HOOD.  DEwEY  wJODRQw,  DECriERf 
HOPKINS,  G OAVIO,  SEwANcE 
HUSBARO,  REX,  WINCHESTER 
JOHNSON,  GERALO  EJGENE,  w I NChE  S Tt  R 
KENSEOY,  ELAINE,  WINCHESTER 
KEPOLER,  CHAS  3.  SEwANEE 

* LITTLE  III,  JOSEPH  A,  -URFREESPOkO 
S-ITH,  THC-AS  ANDERSON.  «lNCHcST?R 
STENSbY,  JA*ES  G,  -INCHESTER 
STOCKTON,  OAVIO  L.  WINCHESTER 
STOCKTON,  - OAVIO,  SEWANEE 

stuart,  Fletcher  sldcu-f,  winchlster 

TE-PLETCN,  JOHN  .AGGUNER,  WINCHESTER 
ThRQwER,  wENOELL  B’JRTCN.  SE-ANEE 
VAN  3LARICU-,  JA-ES,  -INCHESTER 
VILLAR,  RODOLFO,  WINCHESTER 
» -AY,  ROGER  ATKINSON,  SEwANEE 
ZI--ER-AN,  THD-AS  F,  -INCHESTER 

GILES  COUNTY  MEDICAL  SOCIETY 

AGEE,  * C5T  3,  PUL»S<I 
AL  AGHA , MOUHA-EO  -ALIO,  PULASKI 
SALAT  ICO,  EcRDENAND,  PULASKI 
3UPGER,  Charles  -,  PULASKI 
OAVIS  JR,  BUFORD  PRESTON,  “ULASKI 
FENTRESS,  J VANCE,  PULASKI 
FORONOA , AR-ANDO  C A 30  T,  RULASKI 
HANEY,  CHARLES  D,  PULASKI 
» JOHNSON,  -ALTER  JUE,  PULASKI 
“URPEY,  --  HAR-ELL.  PULASKI 

* O-EN,  W*  KEND-ICK.  PULASKI 
RASCHE,  ANNE  R,  PULASKI 
RASCHE,  RICHARD  ALBERT,  PULASKI 

GREENE  COUNTY  MEDICAL  SOCIETY 

AASHEIW,  RICHARD  J,  GREENEVILLE 
AUSTIN  JR,  JOSEPH  -,  GREENEVILLE 
AUSTIN,  -AYNARO  -AOE,  GREENEVILLE 
BARNES,  LLOYD  ROGERS,  GREENEVILLE 
3E  AN,  -ICHAEL  WR,  GREENEVILLE 
3ECKNER  III,  THOS  FOLSO-,  GREENEVILLE 
BROWN,  ISAAC  D,  -OSHEI* 

CHAP"AN  JR,  -ALTER  CLAY,  GREENEVILLE 
COBBLE,  DOUGLAS  CAT»ON,  GREENEVILLE 
COLE,  RONALD  ARTHUR,  GREENEVILLE 
COLLINS,  THOMAS  A,  GREENEVILLE 

* COOLIDGE,  LEROY  E,  -ILOwOOO,  GA 
CO-LES  JR,  ROBT  S,  GREENEVILLE 
DEWITT,  HENRY  L,  GREENEVILLE 
OIEZ  D AUX,  R03ERT  C,  GREENEVILLE 
EASTERLY  JR,  JA-ES  F.  GREENEVILLE 
ELLENBURG  JR,  LUKE  LARAR,  GREENcV ILlE 

* ELLENBURG,  LUKE  L,  GREENEVILLE 

* EVANS.  GRAYDON  RAOER.  MOSHEIM 
FLOHR,  ROBERT  STEPHEN,  GREENEVILLE 

* GIBSON,  RAE  B,  GREENEVILLE 
GILES,  STANLEY  A,  GREENEVILLE 


HARTStLL,  -ICHAEL  H,  GREENEVILLE 
HOLT,  BEVLEY  J,  GREENEVILLE 
HOPPE.  GORDON  PAuL.  GREENEVILLE 
HuRNER,  NATHAN  o,  G-EENEVILLE 
hjFF-AN,  CHA-LES  0,  HENOE=SCNV IU.E 

KEEBLER,  BEN  JENNINGS,  GREENEV II E 

RARSA,  GORDON  L,  GREENVILLE 
RASCN,  .ALTER  Li. PENCE,  GREENEV  I,_LE 
RAT  HE  - S JR,  KENNETH  «,  GREENEVILLE 
RATHIESEN  JR,  - "ARLIN,  GREENEVILLE 
“CK InnEY , JA-ES  KAY,  GREENEVILLE 
“ETCALF  III,  DEE  LA-AR,  GRFFn£VI_LE 
NORRIS.  JOHN  N,  GREENEVILLE 
NJVINGER,  GEORGE  T,  GREENEV ILLF 
ODELL , .-ICHAEl  J,  GREENeVILLE 
30EN , GEO  -ESLEV,  GREENEVILLE 
Patterson,  DAVID  OSCAR , GREENEV III E 
REAROGN,  PETER.  GREENEVILLE 

* RFVIERE,  CALVIN  s.RTOs,  GREENEVIlLE 

RUGGERS,  JAR'S  STEVEN,  uREENEVI  LL  E 
SHA - , JOHN  LOUIS,  GREENEVILLE 
S-EAO,  - ILL I A R J.  GREENEVILLE 
STANLEY  III,  RICHARD  E,  GREENEVIlLE 
STRANGE,  E a< AC.  GREENEVILLE 
STRIKER,  ROBERT  GREENEVILLE 

SUSONG,  KENNETH  C-ARK,  GPEENEVlLuE 

Thacker,  .r  carl,  greemeyille 
Turk,  rcnald  e,  greenevIlLE 
- E 3 STEP , ThCS  “3J K E , GREENE  v ILLE 

HARDIN  COUNTY  MEDICAL  SOCIETY 

Blankenship  jr,  savannah 

Church-ell,  a GRIGG,  Savannah 

FREE«AN,  JOHN  L.  SAVANNAH 
LAV,  JOHN  DANL.  SAVANNAH 
PETERS,  JOSEPH  A,  SAVANNAH 
RAGSDALE,  THG-AS  h,  SAVANNAH 
RAD,  GADE,  savanna- 
roe.  THOS  VAflCE,  SAVANNAH 
S R I Tfl,  -ICHAEL  L,  SAVANNAH 
TiCRAS,  HOwASD  w,  savannah 
ThD-AS , JA-ES  HO. ABO.  savannah 

HAWKINS  COUNTY  MEDICAL  SOCIETY 

BAIRD  JR,  RENFRO  B,  ROGER  S V I LLF 
ELKINS,  LARRY  H,  RDGERSVILLE 
GA-3REL,  RALPH,  RDGERSVILLE 
GIBBONS,  - I LL I A - E.  RQGERSVILLE 
goyeau,  Francis,  rogersville 

JOHNSON , c C,  ROGERSVILLE 

HENRY  COUNTY  MEDICAL  SOCIETY 

A04-S,  ROdT  3,  PARIS 
CAWPeELL,  -R  kUSSELL,  PARIS 
GARRETT,  GLENS  SANOEkS,  PARIS 
GRIFFEY  Jk  , . ALTE^  p,  PARIS 

* GRIFFEY,  .ALTER  -LU  — tR,  BUCHANAN 
HARRISES,  TERRY  3,  “ARIS 

» HOWELL  SR,  IRVIN  .,  PARIS 
JOE  DICK  ROBlEY  JR  -D,  PARIS 
RCCASKILL  JR,  S A - , PARIS 
«C INTOSH,  3 AR. Y PARK,  PARIS 
ROBLEY  JR,  ER-ETT  ®,  PARIS 
ROBLEY,  JOE  J,  PARIS 
NEU-ANN  SR,  JOHN  E.  PARIS 
NOR“AN,  C-IGhT  “ICHAEL.  PARIS 
PASCHALL,  ROBERT  T,  PARIS 

* RHEA  SR,  GARONER,  PARIS 
ROBERTSON,  JA-ES  aJFGRO,  “ARIS 

* ROSS,  KENNETH  GUYSTEAU,  PARIS 
SENTER  JR,  JOHN  -AX-ELL,  PAkIS 
SLEAOD,  FRANK  bi_aND,  PARIS 

* S-ITH,  JOS  RAY,  PARIS 
TUSA,  VINCE  CHAS,  PARIS 
-000,  THOS  ChAS,  “ARIS 

JACKSON  COUNTY  MEDICAL  SOCIETY 

BARDEN  III,  LEROY  F,  G A I NESBORO 
DUONEY,  ELIJAH  -ORGAN,  GAISESB0R3 

KNOXVILLE  ACADEMY  OF  MEDICINE 

AABY,  GENE  VICTOR,  KNOXVILLE 

* A3SWER,  LEE  A,  KNOXVILLE 

* ACKER  JR,  JOS  E,  KNOXVILLE 
ACKER,  JAMES  JOS,  KNOXVILLE 
ACKER,  JOHN  H,  KNOXVILLE 
ACUFF,  JOS,  KNOXVILLE 

» AKIN,  ROBT  LOUIS.  KNOXVILLE 

A*  BROS  E , PAUL  SEA3S00K.  KNOXVILLE 
ANOERSON,  THOMAS  I.  KNOXVILLE 
ANORE-S,  EO«UNO  B,  KNOXVILLE 
ANGE , CHAS  G I L“E  R , KNOXVILLE 
ANGE,  OAVIO  -ESTLEY,  KNOXVILLE 
ARNOLD  JR.  HENRY  GRADY,  KNOXVILLE 
AVFSA,  JOHN  -,  OAK  RIDGE 
AVEPY , BEBE  ANNE  BASS,  KNOXVILLE 
AVERY,  ROBERT  ^RUCE,  KNOXVILLE 
avert,  Shirley  bannister,  knoxville 

BAILEY  JR,  --  ROSS,  KNOXVILLE 
BAKER  JR,  -ARTIN  ROSS,  KNOXVILLE 
BAKER  JR,  PAUL  D,  KNOXVILLE 
BALLOU.  GORDON  STEELY,  KNOXVILLE 
BANKSTON,  FLOYO  N,  KNOXVILLE 
BARNES,  ROBT  LUTHER,  KNOXVILLE 
3ARNETT,  CHA.LES  F,  KNCXYILLc 
3EAHN,  -A.TER  clarence,  KNOXYILLE 
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BEALS,  DANL  FRANKLI.N,  KNOXVILLE 
BEALS,  JOE  OUNCAN,  KNOXVILLE 
BEASLEY,  ALFRED  DURANT,  KNOXVILLE 
BEASLEY,  J FRANK,  KNQXVILLF 
BEOWELL,  WILLIAM  HOWARD,  KNOXVILLE 
BEOWINEK,  JOHN  N,  KNOXVILLE 
BEELER,  T CRAIG,  KNOXVILLE 
BEENE,  THUS  KEITH,  KNOXVILLE 
BELL,  JANES  BOWFRS,  SEYMOUR 
BELL,  JOHN  HENRY,  KNOXVILLE 

♦ BELL,  SPENCER  Y,  KNOXVILLE 
BELLOMY,  BRUCE  ft , KNOXVILLE 
BENEDICT,  WALTER  HANFORD,  KNOXVILLE 
BENHAYON,  JACK,  KNOXVILLE 

BENTON,  JANES  CARL,  KNOXVILLE 
BIGGS,  AL3ERT  W,  KNUXVILLE 
B I CCS  , NONTE  P.RUCE,  KNOXVILLE 
BIROwELL,  DAVID  ALLEN,  KNOXVILLE 
BISHOP  JR,  ARCHEk  W,  KNOXVILLE 
BISHOP,  HARRY  LOUIS,  KNOXVILLE 
BLACK  JP,  JOE  W“,  KNOXVILLF 

♦ BLACK,  CHAS  W,  KNOXVILLE 
BLACK,  WILLIAM  i),  KNOXVILLE 

♦ BLAIR,  COkRIE,  LOUDON 
BLAKE,  LYNN  FRENCH,  KNOXVILLE 
BLOSSON,  GERALD  LEE,  KNOXVILLE 
BOGARTZ,  LEON  JACOB,  KNOXVILLE 
300HER,  ROBERT  w,  LOUISVILLE 
BOST,  WH  EUGENE,  KNOXVILLP 
BOSWELL,  WADE  H,  KNOXVILLE 
BRABSON,  LEONARD  ALLISON,  KNOXVILLE 
8RAOSHER  JR,  JACOB  T,  KNOXVILLE 
BRAILEY,  RICHARD  F,  KNOXVILLE 
BRANSON,  AUftKA  OAVID,  KNOXVILLE 

♦ BRASHEAR,  RObT  G,  KNOXVILLE 
8R  I H I , ROBT  JOHN,  KNOXVILLE 
BRINNER,  RICHARD  A,  KNOXVILLE 
BRITT,  JANES  CLYDE,  KNOXVILLE 
BROADY,  JOS  LEROY,  KNOXVILLE 
BROOKS,  KOBT  I,  KNOXVILLE 
BKOTT,  WALTER  H,  KNOXVILLE 
BROWN  JR,  FREDERICK  F,  KNOXVILLE 
BRYAN,  RONALD  WM.  KNUXVILLE 
3RYS0N,  ANDREW  LAIRO,  KNOXVILLE 
BUNN,  RAYMONO  CLYDE,  KNUXVILLE 
BURDETTE,  JANES  A,  L E N I OR  CITY 
BURKHART,  JANES  N,  KNOXVILLE 
BURKHART,  JOHN  H,  KNUXVILLE 
BURKHART,  JOHN  NCLAIN,  KNOXVILLE 
BURKHART,  WILLI  AN  L,  KNOXVILLE 
BUS HK ELL.  LAWRENCE  L,  KNOXVILLE 
BUSHORE,  JOHN  THOS,  KNOXVILLE 
3USH0RE.  NAPTHA  J SNITH,  KNOXVILLE 
BYRD,  WN  oEO,  KNOXVILLE 
CAMPBELL  JR,  JOHN  E,  KNOXVILLE 
CANPBELL,  JOHN  WILSON,  KNOXVILLE 
CANPBELL,  NORRIS  DEAN,  KNOXVILLE 
CAPPS,  POJERT  J,  KNOXVILLE 
CARLONAGNU,  OSCAR  n4pio,  KNOXVILLE 
CAPLSON  JR,  C SANFORD,  KNOXVILLE 
CARLSON,  C SANFOnD,  KNOXVILLE 
CARPENTER,  KENNETH  ft,  KNOXVILLF 

♦ CARR,  FREDERICK  w,  KNOXVILLE 
CATRON,  DONALD  GIBSON,  KNOXVILLt 

♦ CAYLOR,  LLOYD  G,  KNOXVILLE 
CHFSNEY,  JOHN  TUCKER,  KNOXVILLE 
CHESNEY,  LUTHER  w,  KNOXVILLE 

♦ CHRISTENBERRY  JR,  HENRY  E,  KNOXVILLE 
CHRISTENBERRY  JR,  K W,  KNOXVILLE 

♦ CHPISTENBERRY,  KENNETH  W,  KNOXVILLF 

♦ CHRISTIAN,  HENRY  S,  KNOXVILLE 
CLOUO,  W M WILEY,  KNOXVILLE 

♦ CUB8,  MALCOLM  F,  CONCORD 
COLE,  ROBT  RELANO,  KNOXVILLE 
COLLIER  JR,  ROBT  HOYAL,  KNOXVILLE 
COLLMANN,  IRVING  REIO,  KNOXVILLE 
COMAS,  FRANK  VILANOVA,  KNOXVILLE 
CONGOON,  CHAS  C,  OAK  RIOGE 
CONLEY,  DEAN  RAYMONO,  KNOXVILLE 

♦ CONNER,  EDWARO  D,  KNOXVILLE 
COOPER  JR,  JOHN  HARRISON,  KNOXVILLE 
CQPAS,  PLEAS  R,  KNOXVILLE 

COREY,  OAVIO  ANTHONY,  KNOXVILLE 
COUGHLIN  JR,  OENNIS,  KNOXVILLE 
COX,  JAMES  8,  KNOXVILLE 
CRAVEN,  JOHN  J,  KNOXVILLE 
CRAWLEY,  ROBERT  A,  KNOXVILLE 
CREUTZINGER.  DAVID  J,  KNOXVILLE 
CRUMLEY,  JOE  C,  KNOXVILLE 

♦ CULLUM,  JESSE  P,  KNOXVILLE 
OABBS , RANDALL  L,  LOUISVILLE 
OALTON,  MORRIS  NORTON,  KNOXVILLE 
DAVIS,  LLOYD  CLEVELAND,  KNOXVILLE 
OAVIS,  MARTIN,  KNOXVILLE 

DE  FIORE  JR,  JOS  CHAS,  KNOXVILLE 
OE  LEESE,  JOSEPH  S,  KNOXVILLE 
OE  PERSIO,  RICHARD  J,  KNOXVILLE 
DEMERS,  ROBERT  G,  KNOXVILLE 

♦ DIDDLE,  ALBERT  W,  KNOXVILLE 
OILL,  STEPHEN  H,  KNOXVILLE 
DOBBINS,  W 1 TODD,  KNOXVILLE 
DOIRON',  CLINT  T,  KNOXVILLE 

♦ OOMM,  SHELDON  EDWARD,  KJvOX  V I LL  E 
DORSEY,  LARRY,  KNOXVILLE 
DOUGHERTY  JR,  JOHN  H,  KNOXVILLE 
DOUGHERTY,  ROBT  EDWARD,  KNOXVILLE 
DOWNS , JAMES  6,  KNOXVILLE 
DRESNER.  EYELYN  EDITH,  KNOXVILLE 
DUFFY  III,  RICHARO  N,  KNOXVILLE 
OUEFY,  MARY  BROCK,  KNOXVILLE 
OUKES,  JAMES  B,  KNOXVILLE 
OUNCAN  JR,  RAPHAEL  H,  CONCORO 


OUNCAN,  ORVILLE  JACK,  KNOXVILLE 
EACHUS.  PATRICIA  L,  KNOXVILLE 
EAOOY,  JOHN  ALBEKT,  KNOXVILLE 
EARNEST  JK,  CHAS  R , KNOXVILLE 
EASTHAM,  JE  ROHE  E,  KNOXVILLE 
EBENEZER,  C S ALBERT,  KNOXVILLE 
EISENSTADT.  MICHAEL  L,  KNOXVILLF 
ELLFNBURG,  DONALD  T,  KNG/VILLE 
ELLIOTT,  MICHAEL  B,  KNOXVILLE 
ELLIS,  ROY  C,  HARROGATE 

* ELY,  JAMES  B,  KNOXVILLE 

E " ft R Y , JERRY  J,  KNOXVILLE 
ENGLANO,  « OAVID,  KNOXVILLE 
ERICKSON,  RICHARD  JAMES,  KNOXVILLF 
ERWIN,  STANLEY  W,  KNOXVILLF 
EVANS,  JOHN  HAROLD,  KNOXVILLE 
FAROON,  OAVID  FAVREAU,  KNOXVILLE 

farris,  richako  kfnt,  knqxvillf 

» FAULKNFR,  FRANK  A,  KNOXVILLE 
FECHER,  MARK  P,  KNOXVILLE 
FERGUSON,  JAMcS  v,  KNOXVILLE 
FILCHOCK,  JOANNE,  KNOXVILLE 
FILLMORE,  GEU  EDWARD,  KNOXVILLE 
E I NELL  I , ROBERT  EOwARD,  KNOXVILLE 

* FINER,  GEO  HARVEY,  SARASOTA,  FL 
FOGLE,  RICHAkO  ALLEN,  KNOXVILLE 
EOSTEP,  WM  FDwIN.  KNUXVILLE 
FRAME,  BARRY  0.  KNOXVILLE 

* FREEDMAN,  HAkOLO  D,  LENOIR  CITY 
FREEMAN,  COY,  KNOXVILLE 

FRERE  JR,  JOHN  M,  KNOXVILLE 
FRY  JR,  MELLON  ALMA,  KNOXVILLE 
FURR,  FRED  M,  KNOXVILLF 
GALIAROI,  MARTY  P,  KNOXVILLE 
GALLIVAN  JR,  „m  FRANCIS,  KNUXVILLE 
GAL  YON  JR,  FRANK  B,  KNOXVILLE 
GARCIA  JR,  JUS  ISABEL,  KNOXVILLE 
GARDNER.  wM  hENRY,  KNOXVILLE 
GARRETT  JR,  ALJrRI  S,  OAK  RIDGE 
GEE  JR,  GEO  LEONARD,  KNOXVILLE 
GENTRY,  ROBT  HOMEm.  KNOXVILLF 
GEORGE  JR.  CHAS  F,  KNOXVILLt 
GERKIN,  DAVID  GF  OR  GE , KNOXVILLE 
GIBSON,  CARL  EUGENE,  CONCORD 
GILBERT,  VERNE  fPMRA|“,  KNOXVILL.- 
GILBERTSON,  ROBT  H , KNOXVILLE 
GILLESPIE,  RICHARD  ALLEN,  KNOXVILLE 
GILLIAM,  JOHN  H,  KNOXVILLE 
GILREATH,  CATHERINE  ANN,  KN0xVILlc 
GITSCHLAG,  Gary  n,  KNOXVILLE 
GITSCHLAG,  KAMILIA  E,  KNOXVILLE 
CLEAVES  JR,  JAMES  E,  KNOXVILLE 
GLOVER  JR,  ABNER  w,  KNOXVILLt 
GODWIN,  CHAS  WAYNE.  KNOxVJLLt 

* GOOOGE , BAYARD  0,  CONCORD 
GOUDELOCK,  0 STEVE NSJN,  LOUISVILLE 
GOUcF  ON , CHAS  ALLcN,  KNOXVILLE 
GRAHEEL,  CONRAD  LINDSAY,  KNOXVILLE 
GRAY,  FRANK  BENTON,  KNOXVILLF 
GREEN,  SOUTHGAT c W-,  KNOXVILLE 
GREENE,  JAMES  ALLEN,  KNOXVILLF 
GREENE,  RICHARD  w,  KNOXVILLE 
GREESON,  OOkOUN  S,  KNOXVILLE 
GKIEFITH,  ROBT  CARL.  KNOXVILLE 
GROSSMAN,  ALLAN  M , KNOXVILLE 
GROVES,  ROBERT  MCDONALD,  KNOXVILLE 
GUYTON  JR,  JAM£S  R,  KNOXVILLE 
HAASE  JR,  THEODORE  E,  KNOXVILLE 

hall,  oon  j,  knoxville 

HALL,  ROBT  ED"UND,  KNOXVILLE 
HAMPTON,  BERT  ALLAN,  KNOXVILLE 
HANNA,  WAHIO  T,  KNOXVILLE 
H A 0 , JAMSHEO  U,  KNOXVILLE 
HARAF,  FRANK  JDS,  KNOXVILLE 
HARB,  JOS  W,  KNUXVILLE 
HARDY,  WALTER  S E , KNOXVILLE 
HARGROVE.  RAYMONO  LESLIE,  KNOXVILLE 
HARRELL,  THOMAS  G,  KNOXVILLE 
HARRIS,  ROBT  wAYNE , KNOXVILLE 
HARRISON,  S A ML  A,  LOUDON 
HARRISON,  WM  BLAIR,  LOUOON 
HASSELL,  DAVID  F,  KNOXVILLE 
HAUFE , FRANK  J,  KNOXVILLE 
HAYES  JR,  TUCKEY  J T,  KNOXVILLE 
HAYWORTH,  RAY  MILTON,  KNOXVILLE 

* HEINTZELMAN,  JOHN  H L,  SEAL  BEACH,  CA 
HEISER,  DON  RICHARD,  KNOXVILLE 
HEMBREE,  DOUGLAS  KIRBY,  KNOXVILLE 
HEMPHILL,  JAMES  LOUIS,  KNOXVILLt 
HENDERSON,  RICHARO  WINN,  KNOXVILLE 
HENRY,  BERTRAM  ROWE,  KNUXVILLE 
HETRICK,  THOMAS  HENRY,  KNOXVILLt 
HICKS  JR,  HOWARD  KENNETH,  KNOXVILLF 
HICKS,  HOWARD  KENNETH,  KNOXVILLE 
HILL,  HUBERT  CAWOOO,  KNOXVILLE 
HITCH  JR,  JAMES  PARKS,  KNOXVILLE 
HOBART  JR,  RICHARO  LOREN,  KNOXVILLE 
HOOGE , FREOEKICK  WM,  KNOXVILLE 

* HOEY,  OAVIO  FRANCIS,  KNOXVILLE 
HOGAN,  WILLIAM  MITCHELL,  KNOXVILLE 
HORTON,  BENNETT  FRANKLIN,  KNOXVILLE 
HOSKINS,  JOHN  C,  KNOXVILLE 

* HOSKINS,  LEON  CUNO,  KNOXVILLE 
HOVIS,  WM  MARVIN,  KNOXVILLE 

* HOWARD  JR,  G TURNER,  KNOXVILLE 
HOWE,  JOHN  W,  KNOXVILLE 
HUDOLESTON,  CHAS  IRVING,  KNOXVILLE 
HUDGENS  JR,  JAMES  F,  KNOXVILLE 
HUOSON  JR,  ARNOLD  R,  KNOXVILLE 
HUOSON,  LARRY  9,  KNOXVILLE 

* HUGGIN,  PERRY  M,  KNOXVILLE 
HURST,  FRED  ALAN,  KNOXVILLE 


HUSKEY,  LARRY  CECIL.  KNOXVILLE 
HUTCHINS.  STEPHEN  F,  KNOXVILLE 
HUTSON,  CHAS  COMWS.  KNOXVILLt 
HYATT.  HUGH  CROCKcTT,  KNOXVILLF 
IDOL,  ENOCH  COLVIN,  KNOXVILLE 

» IRWIN,  CLIFTON  F,  KNOXVILLE 
JACKSON,  R OB t w T C,  KNOXVILLt 
JANZEN,  «W  RDY,  KNOXVILLP 
JEFFRIES.  GLtNN  EDWARD,  KNOXVILLE 

♦ JENKINS,  ASTOR  L,  KNOXVILLE 
JOBSON,  KE.NNETH  ),  KNOXVILLE 
JOHNSON,  CLIFFORD,  KNOXVILLE 
JOHNSON,  JERRY  OICHARU,  KNOXVILLE 
JOHNSON,  JOE  E R E E S c , KNOXVILLF 
JONES,  FRANCIS  S,  KNOXVILLE 
JOST,  RICHARD  RAYMOND.  KNOXVILLE 
JJUROAN,  PAUL  Lt  ON,  KNOxVILLE 

♦ JOYCE,  "awgaRET  tLIZABETH,  KNOXVILLt 
JULIUS,  CLARK  ELDJN,  KNOXVILLE 
KANE,  JOHN  T,  KNOXVILLE 
KASFRMAN,  FRED  B,  KNUXVILLE 
KATTINE,  ANTHCMV  ALBEkT.  KNOXVILLE 
KELLY,  ARTHUR  PAT,  KNOXVILLE 

♦ KELSO,  HAROLD  MILLS.  KNOXVILLE 
KENNEDY,  A G.ENN,  KNOXVILLF 

♦ KENNEDY,  JOHN  OLNFV,  KNOXVILLE 
Kfc  S T t R SON , JOHN  E , KNOXVILLt 
KHAIROLLAmI.  vALl,  knOXxILLE 
KHAN,  ABDUL  H,  KNOXVILLE 
KILLEFFER,  FRED  A Y R F S , KSOXVILLP 
<1",  YDO  KtUN,  KNOXVILLt 
KINCAIO,  GECEFRFY  C.  KNOXVILLE 
KING,  IRVIN  RAY,  KNOXVILLE 
KING,  JACK  DONALD,  KNOXVILLE 
KIRK  JR,  CLIFFORD  C.  KNJXVILLC 
KLFIN  JR,  VICTOR  HILL,  KNOXVILLE 
KLEIN,  CARL  JOHN,  KNOXVILLE 
KLIFFOTH  III,  A dtRNHARD.  KVJXVIi_LE 
KNIGHT,  LAMAR  L.  KNOXVILLE 
KNOWLING,  ROOT  EOwARJ,  KNOXVILLF 
KOEFOOT  Jw,  R RRJCF,  KNOXVILLc 
KRAUSS,  STEPHEN,  KNOXVILLE 

KkISLE  III,  GEO»GE  “ENFfS,  KNOXVILLt 
LACEY  III,  JOHN  «,  KNOXVILLE 
LAING,  WM  GAVIN,  KNOXVILLE 

♦ LANCASTER.  AUGUSTUS  H,  KNOXVILLE 
LANGE.  ROBT  DALE,  KNOXVILLE 
LARMff,  DONATO  F,  KNOXVILLE 
LASH,  ROBT  E,  KNQXVILLF 
LATHA",  KENT  t w F R 3 0 N , K NO  X V I LL  c 
LAW  JR,  w I LL I A “ m,  KNOXVILLE 
LAw  SR,  wILLIAm  M,  KNOXVILLE 
LAZAkUS.  STEPHEN  m,  KNOXVILLE 

Lc  BEL,  SERGE,  KNOXVILLt 

LEAHY,  -ICHAtL  DOUGLAS.  KNOXVILLt 

LEONAKO,  JOE  h,  KNMXVILLE 

♦ LESHER,  JOHN  HAROLD,  KNOXVILLF 
LESTER.  THU“AS  EOwARD , KNOXVILLt 
LETARD,  FRANCIS  X,  KNOXVILLt 
LtTHCU,  Gary  w.  KNOXVILLT 
LEWIS,  P OB  T A,  KNOXVILLt 
LIGHTER,  OONALO  E.  KNOXVILLE 
LINE,  FFLIX  GLEN,  KNOXVILLE 
LINTUN,  EUGENt  B,  ?UR“UDA  RUN,  NC 
LITTLtFIELD,  T H ) M A S R.  KNOXVILLt 
LONDON , FRANK,  KNOXVILLt 

LONG,  HENRY  HtATH,  KNOXVILLE 
LORCH,  VICHIEN,  KNOXVILLE 
LOWRY,  THUS  HENRY,  KNOXVILLE 
LOZZIO,  CARMEN  BEkTUCCI,  KNOXVILLE 
LUNA,  JOE  LOJIS,  KNOXVILLE 
LUTTRELL,  ARVELL  STANLEY,  KNOXVILLF 
MACLEAN,  RUNALO  N , KNOXVILLE 
M A 000  X JR,  JOHN  R,  KNOXVILLE 
MAOIGAN,  RObT  REGIS.  KNOXVILLE 
MALONE  JR,  EDWARD  M,  KNOXVILLE 
MANCtBO.  GERALD  L,  KNOXVILLE 
MANNING,  K I CHARD  0.  KNOXVILLE 
MANSY,  JOSEPH  M,  KNOXVILLE 
MARCY,  JOHN  S A ML , KNOXVILLE 
MARSHALL,  JOHN  HOUSOEN  L,  KNOXVIlLE 
MARTIN,  ROBERT  0,  KNOXVILLE 
MASSINGALE,  H LYNN,  KNOXVILLE 
“ATHEwS,  CARL  LESLIE,  KNOXVILLE 
MAULL,  KIMBALL  I,  KNOVILLE 
MAY  JR,  LONNIE  C,  KNOXVILLE 
MAYNARD,  MARGARET  AGNES,  KNOXVILLE 
MCCALLEN,  PERRY  BOIES,  KNOXVILLE 
MCCAMMON,  CURTIS  P,  KNOXVILLE 
MCCAMPBELL,  BRUCE  R.  KNOXVILLE 
MCCOLLUM,  LIONEL  0.  KNOXVILLE 
MCCOY  III,  WILLIAM  JOHN,  KNOXVILLE 
MCGHEE,  WILLIAM  EOWARD,  KNOXVILLE 
MCGINN,  LARRY  DEAN,  KNOXVILLE 
MCGINNIS,  CARROLL  WILLIAM,  KNOXVILLE 
MCKENZIE  JR,  ELMER  m,  KNOXVILLE 
MCKENZIE,  DONALD  KEITH,  KNOXVILLE 
MCKENZIE,  JEROME  E,  KNOXVILLE 

♦ MCKINNEY,  MARION  BERRY,  KNOXVILLE 
MCKISSICK,  WILLIAM  R,  KNOXVILLE 
MCMURRY,  JOSEPH  ? E AR  L 6 , KNOXVILLE 
MCNEELEY,  EDWARO  TRENT,  NORRIS 
MCPEAKE  III,  wILLIA«  T,  KNOXVILLE 

♦ MCPEAKE,  WILLIAM  T,  LOUDON 
MEAOOwS,  ROBT  WALTER,  CONCORO 

ME ISENHE IMER,  STEPHEN  L.  KNOXVILLE 
MEYERS,  ANTHONY  L,  KNOXVILLE 
MILLER  JR,  CARTER  F,  KNOXVILLE 

♦ MILLER,  EDWIN  E,  KNOXVILLE 
MILLER,  MICHAEL  M,  KNOXVILLE 
MILLER,  THOMAS  R,  KNOXVILLE 
MILLER,  WM  08E0,  KNOXVILLE 
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MISRA,  SAKAOA  N,  KNOXVILLE 
MITCHELL,  DONALD  EUGENE.  LENOIR  CITY 
MITCHELL,  FOY  B,  KNOXVILLE 
MOBLEY,  JACK  MURPHY,  KNGXVILLE 
MOFFETT,  STEVEN  K,  KNOXVILLE 
MONTGOMERY  JR,  JOHN  LEF,  KNOXVILi-E 
MONTGOMERY,  JOS  TJCKER,  NIOTA 
MONTGOMERY,  ROBERT  N,  KNOXVILLE 
NOON,  JOS  BENJA-INE,  KNOXVILLE 
MOORE  JR,  JOHN  0 A V 10,  KNOXVILLE 
MOORE  JR,  MERRILL  DENNIS,  KNOXVILLE 

* ROORE.  JOHN  OAVIQ,  LEESBURG,  FL 
ROORE , ROBERT  SAYLOR,  KNOXVILLE 
ROORESIOE,  DOUGLAS  EDWARD,  KNOXVILLE 
ROREHEAO.  LANCE.  KNOXVILLE 

MORENO,  FRANCISCO  G,  KNOXVILLE 
MORGAN,  TORRY  E,  KNOXVILLE 
MORGAN,  TRAVIS  EUGFNE,  KNOXVILLE 
MORRIS  JR,  ROBERT  W , KNOXVILLF 
MORRIS,  STEVEN  ALLEN,  KNOXVILLE 
MOSELEY,  JA«£S  E,  KNOXVILLE 
ROUNGER,  EMERSON  JAY,  KNJXVILLF 
MUELLER,  ROBT  LOUIS,  KNOXVILLE 
MU"FORO,  MARK  S,  KNOXVILLE 
MURRAY  JR,  EDwARD  LEE,  KNOXVILLE 
RUSE  JR,  KM  SCOTT,  KNOXVILLE 

» RUSE  SR,  km  S,  KNOXVILLE 

MUTTER,  MITCHELL  L,  KNOXVILLE 
MYERS,  JAMES  DAVID.  KNOXVILLE 
NATELSON,  STEPHEN  ELLIS,  KNOXVILLE 
NEBLETT,  JOHN  m,  KNOXVILlE 
NELSON  JR,  CARL  AUGUST,  KNOXVILLE 
NELSON  Jk,  HENRY  S,  MARYVILLE 
NELSON  JR,  JOHN  R,  KNOXVILLE 
NELSON  JR,  „M  ALcXANUER,  KNOXVILLE 
NELSON,  BILL  N,  KNOXVILLE 
NEWTON,  KRISTY  L,  KNUKVILLE 

* NICELEY,  EUGENE  PARK,  KNOXVILLE 

« NICHOLS,  HAZEL  '•ARIF,  KNOXVILLE 

NORWOOD,  CHRISTOPHER  w,  KNOXVILLE 
NOXON,  ELVIN  3.  KNOXVILLE 
OBENOUP,  RICHARD  A,  KNOXVILLE 
OGOES,  HAkRY  K,  KNOXVILLE 
OGLE.  HOMEK  CAMPBELL,  KNCXVILLE 
OTIS,  MICHAEL  VAUGHN,  KNOXVILLE 
OVERHOLT,  BERGFIN  F,  KNOXVILLF 

* OVERHOLT,  BENGE  I N R,  KNOXVILLE 
OVERHOLT,  ROBERT  MARION,  KNOXVILLE 
OwEN,  J DAVID,  KNOXVILLE 

OZDIL,  TURAN,  KNOXVILLE 
PACK,  RONALD  LYNN.  KNOXVILLE 
PAINE  JP,  RAYMOND  LEE,  KNOXVILLE 
PAPPAS,  SAM  GEO,  KNOXVILLE 
PARK,  SQUNG-HO,  KNOXVILLE 
PARKER  JR,  JOSEPH  CORBIN,  KNOXVILLE 
PARSONS,  ROY  B,  KNOXVILLE 
PATIL,  VIJAYA  R , KNOXVILLE 
PATTERSON  JR,  REESE  » , KNOXVILLE 
PATTERSON  JR,  ROBT  F,  KNOXVILLE 
PATTERSON,  FRANCES  K.  KNOXVILLE 
PATTERSON,  KM  L,  KNOXVILLF 
PAULSEN,  KM  ALLEN,  KNOXVILLE 
PAYNE,  FRANCIS  HOMER,  KNOXVILLE 
PEAGLER,  CHAS  G,  KNOXVILLE 
PEARCE,  ROBERT  E,  KNOXVILLE 
PEOIGC,  RANDALL  E.  KNOXVILLE 
PEEBLES,  FREO  NEAL,  KNOXVILLE 

* PENN,  JARxELL,  KNOXVILLE 
PERRY,  RONALD  HOWARD,  KNOXVILLE 

» PETERS,  H OEwEY,  KNOXVILLE 

PHELPS  JR,  PRESTON  V,  KNOXVILLF 
PHELPS,  RICHARO  K,  KNOXVILLE 
PIENKOKSKI,  MARfcK  R,  KNOXVILLE 
PIERCE,  IRA  S,  KNOXVILLE 
PIERCE,  STEVEN  FAULKNER,  KNOXVILlE 
PIERCE,  TRUETT  H,  SNEEDVILLE 
PITARO,  CECIL  E,  KNOXVILLE 
POOL,  MICHAEL  L,  KNOXVILLE 
PORTER,  F RAYMOND,  KNOXVILLE 

» POWFLL,  M.R  FORREST,  KNOXVILLE 

* POWERS.  BRUCE  PANKINS,  KNOXVILLE 
POWERS,  LAURA  B,  KNOXVILLE 
POWERS,  WILSON  WATKINS,  KNOXVILLE 
PRESSWOOO,  JAMES  J.  KNOXVILLE 
PRIDE.  H HAMMONO,  KNOXVILLE 
PkINCE  JR,  THOS  CHAFER,  KNOXVILLE 
PRINCE,  MARK  0.  KNOXVILLE 
PRINZ,  STEPHEN  C,  KNOXVILLE 
PRITCHER,  G .MARK,  KNOXVILLE 
PROSE,  JAMES  CLINTON,  KNOXVILLE 
PURVIS,  JOHN  T,  KNOXVILLE 

* RANGE,  JOHN  A,  KNOXVILLE 
RANKIN,  DAVID  M,  KNOXVILLE 
RAULSTON  JR,  KENNETH  L,  KNOXVILLE 

* RAULSTON,  JOS  L,  KNOXVILLE 
RAWSON,  FREEMAN  L,  KNOXVILLE 
RAY,  THOS  LAFAYETTE,  KNOXVILLE 
REED,  STEVEN  k,  KNOXVILLE 
REED,  WARREN  G,  KNOXVILLE 
REGESTER  JR,  HOLLAND  F,  KNOXVILLE 
REID,  WILLIAM  STUART,  KNOXVILLE 
REYNOLDS,  CHARLES  W,  KNOXVILLE 

* RICHARDS,  PAUL  0,  KNOXVILLE 
RIGGINS,  BILLY  NEkELL,  KNOXVILLE 
RIMER,  RONALD  LEE,  KNOXVILLE 
RIST,  TO  I VO  E,  KNOXVILLE 
ROBINSON,  RICHARO  WALTER,  KNOXVILLE 
ROCHESTER,  JOHN  CRAWFORD,  KNOXVILLE 
RODGERS  JR,  JOHN  C,  KNOXVILLE 

« ROGERS,  JERRY  RAY,  NORFOLK,  VA 
ROGERS.  WM  KLAR,  KNOXVILLE 
ROSE  III,  RICHARO  C,  KNOXVILLE 


ROWE,  BUFORD  E,  KNOXVILLE 
ROWE,  CECIL  OARRElL,  KNOXVILLE 
RU9RIGHT,  ROBT  LEE,  KNOXVILLE 
RUDOLPH,  BURTON  R.  KNOXVILLE 
RUFFE,  OAVIO  ANTHONY,  KNOXVILLF 

* rule  iii,  killiar,  Knoxville 

RULE,  JACK  ANOREK,  KNOXVILLE 
RULE,  KENNETH  BOYO,  KNOXVILLE 
RUSSELL  JR,  CECIL  E,  P 0*  ELL 
RUSSELL,  ROBT  CLAUOF,  KNOXVILLF 
RUSSELL,  STEPHEN  A,  KNOXVILLE 
RUTH,  ALEX,  KNOXVILLE 
RUTHERFORD  JR,  CHAS  E,  KNOXVILLE 
RUTHERFORD,  K YL  F OTIS,  KNOXVILLE 
RYLANDS,  JOHN  CRAIG,  KNOXVILLE 

* SAFFOLO,  JOHN  HENRY,  KNOXVILLF 
SAIN,  ROBT  LYNN,  KNOXVILLE 
Sandberg,  ronald  kfnneth,  Knoxville 
SANDERS,  JERRY  E,  KNOXVILLE 
SARKAR,  0 1 A N A DEE,  KNOXVILLE 
SCHAEFER,  BARRETT  A,  KNOXVILLE 
SCHAUMBURG,  EOWIN  -,  KNOXVILLE 
SCHNEIDEk,  »M  JAMES,  KNOXVILLE 
SEALS,  ROY  LEt,  KNOXVILLE 

SEATON,  DOUGLAS  Y,  KNOXVILLE 
SEGARS.  JAMES  HUGH,  KNOXVILLE 
SEMRER,  JJHN  KICha°D»  KNOXVILLE 
SEPRELL,  PAUL  HURT,  KNOXVILLt 
SEXTON  JR,  RICHARD  CA«R,  KNOXVILLE 
SEXTON,  DAVID  HERRON,  OAK  RIDGE 
SEY-OUP,  OICBY  GORDON,  KNOXVILLE 
SHEA  JP,  -.ALTER  C.  LENOIR  CITY 
SHEKHAT,  NANJI  R,  KNOXVILLF 

* SHIPLEY,  ALEX  ?,  KNOXVILLE 
SIODICI,  NAStt"UL  HAj,  KNOXVILLE 
sifnknecht,  e Charles,  knqxville 


SILVER  , 

H STEVEN, 

KNOXVILLE 

♦ 

SIMMQNS 

, ALVIS  DAVID,  CORRYTON 

S I MMONS 

, JOHN  0, 

KNOXVILLE 

SIMONS, 

JJN  RURIC 

, KNOXVILLE 

S I NHA , 

SACHCHIDA 

N,  KNOXVILLt 

* 

SMELTZER.  CHAS  C, 

KNOXVILLE 

SMITH, 

BRADFORD  w 

, KNOXVILLE 

SMITH, 

BRUCE  A, 

KNOXVILLE 

• 

SMITH. 

EUGENc  BAXTER,  KNOXVILLE 

smith. 

MICHAEL  G, 

KNUXV I lle 

SMITH, 

RICHARO  S, 

JOHNSON  CITY 

SMITH, 

R On T LLOYD 

, KNOXVILLE 

• 

SMITH, 

VERNON  I, 

LOU  I S V I LLF 

SMITH, 

WILLIA-  b. 

NEw  ORLEANS, 

SMITH, 

wM  N,  'IE  w 

TAZ  E wELL 

SNYOER. 

EOwARO  0, 

LCUOON 

SOLOMON,  ALAN,  KNOXVILLE 
SOSS,  SHELDON  BARRY,  KNOXVILLE 
SPIEGEL.  MARVIN  HOWARD,  KNOXVILLt 
STALLkORTh,  kM  park,  knuxville 

* STEVENS,  THOS  F,  KNOXVILLF 
STILES  JR,  JAMES  H,  KNOXVILLE 

S T I Mp  S CN , PETER  GAGNON,  LFNOIP  CITY 

* STOCKMAN,  JOHN  MILTON,  KNOXVILLE 
SUGANTHAC.A  J , CHRISTIANA  R,  KNOXVILLE 
SULLIVAN  JR,  THOS  ALAN,  KNOXVILLE 
SULLIVAN,  KM  ROSS,  KNOXVILLE 
SUNOAHL,  C GERALD.  KNOXVILLE 

* Swann  jr,  w*  kI»k,  knoxville 

SkEET,  JO  GORDON,  KNOXVILLE 
TARxATER,  JEAN  CATE,  KNOXVILLE 
TAUXE,  EOwARO  L.  KNOXVILLE 
TAYLOR,  JAMES  WALTER,  KNOXVILLE 
TAYLOR,  KENNETH  M,  KNOXVILLE 
TEAGUE,  DALE  ALEXANDER,  KNOXVILLE 
TERRY,  WILLIAM  E,  KNOXVILLE 

* TIPTON,  K.R  “ARSHALL,  KNOXVILLt 
TORKINSON,  ELSIE  VANNATTA,  LOUDON 
TOMPKINS,  FORREST  G.  KNOXVILLE 
TONEY  III,  LEE  F,  KNOXVILLE 
TOYOHARA,  HIROSHI,  KNOXVILLE 
TRAYLOR,  THOMAS  RtIO,  KNOXVILLE 
TREAT,  ELMER  LAWRENCE,  KNOXVILLE 
TRENT,  BILLY  CA»L,  KNOXVILLE 
TRENT,  LUCIAN  WILLIAMS,  KNOXVILLE 

* TROTTER  JR,  GEO  RACK,  KNOXVILLE 
TURNER,  JAMES  ESPY,  KNOXVILLE 

* TURNEY,  M FRANK,  KNOXVILLE 
TYLER  JR,  WR  ALEXANDER,  KNOXVILLE 
UNO  ER  WOOD,  MICHAEL  0,  KNOXVILLE 
VAN  ARSOELL,  ROGER  CLAY,  KNOXVILLE 
VANOERGRIFF,  wM  LOWELL,  KNOXVILLE 
VICK,  GEORGE  «,  KNOXVILLE 

VICKERS  JR,  MARVIN  HABER,  KNOXVILLE 
VINSANT,  CHRISTOPHER  L,  KNOXVILLE 
WADE  JR,  UKIGHT  ROBT,  KNOXVILLE 
WALKER,  BRUCE  EDWIN,  KNOXVILLE 
WALKER,  NORMA  BRAGG,  KNOXVILLE 
WALL,  JAMES  WHELAND,  KNOXVILLE 
WALLACE  JR.  CALVIN  R,  KNOXVILLE 
WALLACE,  SIDNEY  L.  KNOXVILLE 
WALLER,  DAVID  H,  KNOXVILLE 
WALLIS,  DONALD  EOwIN,  KNOXVILLE 
WALTERS,  WILLIAM  J,  KNOXVILLE 
WALTON  JR,  CLIFFORD  L,  KNOXVILLE 
WARE,  ROBT  EDWIN,  KNOXVILLE 
WATERS  JR,  JAMES  HOUSTON,  KNOXVILLE 
WATSON,  DAVID  THEODORE,  KNOXVILLE 
WATTS,  GLENN  FERRELL,  KNOXVILLE 
WEBBER,  GEO  ROBT,  KNOXVILLE 

* WEBSTER,  ROLANO  MARION,  STRAWBERRY  PL 
WEDEKIND  JR,  ROY  A,  KNOXVILLE 
WEINBERG,  JOSEPH  A,  KNOXVILLE 
WEISSFELO,  STEVEN  C,  KNOXVILLE 
WENOER,  CHAS  M,  KNOXVILLE 

* WEST,  FREOERICK,  KNOXVILLE 


* WHANGER,  HERBERT  NOEL,  KNOXVILLE 
WHITTAKER,  RICHARO  L,  KNOXVILLF 
WHITTINGTON,  JOHN  Hm,  KNOXVILLE 
WHITTLF,  R03T  BR  DC  F , KNOXVILLE 
WILD,  ROBERT  A,  KNOXVILLE 
WILLIAMS,  LEE  L.  KNOXVILLE 
WILLIAMS,  MURIEL  LESTER,  KNOXVILLE 

* wILLIEN,  LEON  JOHN,  KNOXVILLE 
WILLI FORO,  WILLIAM  n,  KNOXVILLE 
WILLINGHAM,  RICHARD  fe.  KNOXVILLE 
WILSON  JR,  STEPHEN  GLENN,  KNOXVILLE 
WILSON,  DAVID  0,  KNOXVILLE 

* WINE BRENNER , JOHN  0 A N L • KNOXVILLt 
wINN,  DONNA  MARIE.  KNOXVILLE 
WITTKE,  PAUL  EDWARD,  "EMPWIS 
WOHLWEND,  CHAS  DAVID,  CDRRYTON 
wOLAVER,  JOHN  HARRISON,  KNOXVILLt 
WOLFE,  J FREDERICK,  KNOXVILLE 
WOOD,  GEORGE  H,  KNOXVILLE 
WOOTEN,  PAUL  T,  KNOXVILLE 
WORDEN,  JAMES  P.  KNOXVILLE 
WRIGHT,  GLENN  E,  KNOXVILLE 
YAPBtRPY  JR,  OTHA  HORACE,  KODAK 
YATES,  JAMES  DOUGLAS,  KNOXVILLE 
YATTEAU,  RONALD  FRANCIS,  KNOXVILLE 
YODER,  mjlton  G.  KNOXVILLF 
YQUMANS,  wR  TINSLEY,  KNOXVILLE 
YOUNG,  VERNON  HUTTON,  KNOXVILLD 

* YOUNG,  VINCENT  T,  CONCCRO 

* ZACHARY,  EUGENE  G.  KNOXVILLE 
ZI«m£R“AN,  A ..ALTER,  KNUXVILLE 
ZIRKLE  JR,  GEO  ANDREW,  KNOXVILLE 
ZIRKLE,  CHAS  RANKIN,  KNOXVILLE 

LAKEWAY  MEDICAL  SOCIETY 

ALEXANDER,  wM  KING,  MORRISTOWN 

» ALLEN,  ER.RAN  DALE.  WHITE  PINE 

AMADOR  JR,  JOSE  GARCIA,  mdrrisTOwN 
ANDREWS,  DOUGLAS  EUGENE,  M0RRISj-,jWS 
BARCLAY,  LEE  ROY,  MORRISTOWN 

* BELL  AIRE,  MACK  J.  mc.RRISTCwN 
BLAKE,  CLtLANO  CJNwAY,  MORRISTOWN 
BOOKER,  BURT  L,  RORRISTGwN 
BROCK,  HOWARD  THUS,  MORRISTOWN 

« BRYAN,  LEAnDEm  C,  RUTLEDGE 

BUKEAVICH,  ALEREJ  PETER,  MORRISTOWN 
BUKOV ITZ,  MARY  ELIZABETH,  MQkRISTOwN 
CALOwELL,  JOHN  DONALD,  MORRISTOWN 
CARVER  , MICHAEL  C,  MURPISTCwN 

* CAwOOD,  DAVID  CLAYTON,  JEFFERSON  CITY 
CHRONIS,  ALEX  J,  MORRISTOWN 

CHUNG,  SUNG  JANG,  “ORRISTDwN 

0AR8Y,  DEwAYNc  P,  JEFFERSON  CITY 

DONALD,  ROBT  H,  MORRISTOWN 

DU9Y  JR,  CLARENCE  JOS,  MORBISTOwN 

ELLIS  JR,  JOHN  w,  JEFFERSON  CITY 

FETZER  JR,  JOHN  wOOOROw,  JEFFERSON  CITY 

FULK,  CHARLES  S,  ROmkISTOWN 

FUSON,  PHILIP  LEE,  "OPRISTOw.N 

GAGNON,  PIERkE  PAUL.  MORRISTOWN 

GANEN,  SALEM  F,  MORRISTOwN 

GREENE  JR,  OAVIO  LOUIS,  MORRISTOwN 

GRONEWALO,  WM  ROBT,  MORR I STOWN 

GUTCH  III,  WM  JOHN,  MORwlSTOwN 

HEL«S,  CRAMPTON  HARRIS,  MORRISTOwN 

HICKMAN  JR,  JA“ES  H,  LOwLAND 

HILL,  TENNY  JACOB,  RUTLEDGE 

HOWARD,  JESSIE  EUGENE,  JEFFERSON  CITY 

JA“ISON,  ROBERT  ALLEN,  MORRISTOWN 

K I “ , JOO-TAEK,  MORRISTOWN 

KINSER,  JOHN  H,  MORRISTOwN 

LEONARD,  CHARLES  E,  JEFFERSON  CITY 

LINDSEY,  CHARLES  HUGH,  MORRISTOwN 

LOWRY  III,  ORLANDA  0,  moRR!STOWN 

LYNCH,  FVERETTE  G,  MORRISTOwN 

MCLEMORE,  WAYNE  L,  MORRISTOwN 

MCNEIL,  DAVID  wYATT,  MORRISTOWN 

MERRITT,  0 L,  DANORIDGE 

* MILLIGAN,  FRANK  LESLIE,  JEFFERSON  CITY 
MILLIGAN,  LESLIE,  JEFFERSON  CITY 
MUNCY,  ESTLt  PERSHING,  JEFFERSON  CITY 
PRESUTTI,  H G,  MORRISTOwN 

RAB3ITT,  ROBERT  w,  MORRISTOwN 
REED,  PAUL  EMORY,  SNEEDVILLE 
RENNER  JR,  OMER  CLYDE,  MORRISTOwN 
SAMS,  JOSIAH  B,  MORRISTOWN 
SCOTT,  CHAS  SEALE,  MORRISTOwN 
SOMMERS,  GEORGE  w,  MORRISTOwN 
STAMER  JR,  JOHN  P,  MORRISTOWN 
TINDALL,  J RAYMOND,  MORRISTOWN 
TRUSLER,  POwELL  MADEN,  .MORRISTOWN 
WEE  ENG,  JOSE  L,  MORRISTOWN 
WILLBANKS,  DAVID  VERNER,  MORRISTOWN 
YATES,  RAYMOND  BERNARD,  MORRISTOWN 
ZIRKLE,  JOHN  M,  JEFFERSON  CITY 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

BUCKALEW,  ROtANO  E.  LAWRENCEBURG 
CAMPBELL  JR,  EARL  ROY,  LAWRENCEBURG 
CROWDER  JR,  VIRGIL  HOLT,  LAWRENCEBURG 

* CROWDS®,  VIRGIL  H,  LAWRENCEBURG 
DAVIDSON,  BOYO  P,  LAWRENCEBURG 
HENDERSON,  NORMAN  LEROY,  LAwRENCEBURG 
HUOGINS,  J CARMACK,  LAWRENCEBURG 
MANGU8AT,  JAIME  V.IRATA,  WAYNESBORO 
MAURICIO,  LILIA  D,  LAWRENCEBURG 
METHVIN,  RAY  ELWIN,  LORETTO 

MOLLOY,  LAURENCE  8ENJ,  LAWRENCEBURG 
QUALLS,  JERRY  FRANKLIN,  LAWRENCEBURG 
SHAH,  JAYRAJ  C,  LAWRENCEBURG 
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STALEY,  HOMER  LEE,  LAWRENCEBURG 
TAYLOR,  CARSON  E,  LAWRENCEBURG 
THOMAS,  HENRY  LEWIS,  LAWRENCEBURG 
TURMAN,  ALFREU,  LAWRENCEBURG 
WEATHERS  JR,  MALCOLM  H,  LORETTO 


LINCOLN  COUNTY  MEDICAL  SOCIETY 

ASHBY,  SAM  MICHAEL,  FAYETTEVILLE 
8LALACK,  EOWIN  EUGENE,  FAYETTFVIlLE 
BOLNF.R,  ANNE  URN'ER,  FAYETTEVILLE 
OANIEL,  WILLIAM  w,  FAYETTEVILLE 
FISH8EIN,  RICHARD,  FAYETTFVILLE 
GOWDA , H R mallaPPA,  FAYETTEVILLE 
JONES,  WILLIAM  R,  FAYETTEVILLE 

♦ MARSHALL,  CLYDE  H,  A R D M OR  F 
MCCAULEY,  OAVIO  R,  FAYETTEVILLE 

* MCRAOY,  JAMES  VAN,  COLUMBIA 
PATEL,  YASHWANT  P,  FAYETTEVILLE 
PATRICK  JR,  THUS  ALF  X , FAYETTEVILLE 
RALSTON  JR,  JOSEPH  FRED,  FAYETTEVILLE 
TOONE,  C OOYNt,  myrtle  BEACH,  SC 

WH I TTE  MORE , PAUL  EOwARO,  FAYETTEVILLE 
YOUNG,  WM  MC  KINNEY,  FAYETTEVILLE 


MACON  COUNTY  MEDICAL  SOCIETY 

CHITWOOD  JR,  CHAS  C,  LAFAYETTE 
DECK  JR,  MARVIN  tDWARO,  LAFAYETTE 


BOWERS,  WM  R ICHARO,  ATHENS 

♦ BOYCE,  JAMES  REID,  ATHENS 
BURROUGHS  II,  WALLACE  F,  ATHENS 

♦ CARROLL,  CHAS  THUS,  ATHFNS 
CLEVELAND,  JA-ES  FRANKLIN,  ENGLEWOOD 

* CURTNER,  LEWIS  DEMPSEY,  ATHENS 
DAVIS,  WM.  BAYFIELD,  ATHENS 
DENTON,  STEPHEN  L,  ENGLEWOOD 
ERGEN,  FREO  J,  ATHENS 

FOREE  JR,  WM  EDWIN,  ATHENS 
GRIFFITH,  SHELLEY  E,  ATHENS 
HARGIS,  LARRY  JACKSON,  ATHENS 
HEWGLEY,  R OB  T GARDNER,  ATHFNS 
HOLLIDAY,  H JOSEPH,  ATHENS 
JONES,  MIlNOR.  ATHENS 
LEE,  YUNG  GIL,  ETOWAH 
MCKENZIE,  JOHN  CARL,  ATHENS 

« MGNIGOMFRY  SR,  JOHN  L,  ATHENS 
MQRPIS,  mM  GOURRIER,  ATHENS 
ORDONEZ,  LUIS  J,  FTOwAH 

* POWELL,  JESS  A,  ATHENS 

SLOWEY  III,  JAMES  PFRGUS,  ATHENS 
SNIOER,  IRIS  G , ATHFNS 
SONI,  HARISH  BABULAL,  FTOWAH 
SONI,  RFNUKA  HARISH,  FTOwAH 
TROTTER,  R 08T  WM,  ATHFNS 
WATTERS,  OONALD  H,  ATHENS 
WHITTLE  Jk,  BERScRT  P,  CHARLESTON 
WILLIAMS,  THOS  WOLFORD,  FTOwAH 


MARSHALL  COUNTY  MEDICAL  SOCIETY 

ALFREDSON,  OAVIO  G,  LEwISRURG 
JOHNSON,  JAMES  LEE.  LEWISBURG 

* LEONARD,  JOHN  CLARENCE,  LEWISBURG 
LEWIS,  MELVIN  GLENN,  LEwISBURG 

* MORGAN  "JR,  HARCOUKT  A,  LEwISBURG 
PHELPS  JR,  KENNETH  J,  LEWISBURG 
PHELPS  SR,  KENNETH  J,  LEwISBURG 
POARCH,  WM  SAXON,  LEWISBURG 
RUTLEDGE,  J ONE  S.  E L A N A G AN  , LEwISBURG 
SHARMA,  N N,  LEWISBURG 

TAYLOR,  WM  L,  LeWlSBURG 
TEPEUINO,  MICHAEL  J.  LEwISBURG 
VAN  SLOOTEN,  DALE  ALLEN,  LEWISBURG 
VON  ALMEN,  JOS  FRANKLIN,  LEWISBURG 


MAURY  COUNTY  MEDICAL  SOCIETY 

ANDREWS,  CLAUDIA  S,  COLUMBIA 
BALL,  CHARLES  A,  M T PLEASANT 
BARR,  RALPH  I,  COLUMBIA 
BERRY,  SIDNEY  A,  COLUMBIA 
BRITE,  CHAS  RICHARD,  COLUMPU 
BROWN,  JOHN  PRESTON  wATTS,  COLUMBIA 
CAPNAHAN,  OAVIO  NEAL,  COLUMBIA 
CLIFFORD  JR,  RUFUS  »,  COLUMBIA 
OAKF,  THOS  SCOTT,  COLUMBIA 
OANIEL,  ESLICK  EwING,  COLUMBIA 
DAVIS,  PATRICIA  CLIFEURD,  COLUMBIA 
DUNCAN,  THOS  RAY,  COLUMBIA 
FERRELL,  HAROLD  WIL^Y,  COLUMUIA 
FIEDLER  JR,  GEO  ADOLPH,  COLUMBIA 
FITTS  JR,  JAMES  MORGAN,  COLUMBIA 
FUQUA,  wM  G,  COLU-BIA 
GARDINER,  WALTER  H,  FRANKLIN 
GARONER  JR,  CARL  C,  COLUMBIA 
GRAY  JR,  OANL  ROGER,  COLUMBIA 
HARGROVE,  JOEL  T,  COLUMBIA 
HARMON  JR,  ROY  F,  CCLUMBIA 
HARTMAN,  PATRICK  c R W I N , COLUMBIA 
HARWELL,  VALTON  CARDEN,  COLUMBIA 
HAUSMANN,  JAN  COLUMBIA 

HUDSON,  CHAS  CRAIG,  COLUMBIA 
JERNIGAN,  WILLIAM  N,  COLUMBIA 
KELLEY,  JAMES  BRINKLEY,  COLU-BIA 
KUSTOFF,  RALPH,  COLUMBIA 
KUYKENDALL,  SAM  J,  COLUMBIA 
LANGA,  AMBROSE  M,  COLUMBIA 
LAY,  ALLYN  MONROE,  COLUMBIA 
LEACH,  JAMES  w,  C0LUM3IA 

* LYLES,  ROSIN,  COLUMBIA 

MAYFIELD  JR,  GEO  RADFORD,  COLUMBIA 
MILLER,  CLAY  k,  COLUMBIA 
MOORE,  KENNETH  LYNN,  COLUMBIA 
NICKELL,  LAWRENCE  R,  COLUMBIA 
OLSON,  JOHN  RICHARD,  COLUMBIA 
OVERTON,  MARY  E,  COLUMBIA 
PARROTT,  EARL  QUINTON,  COLUMBIA 

♦ PROVOST,  cDWIN  K,  MUNTEAGLE 
RAYBURN  JK,  M TAYLOR,  COLUMBIA 
REED,  ROBERT  M,  COLUMBIA 
ROBINSON  II,  wM  ALLISON,  COLUMBIA 
SIMMONS,  STEPHEN  B,  COLUMBIA 
SISK,  ANDREW  w E 3 B « COLUMBIA 
STEWART,  wlLLIA-  R,  COLUMBIA 
STRICKLAND,  RAYMOND  C,  COLUMBIA 
THONPSON  JR,  ROB  T GUERIN,  COLUMBIA 
TOBAN,  MAHAMEO  "OA  TAZ,  COLUMBIA 
VINSON,  BILLY  JOE,  COLUMBIA 

* WARD,  LEON  S,  COLU-BIA 
WHITE,  THOS  RAY,  COLUMBIA 
WIESMAN,  H JAMES,  COLUMBIA 
WILBURN,  CHARLES  0,  COLUMBIA 
WILKES  JR,  JAMFS  WALLACE.  COLUMBIA 
WILLIAMS  JR,  JOHN  0,  MOUNT  PLEASANT 

♦ YOUNG  JR,  THOS  KAY,  COLUMBIA 

McMINN  COUNTY  MEDICAL  SOCIETY 

ACKAOUY,  GEO  E A,  ATHENS 
BOLIN,  WILLIAM  R,  ATHENS 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

ACKER,  JAMES  0,  MEMPHIS 
ACKERMAN,  ROBT  F,  MFMPHIS 

- ACUFE,  JAMES  HARVEY,  MEMPHIS 
ADAMS  JR,  wm  MILTON,  -f-PHIS 
ADAMS,  JOHN  Q,  MEMPHIS 

ADA “S , JOHN  kOPT,  MEMPHIS 

♦ ADA-S,  LORFNZD  H,  -E-PHIS 
adams,  ROnT  franklin,  "emphis 

ADCOCK  III,  EkANX  JOHN,  COPQOVA 
ADKINS,  HF  NR  Y L'ICH,  -E-PHIS 

♦ ADL  F R , JUSTIN  H,  MEMPHIS 

- AGFE , C COE,  XISSIM-EE,  FL 

• AIVAZIAN,  GAR  ARP  0 HAGOP,  -EMPHIS 
AKBIK,  MOmAMAO  J,  -EMPHIS 
AKERS,  HOwARO  THUS,  MEMPHIS 
AKINS.  CHARLES  0,  MEMPHIS 
AKISKAL,  HAGOP  SUURFN,  ME-PHIS 
ALABASTER,  ALAN  M,  -EMPHIS 
ALBRITTON,  JOHN  FUPTUNE,  MEMPHIS 
ALEXANDER  JR,  ALBERT  M,  MF-PHIS 
ALGEA  III,  WILLIAM  LEROY,  -ILLINGTON 

al  i , zenab  ahhed,  Memphis 

AL  I SS ANDRaTOS , JANE  K,  MEMPHIS 
ALLBRITTEN,  JAMES  F,  MEMPHIS 
ALLEN,  CHESTER  G,  -rMPHlS 
ALLEN,  FRANK  S,  MEMPHIS 

* ALLFY,  FRANKLIN  H,  SOMERVILLE 
ALSTON,  GEORGr  R,  -EMPHIS 
ALSTON,  JAMES  L.  MEMPHIS 
AMOnETTF,  REX  ALLEN,  MEMPHIS 

♦ ANDERSON  JR,  SAM  B , MF-PHIS 
ANDERSON,  GARLAND  0,  MEMPHIS 
ANDERSON,  JOE  PAT,  MEMPHIS 

- ANOEkSON,  KEITH  u,  MEMPHIS 
ANDREWS,  C RADNOR 0 , MEMPHIS 

- ANDREWS,  JA-ES  me-phIS 

ANDREWS,  «w  F,  ME-PHIS 
ANGEL.  JOHN  JOSEPH,  MEMPHIS 

♦ ANISHANSLIN,  OONALO  N,  COLLIERVILLE 
APPLEGATE,  WILLIAM  BROWN,  -E-PHIS 

- APPLETON,  NICOLAS  B.  MF-PHIS 
ARKIN,  CHAS  RICHARD,  -EMPHIS 
ARMES  JP,  MM  HtRBERT,  ME-PHIS 
ARONOEF , PHILIP  -EL V I N,  ME-PHIS 
ASA,  0 KEVIN,  MEMPHIS 

* ASTE,  J MALCOLM,  MF-PHIS 

* ATHERTON,  HAZEL  EARL,  MEMPHIS 

atkins,  lelanj  Langston,  memphts 

ATKINS.  STEVEN  LEE,  MEMPHIS 
ATKINSON,  RICHARD  AGAkD,  “EMPHIS 
ATWOOD,  JOHN  WESLEY,  MEMPHIS 
ATWOOO,  SUE  C,  MEMPHIS 

- AULT,  RETTINA  HARMAN,  NASHVILLE 
AUSTIN,  JOHN  LINDSAY,  MEMPHIS 
AVGERIS,  JOHN  A,  -EMPHIS 
AWDEH,  MAHIR  RAMIZ.  ME-PhIS 
BA3IN,  RICHARO  W,  MEMPHIS 
BAILEY,  JAMES  WESLEY,  MEMPHIS 

- BAILEY,  PATRICK  VANCE,  MEMPHIS 

- BAILEY,  WILLIAM  KEVIN,  MEMPHIS 
BAIRD,  JOHN  WM,  MEMPHIS 

- BAKFR,  CAROLYN  LESLIE,  NEMPHIS 
BAKER,  IRVIN  C.  MEMPHIS 
BAKER,  JOS  E,  MEMPHIS 

BAKER,  MALCOLM  A,  ARLINGTON 
BALE,  GEO  FRANKLIN,  MEMPHIS 
BALLFNGEP,  REID  LANGEORO,  MEMPHIS 
BANG,  HOI  JINE,  GERMANTOWN 

* BARBER,  ROY  M,  WASHINGTON,  DC 
BARKER,  GEO  LOVELACE,  MEHPHI j 

- BARKER,  JOSEPH  OAVIO,  KINGSPURT 
BARNES,  ROY  JAKES,  MEMPHIS 

- BARNETT,  ARDEN  0,  MEMPHIS 
BARR,  JAMES  R,  MEMPHIS 

- BARRON,  DAVID  MICHAEL,  MEMPHIS 
BARRON,  JOHN  M,  MEMPHIS 
BASKIN,  REED  CARL,  MEMPHIS 


• BASSETT,  GEO  H,  MF-phIS 
BATES.  RICHARO  GkEENE,  ME-PHIS 
8ATTAILE,  JOS  CHANDLER,  -F-PHIS 
3ATTAILE,  NAJIBA  A H,  -emphis 
BEALE,  HOwARO  LEO.  -£-PhIS 
BEATUS  JR,  BE  V J LOUIS.  ME-PhIS 
BEATY  JR,  JAMES  hAROLO,  Mf-PHIS 
BEEMAN,  HELEN  G.  -EMPHIS 

BELL  JR,  t M ME  T T OIXON,  MEMPHIS 
BELL,  JAMcS  SPENCER.  MEMPHIS 
BELL.  STEVEN  HUNTER,  -EMPHIS 

- BELL,  THOMAS  CHARLES,  CHATTANOOGA 
SELLOTT  JR,  AkTHUR  L,  -EMPHIS 
BERRY  III,  ALLEN  U.  MEMPHIS 
BERTORINI,  TULIO  E,  Mt-PHIS 
BEVILACOUA,  ALDO  RD-ANO,  ME-PHIS 
BICKS,  RICHARD  0 , -EMPHIS 
BIELSKIS  JR.  wlLLIA"  M,  MF-PHIS 

8 I CCS , JACK  C,  SOUThHAVEN,  MS 

♦ BILES  JR,  JAMES  0,  MEMPHIS 
BIRDSONG  JR,  t -- I T T S,  -EMPhIS 
bishop,  Calvin  •> , -e-phis 
BISNO,  ALAN  LESTER,  MEMPHIS 

* BISSON,  wHEELuCK  a,  MEMPHIS 
BISWAS,  AJIT  KU-AR,  — F M pH  I S 
BLACK,  TIMOTHY  LFE,  ME-PHIS 
BLACKWELL  JR,  S A ML  JOS,  ME-PHIS 
BLACKWELL,  CAROLYN  FI  SEP,  -EMPHIS 
•3  L A I R , JOHN  ROONEY,  -E-PHIS 
BLANC  JR,  BASIL  A,  -E-PHIS 
BLAND,  GEU  R,  -E-PHIS 

- BLANKENShI®,  brad  EDwlN,  -E-PHIS 

- BLANTON,  DONALD  "CLAIN,  -E-PHIS 

• BLEECKFR,  PHILIP  rt,  -E-Phis 
dLu-EN,  Herbert,  -e-phis 
RLU-ENFELO,  HARRY  BERNARD,  -E-PhIS 
BLYTHE  HI,  JOS  ALFRED,  ME-PHIS 

30 AL S III,  JOS  CALLOwAY,  -EMPHIS 
BJALS,  JA-ES  <•-,  ME-PHIS 
a080 , ROBT  THOMPSON,  “EMPHIS 
3 OF  h- , ROoERT  m.  -F-PMis 

- BOO",  ALAN  DEXTER,  -t-PHlS 
BOONE,  HOwARO  A,  -E-PHIS 
BOONE,  J A" c S E,  ME-PHIS 
BUONE,  THIPAVAN,  -F-PHIS 
BOOTH,  JAKES  LIVINGSTON,  -E-PHIS 
BOSTON,  BARRY,  -E-PHIS 

30S  WELL , JAMES  LIJNFL,  -E-PHIS 
BUSwELL,  RICHARO  LEE,  ME-PHIS 

• BOULOIN,  MARY  F,  CL4RKSCALE,  “S 

- BOUNDS.  INEZ  W.  M c - P H I S 
“IJURLAND  JR,  -0-T  LEON,  -E-PHlS 
BOURLAND,  LANOcSS*  -E-phIS 

- BOWEN,  JANET  WILDER.  -E-P-IS 

• B OWE  R MAN , EARl  p.  -E-PHIS 

.BOYD  JR,  ALLEN  STREET,  ME-PhIS 
BRADY,  BOYER  ME-PHIS 

- BRANDON,  Thomas  ALBERT,  MEMPHIS 

- BRANNON,  wMARLES  TRAVIS,  -E-PHIS 

♦ BRAUN,  WINSTUV,  MF-PHIS 
BRIOGES,  JAM-S  T,  -E-PHIS 
B-ITT.  LOUIS  G'JOUNO,  -E-PHIS 
BRITTON,  tRNcST  L.  MEMPHIS 

bronstfin,  -aury  w,  -e-phis 

BRONSTEIN,  -ICHArL  L,  -t-PHIS 
BROOKS,  BROWN,  -t-PHIS 

- BROOKS,  -ARIA  T , -EMpMIs 
BROWN,  JA-ES  S,  NASHVILLE 

- 3®  UNNE  ® , RICHARD  GARMANY,  -EMPHIS 
BRUNT,  CHAS  HAL,  “F-PHIS 

BRYAN,  THURNTUN  E,  -E-PrtlS 
BRYANT.  JA  .ME  S w.  -f  MPH  I S 
BUCHALTFR,  RU3T,  -F.-PHIS 
BUCHIGNANI,  JOHN  SHEA,  -E-PHIS 
BUCHIGNANI,  JOS  ANTHONY,  -E-PHIS 
BUCKLEY  J-,,  MAOISON  H,  ME-PHIS 
BUR  ANAP  I YAwONG,  ARKOM,  GE  R-ANTDwfi 
BURKE,  LARRY  0,  -E-PHIS 
BURKLE  III,  GEO  HENRY,  GER-ANTOwN 
BURNETT,  CHARLES  ROLANO,  -E-PHIS 

- BURNETT,  MARGARET  P,  -E-PHIS 
BURTON.  WlLLIA-  DUER,  -EMPHIS 
BUSBY,  -ICKY  L,  ME-PHIS 

- BUSTAMANTE,  OANIEL  R,  COOKEVILLE 
BUTLEK,  DOROTHY  ANN  HICKS,  -E-PHIS 
BUTLER,  RICHARD  MASON,  MEMPHIS 
BUXTUN,  BERTRAM  H,  -E-PHlS 

8 Y A S , JAMES  S,  MEMPHIS 
CAFFEY,  SHEO  H,  ME-PHIS 
CALANDRUCCIO,  KOCCO  A,  "t-PHIS 
CALOwELL,  EDwARO  PRICHARD,  MEMPHIS 
CALLISON,  -ASTON  K.  MEMPHIS 
CAMACHO.  ALVRO  -ANUEL,  MEMPHIS 

* CAMPBELL,  EDwARO  G,  MEMPHIS 
CANALE,  DEE  JA-ES,  MEMPHIS 
CANALE,  JAMES  LAwRFNCE,  MEMPHIS 
CANALE,  STURLA  TERRANCE,  MEMPHIS 
CANCIO,  CONSOLA  C I ON  V,  MEMPHIS 
CANNON,  BLAND  WILSON,  MEMPHIS 
CAPE,  CHAS  ALBERT,  MEMPHIS 

CARA  JR,  OOMINIC  JOS,  MEMPHIS 

* CARAOINE  JP,  R 03  T SIDNEY,  “EMPHIS 
CARNESALE,  PETER  GUYDON,  -EMPHIS 
CARROLL,  OAVIO  S,  MEMPHIS 

♦ CARRUTHERS  JR,  DANE  F,  MEMPHIS 

* CARTER  JR,  LOUIS  L,  MEMPHIS 

* CARTER,  HARVEY  WALLACE.  MEMPHIS 
CARTER,  JA-ES  ROLANO,  -EMPHIS 

* CARTER,  LOUIS  L,  MEMPHIS 

- CARTWRIGHT,  CHARLES  K,  MEMPHIS 
CASHION,  ERNEST  L,  MEMPHIS 
CASTELLAW,  MARK  ALLAN,  MEMPHIS 
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CHAPPELL*  FENw I CK  W,  MEMPHIS 
CHAPPUIS,  JAMES  LLOYD,  MEMPHIS 
CHARLES*  STEVEN  THUS.  MEMPHIS 
CHAUHAN,  OINESH  N,  MEMPHIS 
CHEEK,  RICHAkU  CALVIN,  MEMPHIS 
CHESNET,  CAROLYN  M,  MEMPHIS 
CHISOLM,  JOHN  C09EEN,  MEMPHIS 
CHRISTOPHER.  PORT  PAUL,  MEMPHIS 
CHUANG,  HOWARD  JYI  JUANG,  MEMPHIS 
CLARENDON,  COLIN  C D,  MEMPHIS 
CLARK  JR,  DWIGHT  WITT,  MEMPHIS 

♦ CLARK,  GLENN  MARSH,  MEMPHIS 

- CLARK,  SALLY,  MEMPHIS 

♦ CLARKE,  CHAS  L,  MEMPHIS 
COCKE  JR,  EOwIN  *,  MEMPHIS 
COCKROFT,  ROUT  LAWRENCE,  MEMPHIS 
COHEN,  LAWRENCE  LOUIS,  MEMPHIS 

♦ COHEN,  morris  0.  MEMPHIS 
COLE  III,  WILLIAM  l,  MEMPHIS 
COLE  JR,  F HAMMOND,  MEMPHIS 
COLE,  FRANCIS  HAMMOND,  MEMPHIS 
COLEMAN  JR,  SIDNEY  A,  MEMPHIS 
COLLINS,  BLAINE  C,  MEMPHIS 
COLLINS,  FRANK  H,  MEMPHIS 
COLLINS,  JAMES  H,  MEMPHIS 
CONRAO,  LYNN  WILSON,  MEMPHIS 
CONWAY,  JOHN  PATRICK,  MEMPHIS 

- COOK,  JEFFREY  w,  "FMPHIS 

- COOK,  WILLIAM  GREGORY,  MEMPHIS 
COOPER,  CHARlIE  WALTER,  MEMPHIS 
COORS,  GEO  A,  MEMPHIS 
COPELAND,  GEO  0,  Memphis 
CORLEY,  GLENNA  J,  MEMPHIS 
CORNELIUS,  LELANO  RAEBURN,  SOUTHAVEN, 
COUCH  SR,  CHAS  EDwARO,  MEMPHIS 
COURINGTON,  OORIS  PAYNE,  MEMPHIS 
COWAN  JR,  GEOkGE  S ",  "EMPHIS 

COX  III,  SAM  J,  ME-PHIS 

- COX  JR,  JAMES  W,  KNOXVILLE 
COX,  CLAIR  EDwARO,  MEMPHIS 

- CRAIG,  CAROL  S,  KNOXVlLLt 
CRAVEN,  RUFUS  EDGAR,  -EMPHIS 

- CRAWFORD  II,  OONALO  A,  MEMPHIS 
CRAWFORD,  JOHN  0,  COLLIERVILLE 
CRAWECRO,  LLOYD  V,  MEMPHIS 
CRENSHAW  JR,  ANDREW  H,  MEMPHIS 
CRENSHAW,  ANOkEW  HOYT,  MEMPHIS 
CRENSHAW,  THUMAS  H,  MEMPHIS 
CRESON  JR,  THOMAS  < , MEMPHIS 
CREWS,  JOHN  T,  MEMPHIS 
CRISLER  JR.  HERMAN  A,  MEMPHIS 

♦ CRISLfR  JR,  JOS  A,  MEMPHIS 
CROCKARELL,  JOHN  REAMS,  MEMPHIS 
CROCKER,  DIANE  WINSTON,  MEMPHIS 
CROCKER,  R06T  A,  MEMPHIS 

♦ CROCKETT  JR,  ROBT  N,  MEMPHIS 
CROOK  JR,  JFRRALL  P,  MEMPHIS 
CROSBY,  VIRGIL  GLENN,  MEMPHIS 
CROWE  JR,  LEE  RAY,  COOKEVILLE 
CROWN,  LOREN  ARTHUR,  MEMPHIS 
CRUMRINF,  R08ERT  S,  ME-PHIS 
CRUPIE,  JOS  E,  MEMPHIS 

- CRUPIE,  MARC  J,  MEMPHIS 

♦ CRUTHIRDS,  TERRY  PARK,  MEMPHIS 
CUMMINGS,  JOHN  M,  MEMPHIS 
CUMMINS,  ALVIN  JOS,  MEMPHIS 
CUNNINGHAM,  DAVIO  LANE,  MEMPHIS 
CURLE,  RAY  EJGENE,  -EMPhIS 
CURRFY,  THOS  ARTHUR,  -EMPHIS 
CURTIS,  KAREN  LOUELLA,  MEMPHIS 
OANG , LUU  HUY,  GERMANTOWN 
DAUGHERTY,  OAVID  R,  MEMPHIS 
DAVIDSON  III,  ORIN  L,  MEMPHIS 
DAVIS  JR,  JESSE  THPO,  MEMPHIS 
DAVIS,  EDNA  M FITZJARREL,  MEMPHIS 
DAVIS,  HARRY  L,  MEMPHIS 

DAVIS,  THOS  ALLEN,  MEMPHIS 
DE  MERE,  MC  CARTHY,  MEMPHIS 
OE  SAUSSURE  JR,  k L,  MEMPHIS 
DE  SHAZO,  MICHAEL  HENRY,  MEMPHIS 

- DEAN  JR,  RHEA  WESLEY,  "EMPHIS 
OEATON,  WM  JERRY,  MEMPHIS 

- DEDMON,  CINDY  TURNER,  MEMPHIS 
DELK,  SAM,  MEMPHIS 

DELLINGER  JR,  HUBERT  L,  MEMPHIS 
DEMPSEY,  THOMAS  JACKSON,  MEMPHIS 

- DEVALL,  DIANA  0,  MEMPHIS 
DEWANE,  JOSEPH  C,  MEMPHIS 
DEWEESE,  MELVIN  WAYNE,  MEMPHIS 

♦ DIGGS,  LEMUEL  WHITLEY,  CORDOVA 
DILAWARI,  RAZA  AL I , MEMPHIS 
DILTS  JR,  PRESTON  VINE,  MEMPHIS 
DIRGHANGI,  JAYANTA,  MEMPHIS 
OIRMEYER,  PHILLIP  HAYS,  MEMPHIS 

0 I SMUKE , STEWAPT  EDWARDS,  MEMPHIS 
OISMUKES,  DON  ELMO,  MEMPHIS 
DISNEY,  JERE  MICHAEL,  MEMPHIS 
OOBSON,  JOHN  M,  MEMPHIS 
DODGE,  HERBERT  SHUBERT,  MEMPHIS 

♦ DORIAN,  JOHN  BERNARD,  SAUOI  ARABIA 

- DOTY  III,  THOMAS  W,  MEMPHIS 

- OOUGLAS , JEFFREY  LEE,  MEMPHIS 
DOWLING,  CHAS  VICTOR  E,  MEMPHIS 
DRAKE,  ARNOLD  MANNAS,  MEMPHIS 
DRENNING,  PAUL  THOMAS,  MEMPHIS 
DREWRY  JR,  RICHARD  OANL,  MEMPHIS 

♦ DU  BARD,  HORTON  GEE,  MEMPHIS 
DUBERSTEIN,  LARRY  EDWIN,  MEMPHIS 

- DUBOSE,  DIANE  HUNTER,  MEMPHIS 

- DUCKWORTH,  HUGH  KELLY,  MEMPHIS 
DUCKWORTH,  JOHN  KELLY,  MEMPHIS 
DUCKWORTH,  NANCY  C H,  MEMPHIS 


DUCKWORTH,  PATRICIA  PEARL,  MF-PHIS 
QUGOALE,  MARION.  "EMPHIS 
OUGGIRALA,  PRASAO  S,  MEMPHIS 
OUGGIRALA,  VIJAYA  L,  MEMPHIS 
OUKE,  DON  DE  WINOLE,  MEMPHIS 
OUNAVANT  JR,  w"  DAVID,  M E " P H I S 
OUNAVANT,  w«  OAVID,  MEMPHIS 
DUNAWAY,  UAN  ALEXANDER,  ME"PhIS 
DUNCAN  JR,  JAMES  T,  MF“PHIS 
OUNCAN,  JERALD  MARK,  MEMPHIS 
DURFEY,  JUHN  UUINCY,  "EMPHIS 
EASON,  HAMEL  BOWEN,  MEMPHIS 
EASON,  LESLIE  EDMUND,  “EMPHIS 
ECONOMIDES,  NICHOLAS-JOHN,  ME“PHIS 
EOGCOMH,  LESLIE  PAUL,  MEMPHIS 
EDMONSON,  ALLEN  S,  MEMPHIS 
EDWARDS,  NEIL  B , MEMPHIS 
EGGERS,  FRANK  MEMPHIS 

ELKHOJA,  ABED,  MEMPHIS 
ELKINS,  ThO"AS  E,  -ILLINGTON 
ELLIOTT,  ROONEY  GJRHMAN,  "EMPHIS 
EMMETT,  JOHN  ROY,  MEMPHIS 
ENGELRFRG,  JERPY,  MEMPHIS 
ENNIS,  RICHARD  LYN,  ME“PHIS 
ENSOR,  JAMES  K,  GERMANTOWN 
EPSTEIN,  EUGENE  U,  ME-PHIS 

* ERICKSON,  CYRUS  CONRAD,  MEMPHIS 

* ETTELOQRF,  J N,  MEMPHIS 

* ETTMAN,  IRVING  KELSEY,  MEMPHIS 

* EVANS,  JOHN  0,  MEMPHIS 

* EVANS,  MILTON  LEE,  "E"PhIS 

* EVERETT  Jk,  BENNETT  E,  MEMPHIS 
FAPIAN,  TIMOTHY  CHARLES,  MEMPHIS 

“S  FALVEY,  kILLIA-  DAVIS,  MEMPHIS 

FANCHER,  w I L L I A “ H,  MEMPHIS 
FAQUIN,  CORNELL  CHAS,  "EMPHIS 
FARLEY,  HAROLD  G,  MEMPHIS 
FARRAR,  TURLEY,  -E-PHIS 
FARROW  JR,  C CRESTON.  »t«PHIS 
FAULKNER,  WM  LAWRENCE,  Mt"PHlS 
FEILO,  JAMES  RODNEY,  MEMPHIS 

* FEIN STEIN,  HAROLD,  MEMPHIS 
FERGUSON,  JOHN  "ITCHELL.  -EMPHIS 
FERRELL,  THAOJEUS  HAGAN,  "EMPHIS 

- FES-IRE,  WILLIAM  MURRAY,  "EMPHIS 
FIDLER  JR,  WM  JONAS,  MEMPHIS 

- FIELDS,  LOUIS  B , -EMPHIS 
FINK,  ROBERT  OAVlO,  MEMPHIS 
FIO°A NELLI,  RAYMOND  JAMFS,  “EMPHIS 
FISHER  JR,  JOSEPH  N,  MEMPHIS 

* FISHER,  OANL  F,  MEMPHIS 
FISHER,  ROBT  MOORE  , “f-MPHIS 
FLANAGAN,  JAMES  HARRY,  MEMPHIS 
FLANAGAN,  WILLIAM  H,  MEMPHIS 
FLANARY,  JA-ES  S.  COLLIERVILLE 

- FLANNIGAN,  WALLACE  B , "EMPHIS 
FLEMING,  IRVIN  DURANT,  Mt“PHIS 
FLEMING,  JA-ES  CHRISTIAN,  “EMPHIS 
FLEMING,  JULIAN  DL  F NN , MEMPHIS 

FL INN  JR,  GEO  SHEA,  MEMPHIS 
FLORENDO,  NOEL  TADIAK,  ME-PHIS 
FLOWERS,  ARTHUR  R,  MEMPnIS 
FLOWERS,  w M PARKS,  “EMPHIS 

- FLYNN,  TIMOTHY  JOHN,  MEMPHIS 

- FOLARIN,  VICTOR  A,  ME-PHIS 

- FOLGER,  WALTtR  H,  MEMPHIS 
FONER,  “AX,  MEMPHIS 
FONG,  TERRY,  GERMANTOwN 

- FORSYTHF,  PHILLIP  DAVID,  MEMPHIS 
FORTUNE,  JAMES  EVERETT,  MEMPHIS 
FOUNTAIN  JR,  FRANCIS  F,  MEMPHIS 
FOWLER,  TOMMY  5,  MEMPHIS 
FRANCIS  JR,  HUGH,  MEMPHIS 
FRANCISCO,  JERRY  THOS,  MEMPHIS 
FRANKLIN,  EOGAR  R,  MEMPHIS 
FRANKU",  CHAS  EUGENE,  “EMPHIS 
FREE,  LOVELY  ARZETTA,  MEMPHIS 
FREEMAN,  BARNEY  LYNN,  MEMPHIS 
FREEMAN,  JERRF  MINOR,  Mt"PHIS 
FRENCH,  wM  E,  M£M<>HIS 
FRIEDMAN,  HARRY,  MEMPHIS 

FUOGE , TOMMY  L,  MEMPHIS 
FUSTE,  RICARDO  R,  MEMPHIS 
FUTRELL.  THOMAS  WALTER,  MEMPHIS 

* GAOBERRY,  EUGENE  WAPNER,  MEMPHIS 
GALINDEZ,  TE L "0,  MEMPHIS 
GALYEAN,  JAMES  R.  MEMPHIS 
GALYON,  JAMES  THEODORE,  MEMPHIS 
GAMMILL,  STEPHEN  LANE,  ME-PHIS 
GANDHI,  MANHAR  C,  MEMPHIS 
GANGULI,  SANTASH  K,  MEMPHIS 

- GANT,  LINOA  LONG,  MEMPHIS 
GARBARINI  JR,  JOS  C,  MEMPHIS 
GARDNER  JR,  LAWRENCE  G,  MEMPHIS 
GARDNER,  JOHN  HARVEY,  MEMPHIS 
GARRETT,  HARVEY  £,  MEMPHIS 
GARRETT,  RICHARD  HENRY,  MEMPHIS 

* GAY,  JAMES  R,  LAKEWOOD,  PA 
GAYDEN,  JUHN  0,  MEMPHIS 
GEH I , MOHAN  M,  MEMPHIS 

* GEHORSAM,  ELS  BE  TH,  MEMPHIS 
GtLFANO,  MICHAEL  S,  MEMPHIS 
GEORGE,  LEWIS  WATSON,  MEMPHIS 
GERALD,  BARRY  ELMO,  MEMPHIS 
GESHKE,  TERRENCF  EDWARD,  MEMPHIS 
GETTELEINGER,  THUMAS  C,  MEMPHIS 
GILLULY,  JOHN  JOS,  MEMPHIS 
GILTMAN,  LARRY  IRWIN,  MEMPHIS 
GINN,  BOBBY  H,  MEMPHIS 

* GISH,  GEO  EOWARO,  MEMPHIS 
GIVENS,  JAMES  ROBT , MEMPHIS 
GLADDING,  THOS  CONGDON,  MEMPHIS 


- GLASS,  BRIAN  A,  ME-PHIS 

- GLASS,  JEFFREY  T,  "EMPHIS 
CLAZER,  LOUIS,  -EMPHIS 
GLOTZBACH,  RAYMOND  E,  MEMPHIS 
GOOSEY,  WM  COLE.  "E-PHIS 

GOK  TURK , TURGuT  KE-AL,  “EMPHIS 
GOLD,  ROBERT  E,  "EMPhIS 

* GOLOBERG,  FRED  A,  MEMPHIS 
GOLDHAM“Ek,  PHILLIP,  “E-PHIS 
GOLDIN,  MELVIN  LESTER,  ME-PHIS 
GOOCH,  JERRY  BURTON,  -E-PHIS 
GOODMAN  JR,  THOMAS  E,  MEMPHIS 
GOODMAN,  RALPH,  ME-PHIS 

- GORDON,  TIMOTHY  EDWARD,  ME-PHIS 
GORLINE,  WILLIAM  JA-ES,  -E-PHIS 

- GOSSAGE,  DAVID  L,  -EMPHIS 
GOTTEN  JR,  NICHOLAS,  MEMPHIS 

* GOTTEN,  HENRY  BRAGG,  MEMPHIS 

» GOTTEN,  NICHOLAS,  -EMPHIS 

GOUPLEY,  ROBT  OUNSFITH,  "F-PHIS 
GRAGG  JR,  wlLEORO  H,  MEMPHIS 
GRANT,  WM  CRAIG,  "E-PHIS 
GRATZ  JR,  JOHN  FISHER,  ME-PHIS 
GRAVES  JR,  LESTER  R,  -EMPHIS 
GREEN  JR,  JAMES  BUTLER,  MEMPHIS 

- Greene  jr,  Robert  r,  -e-phis 
GRIFFIN,  OANIEL  EUGENE,  MEMPHIS 
GRISE.  JERRY  w A 0 E , “b-PHIS 
GROH-YER  III,  ALBERT  JOS,  -EMPHIS 

* GROBMYER  JR,  ALBERT  JOS,  MEMPHIS 
GROGAN  JR,  FRED  T,  MEMPHIS 
GROSS,  CHAS  WAYNE,  MbMPnIS 
GROSSMAN,  RONALD  K,  M F " P H I S 
GwIN,  JOHN  FRANKLIN,  "E-PHIS 
HAGCITT , RODGER  C.  SEATTLE,  wA 
HAIMSOHN,  JAMES  S,  -E“PHIS 

HA JGHASSEMAL,  -EHROOKHT,  "FMPHIS 
HALFORD  JR,  HdLLIS  H,  ME-PHIS 
HALFORD,  JACK  RICHARD,  MEMPHIS 

- HALL,  JAMES  C,  ME-PhIS 

- HALL,  JOHNNIE  CAMERON,  MEMPHIS 

* HALL . SYLv I A A . “APT  I N 

* HALL,  VONNIE  APTESIA,  "EMPHIS 
HALLE,  MARGARET  J A,  MEMPHIS 
HAMILTON,  EMILY  THOMAS,  MEMPHIS 

- HAMILTON,  JOHN  EARLE,  RICHMOND,  VA 
HA“ILTON,  RALPH  F,  MEMPHIS 
HAMILTON,  RALPH  S,  -cMPhIS 
HA“ILTON,  w “ THOS,  ME-PHIS 
HAMLETT  III,  JAMES  M,  MEMPHIS 
HAMSHEP,  JOHN  ?,  "E-PHIS 
HANISSIAN,  ARAM  i,  “EMPHIS 

- HAPD1N,  OAVIO  R , MEMPHIS 
HAROY,  F (JLIVEk,  "EMPhIS 

* HARELL,  MOSHE.  "E-PHIS 
HARRELL.  ETHEL  ASHTON,  MEMPHIS 
HAPPINGTON,  OSCAR  B , MEMPHIS 
HARRIS,  BUFORD  TEkRELL,  MEMPHIS 
HARRIS,  JOHN  JOEL.  MEMPHIS 

- HARRIS.  PAULA  PILGRIM.  MEMPHIS 

* HARWELL  JR,  CARL  M , ME"PHIS 
HASEN  JR,  HOWARD  B.  ME-PHIS 
HASEN,  HUwAPD  S , -E-PHIS 
HATCH  JR,  FRED  E , -E-PHIS 
HAWKES,  ALFREU  KENNETH,  "FMPHIS 

* HAWKES,  C DOUGLAS,  -E-PHIS 

* HAWKES,  JEAN  MURRAY,  MEMPHIS 
HAY,  CYRIL  LEU*1,  -E-PHIS 

- HAYES,  WaYLANO  JACKSON,  MEMPHIS 
HAYFS , WM  TIMOTHY,  -E-PHIS 
HAYKAL,  RADWAN  F,  ME-PHIS 
HAYS,  RACHAEL  ANN,  MEMPHIS 
HEAD,  THOMAS  GLENN,  MEMPHIS 
HECKE-EYER,  CHRISTINE  M,  "EMPHIS 
HELLMAN,  MICHAEL  0.  ME-PHIS 
HENARC,  DONALD  CLAUDE,  MEMPHIS 
HENDRIX  JR,  JAMES  H,  MEMPHIS 
HENLEY  III,  RUSSELL  G,  MEMPHIS 
HENRY,  LOUIE  C,  MEMPHIS 
HERNDON  JR,  BRUCE  WAYNE,  MEMPHIS 
HERRINGTON,  CLARENCE  G,  ME"PHIS 
HIATT,  ROGER  LEW,  MEMPHIS 
HICKEY  JR,  HOMER  DAVID,  MEMPHIS 
HIGDON,  DENNIS  ALAN,  MEMPHIS 
HIGGINBOTHAM,  THOS  WAYNE,  ME-PHIS 

* HIGLEY,  GEO  BkAINaRD,  MEMPHIS 
HILL,  FONTAINE  S,  MEMPHIS 

* HILL,  JAMES  MARK,  MEMPHIS 
HILL,  JOHN  ROT,  ME-PHIS 
HILSENBECK  JR,  JOHN  ROBERT,  MEMPHIS 
HINES,  ELBERF  EDWIN,  MEMPHIS 
HINES,  LEONARO  HARVEY,  MEMPHIS 

- HIPPEN  JR,  ROBERT  L,  MEMPHIS 
HIXSON,  SHERMAN  D,  MEMPHIS 
HOOGES,  JOHN  ,MC  IVER,  -EMPHIS 
HOFFMAN  JR,  WALTER  K,  MEMPHIS 
HOLCOMB,  RANDALL  L,  MEMPHIS 
H0LLA3AUGH,  ROBT  STERLING,  ME-PHIS 
HOLLANO,  NANCY  ELIZABETH,  MEMPHIS 
HOLLIDAY,  THOS  LINTON,  MEMPHIS 
HOLLOWAY  JR,  DAVID  HOYT,  MEMPHIS 

- HOLLY,  HOWARD  RHEA,  MEMPHIS 

* HOLMES,  JAMES  ELMORE,  MEMPHIS 
HOLMES,  JOHN  PIERCE,  MEMPHIS 
HOLMES,  PERRY  DON,  MEMPHIS 
HOLT,  EDWIN  M,  MEMPHIS 

HOLT,  HUEY  THOS,  MEMPHIS 
HOOD,  STEPHEN  THOS,  MEMPHIS 
HOPKINS,  JACK  T,  -EMPHIS 
HOPPER,  KAREN  ELIZABETH,  MEMPHIS 
HORNE,  ARTHUR  E,  MEMPHIS 
HORTON,  GLENN  EOWARO,  MEMPHIS 
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* HOTCHKISS,  HUBERT  LEECH,  MEMPHIS 
HOUSHOLDER,  CHAS  H,  MEMPHIS 
HOUSTON,  JOHN  L.  MEMPHIS 
HOUSE,  ROBERT  JULIAN,  MEMPHIS 
HOwSER,  JJHN  PATTON,  MEMPHIS 
HUANG,  SHANG  PO.  -E-OHIS 
HU8RAR0,  RONALO  EUGENE,  MEMPHIS 
HUBBERT,  CHAS  HUGHES,  COLLIEPVILLE 
HUDSON,  JUS  STALM,  MEMPHIS 

HUFF,  CARL  WAYNE,  MEMPHIS 
HUFFMAN,  JOHN  OAVIO,  MEMPHIS 

* HUGHES  JR,  FELIX  A,  MEMPHIS 
HUGHES,  ALLEN  HOLT,  MEMPHIS 

* HUGHES,  JAMES  GILLIAM,  MEMPHIS 

* HUGHES,  JUHN  UAVIS,  MEMPHIS 

* HUCHES,  MAX,  MEMPHIS 
HUGHES,  RUBT  MULE,  ME“PHIS 
HUGHEY,  JOHN  R,  MEMPHIS 
HUMMEL,  JJHN  V E B N 0 N , MEMPHIS 
HUMPHREYS,  R3BEPT  A,  -EMPHIS 
HUNT,  JAMtS  CALVIN,  MEMPHIS 
HUNTER,  SAML  E,  ME"PhIS 
HUNTER,  WALTER  R,  MEMPHIS 
HUTCHINS,  CHAS  EO-ARD,  MEMPHIS 
HUTCHINS,  LINOA  FAYE  L,  MEMPHIS 
HYOE,  GILBERT  L,  MF“PHIS 

- I ACOBELL I , JUAN  REFER  , MEMPHIS 
IGNACZAK,  THOMAS  F,  MEMPHIS 
IJAMS,  JOE  HARTLEY,  MEMPHIS 
ILABACA,  PATRICIO  A,  MEMPHIS 

* INGLE,  CHAS  wM,  MEMPHIS 

* INGRAM,  ALVIN  JOHN,  MEMPHIS 
JABPCUR,  C EUGENE,  “tMPHIS 
JABPOUR ,- J T,  MtMPHIS 

- Jackson,  Stephen  william,  Memphis 
JACKSON,  THOS  “,  MEMPHIS 
JACOBS,  ARTHUR  ElLIOTT,  MEMPHIS 

- JAEKLE,  RUNALO  K , MEMPHIS 
JALLEPALLI,  PANOllRANGA,  MEMPHIS 
JAMES,  HAL  PEARSON,  MEMPHIS 
JARRED,  LUIS  KATHERINE,  MEMPHIS 
JARRETT  JR,  CHAS  LESLIE,  MEMPHIS 
JAUCHLER,  GERARD  W,  MEMPHIS 
JEAN-PIERRE,  ANTUINF,  ME**PHIS 
JENKINS,  GEOWoE  w,  MEMPHIS 
JENKINS,  JON  CALVIN,  MEMPHIS 
JENNINGS,  DAVIO  KEITH,  «E“PhIS 

- JENNINGS.  SUSAN  E,  “EMPHIS 
JEPKINS,  GERALD  KAY,  “EMPHIS 
JOE,  PENN  OUORK.  NASHVILLE 
JOHNSON,  JAMES  GlR->,  -E-PHIS 
JOHNSON,  JOHN  WILCOX,  “EMPHIS 

- JOHNSON,  KAREN  LYNN,  “EMPHIS 
JOHNSON,  LARRY  HOLLIDAY,  “EMPHIS 
JONES  JR,  SIDNEY  0.  MEMPHIS 

* JONES,  ALBERT  -ITCHELL,  MEMPHIS 

- JONES,  DOUGLAS  EDGAR,  MEMPHIS 
JONES,  GEUCGE  M,  “E-PHIS 
JONES,  JOt  PAUL,  "EMPHIS 
JONES,  R LUBY,  “E“PHIS 
JONES,  ROST  RILEY,  MEMPHIS 
JONES,  wESLEY  EARL,  ME-PHIS 
JORDAN,  OAKLEY  C,  MEMPHIS 

* JULICH,  ARTHUR  WILSON,  ME-PHIS 
JUSTIS,  E JEFF,  MEMPHIS 

KAHN,  SHERMAN  ELLIOT,  MEMPHIS 
KANG,  ANDREW  HO,  MEMPHIS 
KAPLAN,  EUWARD  STEVEN,  MEMPHIS 
KAPLAN,  JERRY,  ME-PHIS 
KAPLAN,  ROB  T JOEL,  MEMPnIS 
KAPLAN,  STANLEY  BARUCH,  “E-PHIS 
KAPUR,  HAM  S,  MEMPHIS 
KARKFRA,  MOHANDAS  S,  MEMPHIS 
KASSEES  WAHID,  LAILA,  MEMPHIS 

* KASSEL8ERG,  LYMAN  A,  MEMPHIS 
KATZ,  GILBERT  -ARVIN,  MEMPHIS 
KAVANAGH,  KEVIN  T,  CUROUVA 
KEIFER,  ANNE  T,  MEMPHIS 
KELLETT,  GARY  LEON,  MEMPHIS 
KELLEY,  BOBBY  JERALD,  “LMPHIS 

* KELLY,  ERNEST  GEO,  ME-PHIS 
KELLY,  RICHARD  T,  MEMPHIS 
KENDRICK  JR,  WILLIAM  RILEY,  ME-PHIS 

- KENNEOY,  MICHAEL  B,  CHATANOOGA 
KERLAN,  R08T  ASHLEY,  MEMPHIS 

* KESSLER,  HENRY  G,  “EMPHIS 
KHANDEKAR,  ALI-,  -EMPHIS 
KHANDEKAR,  SOPHIA  HAGUE,  MEMPHIS 
KIEFER,  PATSY  R,  MEMPHIS 
KILEDJIAN,  VARTKES,  MEMPHIS 
KIMBALL,  NOAH  BRADEN,  MEMPHIS 
KING,  BILLY  w,  MILLINGTON 

* KING,  CHAS  MACK,  “E-PHIS 

« KING,  JOHN  C,  MEMPHIS 

KING,  WILLIAM  SCOTT,  MEMPHIS 
KINGTON,  JOHN  MICHAEL,  MEMPHIS 

- KIRK,  MARIAM  MARTIN,  MEMPHIS 
KIRKLAND,  RONALD  H,  JACKSON 
KIRKLEY,  JOHN  BEAUCHAMP,  JONESBORO,  AR 
KIRKPATRICK,  ROBT  DEAN,  MEMPHIS 
KISABETH,  ROBERT  M,  MEMPHIS 

KISBER,  RICHARD  H,  MEMPHIS 
KITABCHI,  ABBAS  E'JBAL,  MEMPHIS 
KLEIER  JR,  ERNEST  BOBBY,  MEMPHIS 
KLINE,  ROBT  PAUL,  MEMPHIS 

* KLOTZ , WM  F,  MEMPHIS  ' 

KNIGHT,  WILLIAM  H,  MEMPHIS 
KNOTT,  DAVID  HOWARD,  MEMPHIS 
KNOWLES,  JENNIFER  S,  MEMPHIS 

- KNOX  III,  GEORGE  P,  MEMPHIS 
KNOX,  ROBT  L,  MEMPHIS 


KOLEYNI,  ASGMAR,  ME-PHIS 

KONIGSBFRG  JR,  CHARLES,  FT  LAUDERDALE,  EL 
KOONCE,  -ARSHALL  LYNN,  -E-PHIS 

« KOSSMANN,  CHAS  F,  MEMPHIS 

♦ KPAUS,  ALFRED  PAUL,  MEMPHIS 
KRAUS,  MELVIN  ",  MEMPHIS 
KRAUS,  ROBERT  “,  -EMPHIS 

- KREEGEL,  ORE*  A,  -E-PHIS 
KRISLE  JR,  JOt  RICHARD,  MEMPHIS 
KROETZ,  FRANK  wM,  -EMPHIS 
KRCNENBERG,  JOEL  I,  ME-PhIS 
KULP,  ROY,  MEMPHIS 

- KURTZ,  BRYAN  R,  ME*PHIS 

* KUYKENDALL  JR,  NATHANIEL,  ME-PHIS 

* KUYKENDALL,  CARY  M , ME-PHIS 
KYLE,  JOS  WARREN,  MEMPHIS 

- LABONTF,  ROGER  S,  -EMPHIS 
LAMAP.  JR,  LUCIUS  M,  ME-PHIS 
LAND,  -ACK  A,  MEMPHIS 
LANDSEE,  CARL  GEO,  “ILLINGTOn 
LANGFORD  JR,  C ThO-AS,  ME“PhIS 
LANGSTON,  JAMES  WILSON,  MEMPHIS 
LANKFORO,  w“  ALEXANOER,  “E“PHIS 
LARIMER,  PERRY  JAMES,  “E-PHIS 
LARKIN,  CHARLES  NEWTON,  GERMANTOWN 
LASTER  Jk,  ROBT  EUGENE,  ME-PHIS 
LATHRAM  JR,  MARVIN  W,  MtMPHIS 
LAUGHLIN  JR,  ALRtwT  E,  nt.OHIS 

» LAUGHLIN  SR.  ALBERT  t,  MEMPHIS 
LAVELLE  JR,  HcRMAN  G.  “EMPHIS 
LAWRENCE,  JESSE  ALVAH,  ME-PHIS 
LAWSON,  SJ3T  EOwA.kD,  -F-PHIS 
LAwSON,  RUNALJ  0,  -EMPHIS 
LAZAR,  EOwAkO  HARrV,  MEMPHIS 
LEBOVITZ,  M A,  ME-PHIS 
LEE,  LING  HONG,  -E-OHlS 

- LEE,  wILLI AM  L,  MEMPHIS 

♦ LEFKOVITS.  AARON  M,  “E-PHlS 
LE-MI,  H E L 10,  "EMPHIS 

- LE-ONOS,  HIKE  EOwARO,  MEMPHIS 
LEUNG,  R I ChAR  J -In  EUQK,  -EMPHIS 
LEVINSON,  mICHAEl  JAY,  -E-OHIS 
LEVITCH,  MELVYN  ABRAHAM,  MEMPHIS 
LEVY,  JOE  S,  MEMPHIS 

LEWIS,  MYRON,  “EMPHIS 

♦ LEwIS.  PHILIP  “,  “EMPHIS 
LIEBERMAN,  GERALD  J,  “F-PHIS 
lieber-an,  phillip  louis,  Memphis 
LINDER.  HILARY  FRANCIS,  ME"PHIS 
LINOtRMUTri,  JOHN  R , ME“PHIS 
LING,  FRANK  w,  ME-PHIS 
LIPSCOMB,  ALYS  H,  -E “PHIS 
LIPSEY,  GcU  GARTLEY,  -E-PHIS 
LITCH  JR,  MELVIN,  ME-PHIS 
LITTLE  JR,  WM  ROBT.  ME-PHIS 

♦ LIVER-ORE  JR,  GEG  R , -EMPHIS 

* LOCKWOOD  JR,  DUDLEY  G,  HERNANDO,  -S 

- LONDON,  JERRY  FRANK,  TOwSON,  “0 

* LONG,  CHAS  EDhARO.  MEMPHIS 
LONG,  OIANE  M,  Mfc-PHIS 
LONG,  THOMAS  E,  -E-PHIS 
LONG,  WILLIA-  E,  -E-PHIS 
LOUGHEEO,  JOS  C,  -F-PHIS 

LOVE.  VARNA  M A“  PEVTON,  ,1  F h p h I S 
LOVE  JOY , GEU  T , Mt*PHIS 
LOVING,  MARTHA  A,  MEMPHIS 
LOWERY,  JEFFREY  H,  ME-PHIS 
LUTHER,  ROBT  wAYnE,  MEMPHIS 

- LYNCH,  CECIL  ODELL,  MEMPHIS 
LYNCH,  MICHAEL  HARDY,  MtMPHIS 
MABRY  J®,  EDwARO  HAYS,  ML-PrllS 
MABRY,  EDWARD  HAYS,  ME“PHIS 
MACHIN,  JAMES  ELLIOTT,  ME-PHIS 
-ACKEY,  WM  FREDERICK,  Mt-PHIS 
MADDUX  JR,  H BFNJA-IN,  MEMPHIS 
MADDUX,  HOLT  BFNJ,  ME-PHIS 
MADUSKA,  ALBERT  LOWELL,  MEMPHIS 
MAGILL,  HUBERT  LYNN,  MEMPHIS 

♦ MAGUOA , THOS  ANDREW,  VENICE.  EL 
MAGUIRE,  JA-ES  K,  -EMPHIS 
MAHESH-KUM AR,  A P,  MEMPHIS 
MAIJU3,  AMADO  GABRIEL,  ME-PHIS 

♦ MALONE  II,  WM  W,  MEMPHIS 
MANOELL,  ALAN  I,  MEMPHIS 
MANGIANTE,  EUGENE  C,  MEMPHIS 
MANKIN,  JOHN  C,  -F-PHIS 
“ANN,  JAMES  ALAN,  “EMPHIS 
MANUCIAN,  ARSEN,  “EMPHIS 
MAROOUM,  RIAD  M,  “E“PHIS 

MARI ENCHECK , W“  IRVIN,  MEMPHIS 
MARKER,  HOWARD  WM,  MEMPHIS 

♦ MARKLE,  PHILIP  METRIC,  MEMPHIS 
MARSHALL,  OANIEL  P,  MEMPHIS 
MARSHALL,  MICHAEL  RALPH,  MEMPHIS 

* MARTEN,  GEO  w,  MEMPHIS 
-ARTIN,  DANIEL  C,  MEMPHIS 
MARTIN,  RUY  WAYNE,  ME-PHIS 

♦ MASON,  WM  w,  HIGHLAND,  NC 

- MASSENGILL,  JAMES  KEVIN,  MEMPHIS 
MASSIE,  JAMES  0,  ME-PHIS 
MATHES,  GOROON  LAWRENCE,  MEMPHIS 

* MATTHEWS,  OLIVER  S,  ME-PHIS 

* MAURY  JR,  WM  P,  MEMPHIS 

MAYER,  RAYMOND  FRANKLIN,  MEMPHIS 
MAYFIELD,  LEROY  H,  MEMPHIS 
MAYS,  KIT  SANFORD,  MEMPHIS 
MCAFEE.  JAMES  EARL,  MEMPHIS 
MC8URNEY,  ROBERT  POWERS,  MEMPHIS 

* MCCALL.  JOHN  WILLIAM,  MEMPHIS 
MCCARTER  JR,  JOHN  G.  MEMPHIS 
MCCAUGHAN  JR,  JOHN  JOE,  MEMPHIS 


“CCLOY,  RANOOLPH  “,  ME-PHIS 
MCCLURE,  JA-ES  C,  MEMPHIS 
MCCOGL,  D C,  "EMPHIS 
“CCQRMACK,  HAROLD  ARTHUR,  -E-PHIS 
-CCUB3IN,  JACK  H,  TEXARKANSAS.  TX 
MCDANIEL,  E E,  MEMPHIS 
-COONALO  JR,  ROBERT  t,  Me-PHIS 
MCDONALD,  -ARTMA  w,  MEMPHIS 
MCEWAN  JR,  ROBERT  C.  -E-PHIS 
-CGEE,  JAMES  WAYNE,  MEMPHIS 
MCGEE,  JESSE  EDwAWD,  “EMPHIS 
MCGEE,  JOHN  LAWRENCE,  -EMPHIS 
MCGREW  III,  FRANK  A,  “EMPHIS 
MCINTYRE,  REBECCA  R,  -EMPHIS 
MCKENZIE,  EUGENF  EATON,  MEMPHIS 
“CKINNEY,  JAMES  W,  -E-PhIS 
MCKNIGHT,  DONALD  T,  -E-PHIS 
-CLARTY,  ALEXANDER  -,  -t-PHIS 
MCLARTY,  BARNEY  ESTES,  ME-PHIS 
MCLAUGHLIN,  RANDY  KEITH,  -E-PHIS 
-CLEMUPE  JR,  THO-AS  E,  ME-PHIS 
-CSWAIN,  HAROLD  b.  ME-PHIS 
MENEES,  JAMES  KEITH,  -EMPHIS 
MERCER,  CHARLES  wAYNE,  MEMPHIS 
MERIWETHER  111,  ThOS  w,  -E-PHIS 
“ETZGER,  w“  E DC Ar , -E-PHIS 
MEYER,  OAVIO,  -cwpHIS 
-ILFS,  ROUT  MILLARD,  “EMPHIS 
MILFORD  JR,  UF  wATSON,  -E-PhIS 
-ILLER  JR,  GEORGE  L.  -E-PHIS 
MILLER,  FUUNTAIN  ep*,  -E-PHIS 
-ILLER,  HAROLD  RAY,  -E-PHIS 
MILLER,  JJF  HARDY,  "L-PHIS 
MILLtR,  JOSEPH  BAYARD,  ME-PHIS 
-ILLEP,  RICHARD  ALVAH,  MEMPHIS 
MILLtR,  RIChurQ  o,  -E-PHIS 
MILLER,  RICHARD  0,  wtST  ME-PhIS,  l 
MILLER,  R I CH A*  0 WALLACE,  -EMPHIS 
MILLtR,  THOMAS  I V A , -E-PHIS 

MILLIS,  JAMES  “ICHAFL.  -E-PHIS 
-ILLS,  GEO  T,  -E-P-IS 
- 1 L NOR  JR,  J PFRVIS,  “E-PHIS 
-INK  IN,  IRVING  C,  -E-PHIS 
“IRVIS,  DAVID  -A*C,  ME-PHIS 
MITCHELL,  JOHN  ALBERT,  -E-PhIS 
MITCHELL,  NANCY  a,  "E-PHIS 
-ITCHU-,  w“  RJBSJN,  ME-PHIS 
-CJPLEY,  EVERtTT  C.  -E-PHIS 


EA  OS 

ILlIa-  lEE.  -E-phis 
LlE,  -E-PHIS 

GER-ANTOwN 
MEMPHIS 
-E-PHIS 
ME-PHIS 
-E-PHIS 


-DELLER  JR.  Jc'iJ 
MOFEATT  III 
MOFFATT  JR, 

MOG AN,  EDwARO  NE  NON 
MUINUDDIN,  MJHAMMtO 
-OINUODIN,  SHA-I-, 

MOL  INSKI , EDwARD  M, 

-ONAGHAN , THU -A S w , 

MJNGER  JR,  RAL»H  HORACE,  -EMPHIS 
MONTGOMERY,  JA-ES  H,  ME-PHIS 
MOORE  JR,  FONTAINE  B,  MEMPHIS 
-CORE  JR,  MiJUkE,  -E-PHIS 
-00* E , David  E.  MEMPHIS 
MOORE,  JAMES  A,  ME-PHIS 
MOORE,  MARION  ROBERTSON,  MEMPHIS 
“U  0®  £ , WILLIAM  H,  -E-PHIS 
MORETZ  JR,  WILLIAM  HEnRY,  MEMPHIS 
MORRIS,  JJHN  THOS,  -E-PhIS 
MORRIS.  wM  RANDOLPH,  MEMPHIS 
“ORPISON,  LARRY  BURT,  MEMPHIS 
MORSE,  WM  HAL,  MEMPHIS 
-USER.  OAVIS  0,  “E-PHIS 
-OSHIER,  w - HILL,  -E-PHIS 
MOSKOVITZ,  PUNOALL  J,  -E-PHIS 
-OSS,  JOHN  PALMER,  ME-PHIS 

-oss,  thos  Chester,  me-phis 

-OSS,  WM  BE  N J , MEMPHIS 
MOTLEY,  THO-AS  EARL.  -E-PHIS 
-OUSTAFA,  SALWi.  MEMPHJS 
-UIRHEAD,  ERNEST  tRIC,  -t-PHIS 
MURDOCK,  WADE  THOS,  MEMPHIS 
MURPHEV,  FRANCIS,  NAPLES,  EL 
MURPHY  JR,  JOHN  T,  ME-PHIS 
MURPHY,  CYNTHIA  DABNEY,  MEMPHIS 
MURPHY,  JAMES  GARNETT,  MEMPHIS 
MURPHY,  PATRICK  J,  -EMPhIS 
MURPHY,  WALTER  HtNRY,  MEMPHIS 
MURPHY,  WM  -ONT,  -E-PHIS 
MURRAH  JR,  WM  FITZHUGH,  MEMPHIS 
MURRAY,  IAN  FARRELL.  MEMPHIS 
MYERS,  WM  STANLEY,  MEMPHIS 
NAOEL.  ALAN  -ARC,  "EMPHIS 
NAG,  SUBIR  K,  “EMPHIS 
NANNEY,  JAMES  MICHAEL,  ME-PHS 
NARAYANAN,  MANOJ,  MEMPHIS 


NASH,  JOHN  PAUL.  ME-PHIS 

* NAU-ANN,  HANS  S,  ME-PHIS 
NAWAF,  KAYS,  MEMPHIS 

- NEASE,  H HOwARD,  -E-PHIS 
NEELY  JP,  CHAS  LEA,  ME-PHIS 

- NETHERLANO,  DONALD  EARL.  MEMPHIS 
NEWMAN,  LARRY  BERNARD,  MEMPHIS 

- NGUYEN,  HOA,  MEMPHIS 
NICHOLS,  THOS  WADDELL,  MEMPHIS 

- NICHOLS,  TRENT. L,  MEMPHIS 
NICHOPOULOS,  GEORGE  C.  MEMPHIS 

* NICKSON,  JAMtS  JOS.  MEMPHIS 
NIKOLOVSKI,  OLIVER  T,  MEMPHIS 
NOBLES  JR,  EUGENE  RODMAN,  MEMPHIS 
NOE,  HORACE  NORMAN,  MEMPHIS 

* NORMAN,  ROBT  SIONEY,  GERMANTOWN 
NORTH,  WM  C,  MEMPHIS 
NORTHERN  JR,  WM  L.  MEMPHIS 
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NUSSB  AU"ER  III,  DAVID  P,  MEMPHIS 
O'CONNELL,  JOHN  F,  -EMPHIS 
O'SULLIVAN,  PATRICK  JOS,  MEMPHIS 
OGLE,  EVELYN  M 3 A S S I , MEMPHIS 

♦ OGLE,  W“  SANDERS,  -EMPHIS 
OGLESBY,  CLAUDE  OUNN,  MEMPHIS 

- OKELLEY,  KENNETH  R , BARTLETT 
OKRAH,  AMOS,  MEMPHIS 

♦ OLIM,  CHAS  BURTON,  MEMPHIS 
OLINGER,  RODNEY  GLENN,  Mf»PHIS 

♦ ORMAN,  JOS  COOKE,  MEMPHIS 
ORPET  JR,  P E,  MEMPHIS 
OSBORN,  FRANK  JACKSON,  MEMPHIS 
OSBORNE,  PAMELA  THOMPSON,  CORDOVA 
OSWALD,  WM  J,  MEMPHIS 

OUTLAN,  JOHN  EDWARD,  COLLIERVILLE 
OUTLAN,  WILLIAM  F,  COLLIERVILLE 
OmENS,  DONALO  D,  MEMPHIS 
OWENS,  JAMES  HARVEY,  MEMPHIS 

- OWENS,  SCOTT  E,  ME-PHIS 

♦ PACKER,  HENRY,  MEMPHIS 
PAGE,  GENE  RUFFNER,  MEMPHIS 
PAGE,  ROY  CALVIN,  MEMPHIS 
PAIDIPALLI.  8 A 3U  RAO,  MEMPHIS 
PAINTER,  MAX  wESLEY,  MEMPHIS 
PALMER  IV,  ROBERT  E,  MEMPHIS 
PALMIERI,  GENARO  MIGUEL  A,  MEMPHIS 
PARKER,  JUS,  MEMPHIS 

PARKS,  FRANK  D,  MEMPHIS 
PARRISH,  RICHARD  E,  OAK  RIOGE 
PARROTT  JR,  CHAS  WM,  SOUTHAVEN,  MS 
PARSONS  III,  WARD  CHESTER,  MEMPHIS 
PASLAWSKI,  WALTER,  “EMPHIS 

♦ PASTER,  S A ML , SANTAMUNICH,  CA 
PASTERNAC-K,  MORRIS,  MEMPHIS 
PATE,  JAMES  w,  MEMPHIS 
PATTERSON  III,  RUSSELL  H,  MEMPHIS 
PATTERSON  JR,  RUSSELL  H,  MEMPHIS 
PATTERSON,  CHARLES  RICHARD,  MEMPHIS 
PATTERSON,  KELLY!  MEMPHIS 

- PATTERSON,  LARRY,  MFMPHIS 
PATTERSON,  RUSH  TON  EUGENE,  MEMPHIS 
PATTERSON,  SAM  POLK,  MEMPHIS 
PATTERSON,  STANLEY  MARTIN,  MEMPHIS 
PAUL,  RAPHAEL  NATHAN,  MEMPHIS 
PAYNE  JR,  EARNEST  B,  MEMPHIS 
PEARSON,  RICHARO  MCQUISTON,  MEMPHIS 
PEDIGO,  PHILLIP  AOLER,  MEMPHIS 

- PEELER,  MOLLY  MCPEAKE,  COVINGTON 
PEEPLES  JR,  JOHN  0,  MEMPHIS 
PELZ,  FREDERICK,  ME'PHIS 
PENOER  JR,  JOHN  VINCENT,  MEMPHIS 

- PENDERGRASS,  LANUON  BOYD,  MEMPHIS 
PERRY,  EDGAR  t-RICH,  MEMPHIS 
PETERS,  THOMAS  GUY,  MEMPHIS 

PETTIT  JR,  PAUL  NESMITH,  WFST  MEMPHIS,  AR 
PHELPS,  WM  CHAS,  MEMPHIS 
PHILLIPS,  JERRY  CLYDE,  MEMPHIS 

♦ PHILLIPS,  WM  EARL,  MEMPHIS 
PHOTOPULOS,  GUY  J,  MEMPHIS 

P I AN  JP,  MAURICE  C,  MEMPHIS 
PIGOTT,  JOHN  D,  MEMPHIS 
PINSON,  E LOUISE,  MEMPHIS 
PINSTEIN,  MARTIN  LEE,  MEMPHIS 
PITCUCK,  JAMES  ALLISON,  MEMPHIS 
PLATKIN,  ALAN  e A I LE  Y , MEMPHIS 
PLITMAN,  GERALD  IRA,  MEMPHIS 
POLLNOW,  ROBERT  E,  MEMPHIS 

♦ POOL,  ROBT  MC  CAUGHRIN,  MEMPHIS 

♦ PORTER,  COLUMBUS  HASSELL,  MEMPHIS 
PORTER,  HUEY  HENDERSON,  MEMPHIS 
PORTER,  WM  RICHARD,  MEMPHIS 
PORTERFIELD,  JAMES  G,  MEMPHIS 
POSEY,  MICHAEL  EVANS,  MEMPHIS 
POWELL,  CARROLL  E,  COLLIERVILLE 
PRATT,  THOMAS  H,  MEMPHIS 

PRICE,  CAROLYN  CULPEPPER,  MEMPHIS 
PRICE,  JAMES  HOWARD,  MEMPHIS 
PRIOGEN,  STEPHEN  ALLEN,  MEMPHIS 
PRIDGEN,  WM  ROBY,  MEMPHIS 
PRIETO  JR,  LUIS  CARLOS,  MEMPHIS 

- PRITCHARD,  FRANCES  E,  GERMANTOWN 
PROCTOR,  RUSSELL  JAY,  MEMPHIS 

- PRUETT,  MICHAEL  RIODELL,  MEMPHIS 

- PUCKETT,  I ERR  Y L,  MEMPHIS 
PUTMAN,  BILLIE  HAROLD,  MEMPHIS 
QUINN  III,  PETER  JOS,  MEMPHIS 

- QUINN,  BAYARD  PAUL,  MEMPHIS 
RADA  III,  JOHN  B,  MEMPHIS 
RAGHAVAIAH,  N V,  MEMPHIS 
RAHMAN,  MAHFUZUR,  MEMPHIS 
RAINER,  J KENYON,  MEMPHIS 
RAINES,  RICHARO  BROONAX,  MEMPHIS 

♦ RAINES,  S A ML  LUCAS,  MEMPHIS 

♦ RAINEY,  WM  THOS,  MEMPHIS 

RAINS  III,  BOYCE  MANRIN,  MEMPHIS 
RAMANATHAN,  JAVA,  MEMPHIS 
RAMANATHAN,  KOOANGUDI  B,  MEMPHIS 
RAMEY  III,  OANL  RANDOLPH,  MEMPHIS 
RANDOLPH,  JERRY  F,  MEMPHIS 
RANDOLPH,  PAUL  DOUGLAS,  MEMPHIS 
RAO,  BHASKAR  NARAYAN,  GERMANTOWN 
RAWLINSON,  WILLIAM  T,  MEMPHIS 
RAWTANI,  P ALL  A V I V,  MEMPHIS 
RAY,  MORRIS  WILLIAM,  MEMPHIS 
REAVES,  EOWARD  MC  CORMICK,  MEMPHIS 

♦ REOMON,  JOHN  JONES,  MEMPHIS 
REEO,  CHESTON  MURRAY,  MEMPHIS 
REED,  EOWARD  WILSON,  MEMPHIS 
REEO,  MARK  LOYD,  MEMPHIS 
REEDER,  ROBT  CANADA,  MEMPHIS 
REESE  JR,  HARVEY  C,  MEMPHIS 


REESE,  HALQEN  EUGENE,  MEMPHIS 
PEISSER  JK , JOHN  MILTON,  MEMPHIS 

- REISSER,  JOHN  RANDOLPH,  MFMPHIS 
RENTROP,  WALTER  ANTON,  ME'PHIS 
RENTROP,  WM  EMIL,  ME  MP H I S 
REYES,  NOkA  V,  ME-PHIS 
REYNOLDS,  GARY  LYNN,  MEMPHIS 
RHEA  JR,  HAL  S,  ME-PHIS 

« RHEA  SR,  HAL  SALE,  MEMPHIS 
RHODES  JR,  CHAS  THOS,  MEMPHIS 
RICHARDSON  JR,  RUBT  LEE,  MEMPHIS 
RICHARDSUN,  ELBERT  GREER,  “EMPHIS 
RIGGS  JR,  WM  WEBSTER.  MEMPHIS 
RIGGS.  CHAS  R,  MEMPHIS 
RILEY,  FRANCES  OSBORN,  MEMPHIS 

- RIMER,  THOMAS  R,  MEMPHIS 

- ROACH,  SHERRY  L,  ENGLEwOGD 
ROANE,  JOUROAN  ARCHIBALD,  MEMPHIS 
ROBBINS  JR,  SAMUEL  OwlN,  M E M P H I S 
ROBBINS,  EDWARD  T,  MEMPHIS 

* ROBERTS,  FRANK  L,  MFMPHIS 
ROBERTS,  LARRY  K,  “EMPHIS 
ROBERTSON,  JAMFS  THOS,  MEMPHIS 
ROBERTSON,  JON  HJ6S0N,  ME“PHIS 

♦ ROBINSON  JR,  CHAS  G,  MEMPHIS 
ROBINSON  JR,  JOHN  EDWARD,  MEMPHIS 
ROBINSON,  JAMES  A,  MEMPHIS 
ROBISON  JR,  LOWELL  BENJ,  MFMPHIS 
ROCKETT,  JOHN  FREDERICK,  MEMPHIS 

* ROGERS,  GORQUN  K,  “EMPHIS 

- ROGERS,  VIRGINIA  N,  MEMPHIS 
ROJAS,  NORBERTO,  ME“PHIS 
RONEY,  RONALD  STEVPN,  MEMPHIS 
ROSEN,  GERALD  “ICHAFL,  MEMPHIS 
ROSENBERG,  E WILLIAM,  MEMPHIS 
ROSENBERG,  ZACHARY,  ME“PHIS 
ROSENSWEIG,  JACOB,  MEMPHIS 
ROTHSCHILD,  JOSEPH  A,  MEMPHIS 
ROUTT  JR,  WILLIAM  EDWARO,  MEMPHIS 
RUCH  JR,  HALTER  ALLhEIN,  “EMPHIS 
RUCH,  POBT  MILTON,  MEMPHIS 
RUONEP  JR,  HENRY  GORDON,  MEMPHIS 
RULEMAN,  CHESTER  ALLAN,  ME“PHI5 
RUNYAN  JR,  JOHN  « M , MEMPHIS 
RUSSELL  JR,  JOHN  MURRAY,  MEMPHIS 
RUSSELL.  THOMAS  ANTHONY,  “EMPHIS 
RUSSO,  WM  LOUIS,  ME “ P H I S 
RUTSCHMAN,  JULIAN  LEANOER,  MEMPHIS 
RYAN  JR,  GEO  “ARIJN,  MEMPHIS 
SACKS,  HAROLD  SAMUEL,  MEMPHIS 
SAFLEY  JR,  CHAS  FRANKLIN,  MEMPHIS 
SAGE,  FRED  P,  “EMPHIS 

SAINO,  JAMES  D,  “EMPHIS 
SALAZEP,  JORGE  E , MEMPHIS 
SALKY,  NATHAN  KALMON,  MEMPHIS 
SAMAHA,  JOSEPH  K,  MEMPHIS 
SAM“ONS  JR,  LEHMAN  CLARK,  MEMPHIS 
SAMUELS,  ALAN  OANL,  MEMPHIS 
SANDER,  CRAIG  J,  “E“PHIS 
SANDERS,  FREDERICK  0,  MEMPHIS 

♦ SANDERS.  SAM  HOUSTON,  “EMPHIS 
SANFORO  JR,  JACK  CARTER,  “EMPHIS 
SANFORO,  OAVIO  MARSHALL,  MEMPHIS 
SATTERFIELO  JR,  « M T,  MEMPHIS 
SAUTER,  RUBERT  F,  GERMANTOWN 
SCHAEFER,  OONALO  EARL,  MEMPHIS 
SCHAFFER,  HARRY  IVAN,  MEMPHIS 

♦ SCHFINBERG,  OAVIO  FRSHL,  MEMPHIS 
SCHETTLER,  BETTY  J,  MEMPHIS 
SCHETTLFR,  WM  HEYMOORE,  MEMPHIS 
SCHLE  S I NGE  P.  , VICTOR  ADLER,  ME  MP  HI  S 
SCHOETTLE  JR,  G PHILLIP,  MEMPHIS 

♦ SCHPEIER,  PHILLIP  CHAS,  MEMPHIS 
SCHROEOER,  HARRIET  L,  LITTLE  ROCK,  AK 

* SCHROFF,  JEROME,  MEMPHIS 
SCHWARTZ,  STANLEY  SIMON,  MEMPHIS 
SCHWERKOSKE,  JOHN  F,  “EMPHIS 

- SCOBEY  JR,  EUGENE  C.  MEMPHIS 
SCOTT  III,  BENJ  F,  MEMPHIS 

- SCOTT  III,  DANIEL  JOYNFR,  MEMPHIS 
SCOTT  JR,  DANIEL  J,  MEMPHIS 
SCOTT,  EDWIN  LEE,  MEMPHIS 
SCOTT,  JOS  MANSON,  'EMPHIS 
SCOTT,  RANDALL  LF  E » MEMPHIS 
SEALE,  JAMES  L,  MEMPHIS 

SEBFS,  JENO  IMRE,  MEMPHIS 
SEGAL,  ANTHONY,  MEMPHIS 
SEGAL,  JACK,  MEMPHIS 
SEGAL,  MAURICE  P,  MEMPHIS 

* SEGERSON,  EDWARO  C,  MEMPHIS 

* SELIGSTEIN,  MILTON  8,  MEMPHIS 
SEXTON,  HAROLO,  MEMPHIS 
SEXTON,  RAY  OWEN,  MEMPHIS 
SHANKLIN,  DOUGLAS  R,  MEMPHIS 
SHAPIRO,  NORMAN  D , MEMPHIS 
SHAPPLEY  JR,  WM  VANCE,  MEMPHIS 
SHARFMAN,  OAVIO  MORRIS,  MEMPHIS 
SHEA  JR,  JOHN  JOS,  MEMPHIS 
SHEA  JR,  MARTIN  COYLE,  MEMPHIS 
SHE  AR IN,  ROBT  P N,  MEMPHIS 
SHEFFIELD-.  WM  E,  MEMPHIS 

SHELL  III.  OAN  H,  MEMPHIS 
SHELTON,  BRIXEY  R,  MEMPHIS 

♦ SHELTON,  JAMES  R,  HEBER  SPRINGS,  AR 

- SHERRILL,  JOHN  BRANSON,  MEMPHIS 
SHERROD  II,  ROME,  MEMPHIS 

- SHERWOOD,  ALLEN  T,  MEMPHIS 
SHIFFMAN,  STEPHEN  MURRAY,  MEMPHIS 
SHUMAKE,  LESLIE  BOWLIN,  MEMPHIS 
SIEGEL,  JEROME  SEYMOUR,  MEMPHIS 
SIEGEL,  SAUL,  MEMPHIS 

SIKES,  JAMES  C,  MEMPHIS 


- SILER  JR,  THOMAS  T,  BIRMINGHAM,  AL 
SILVERMAN,  MICHAEL  N,  MEMPHIS 
SIMMONS,  JAMES  C H,  MEMPHIS 
SIMPSON,  JAMES  W,  HICKORY  WITHE 
SIMS,  CLIFFORD  W,  MEMPHIS 

SISK,  THOS  OAVIO,  MEMPHIS 

* SISSMAN,  PAUL  R,  MEMPHIS 
SKAGGS,  MARVIN  RICHARD,  MEMPHIS 

* SKINNER,  EOWARD  FOLLAND,  MEMPHIS 
SLAWSON  JR,  HeNRY  THOS,  MEMPHIS 

- SLOAN,  MICHAEL  LINWnOU,  ME'PHIS 
SLUTSKY,  AVRON  ABE,  “E“PHIS 

- SMILEY,  LINDA  “ A K I E , “EMPHIS 

* SMITH  JR,  HUGH  “ I L R Y A,  MEMPHIS 

- SMITH  JR,  LESLIE  E.  MEMPHIS 
SMITH  JR,  VERNON  I,  MEMPHIS 
SMITH,  ANDREA  L,  MEMPHIS 
SMITH,  CLYDE  GAYLON,  MEMPHIS 
SMITH,  KIRBY  LFE,  “EMPHIS 
SMITH,  STANLEY  L,  MEMPHIS 

- SMITH,  SULLIVAN  KAY,  ME'PHIS 
SMITH,  VINCENT  0,  MEMPHIS 
S'lTH,  W CHAPMAN,  MEMPHIS 

* SMYTHE  JR,  FRANK  ,APD,  MEMPHIS 
SNIDER,  CHARLES  VAN,  “EMPHIS 

- SNODGRASS,  GRcGORY  wAYNE,  P I N E Y FLATS 
SNYDER,  DUwFN  ERVIN,  MEMPHIS 

SORHY,  NAHEO  S,  'E'PHIS 

* sohh,  john  j,  Memphis 

SOLLEE  JR,  ARTHUR  NEYLE , MEMPHIS 
SOLOMITO,  VINCFNT  LFE,  -E-PHIS 
SQLOWAY,  -ARK  STEPHEN,  “E'PHIS 
SOPER,  RICHARO  GRAVES,  -E'PHIS 

- SOUTHER,  STEPHEN  K,  “E'PHIS 
SPENCER,  JUDY,  MEMPHIS 
SPIOTTA  JR,  EUGENE  J,  MEMPHIS 
SPIOTTA,  EUGENE  JOS,  MEMPHIS 
SPIOTTA,  LARRY  B,  -t-PHIS 

- SRIRAM,  GANESAN,  ME'PHIS 

- STANbEPY,  WILLIA'  C,  CLEVELAND 
STANFORD,  CARL  COOPER,  MEMPHIS 
STANFORD,  JAMES  FRANKLIN,  MEMPHIS 
STANLEY  JR,  THOS  V,  "E'PHIS 

* STARK,  PAY  GIGGLES,  “E'PHIS 
STARR,  JASON  LEONARD,  MEMPHIS 

- STEINER,  MITCHELL  S,  MEMPHIS 
STEPHENS,  RAJ  K,  CERMANTGWN 
STEPP,  WM  PRICE.  -EMPHIS 
STERN,  THUS  NtUTON,  ME'PHIS 
STEVENSON,  CLEO  wILSON,  ME'PHIS 

* STEVENSON,  EDWARO  N,  “EMPHIS 
STEVENSON,  RUoIV  MALCUL',  MEMPHIS 

* STEWART,  MARCUS  JEFFERSON,  ME'PHIS 
STEWART,  SHERRILL  BRYCE,  “EMPHIS 

* STRAIN,  SA'L  FREDERICK,  “E'PHIS 
STRASBERG,  CARY  DAVID,  ME“PHIS 
STRATTON,  HENRY  ThOS,  MEMPHIS 
STRICKLAND,  MARK  C,  CLEVELAND,  OH 
STROCK,  SYLVIA  S,  MEMPHIS 
STUBoLEF IELO,  ROBT  J,  MEMPHIS 
SUOHA,  PRAOAJ  R.  “EMPHIS 
SULLIVAN,  JAY  MICHAEL,  ME'PHIS 
SULLIVAN,  JOS  ALBERT,  “EMPHIS 

- SUMMERS,  WILLIAM  DAVID,  MFMPHIS 
SUMHITT,  ROBERT  LAY'AN,  ME'PHIS 
SUTHERLAND  III,  ARTHUR  J,  MEMPHIS 
Swafford  jr,  william  b,  cermanto»n 
SWEENEY,  PATRICK  JOHN,  MEMPHIS 
SYDNOR,  ELMER  W,  MEMPHIS 

TABOR,  OWEN  BRITT,  MEMPHIS 
TACKET,  HALL  SANFORO,  MEMPHIS 
TAG,  ARNOLD  R,  “EMPHIS 

* TALLEY,  BYRON  SHAORACH,  MEMPHIS 
TANEN8AUM.  MARK  HARRIS,  MEMPHIS 
TAYLOR  III,  HERBERT  A,  MEMPHIS 
TAYLOR  JR,  WM  WOOD.  ME'PHIS 
TAYLOR,  EDWIN  OSCAR,  MEMPHIS 

* TAYLOR,  ROBT  CLARKE,  MEMPHIS 
TEAGUE.  PAUL  FORD,  “E-PHIS 
TEJWANI,  INDURANI  A,  MEMPHIS 
TEMPLETON,  TERRY  P,  MEMPHIS 
TERHUNE,  RONALD  LYTLE,  ME-PHIS 

- THOMAS  III,  OSWALD  H,  MEMPHIS 
THOMAS  JR,  LLOYD  R,  MEMPHIS 
THOMPSON.  BARRY  F,  MEMPHIS 
THOMPSON,  PAUL  ANOREw,  ME“PHIS 
THOMPSON,  TERRY  L,  MEMPHIS 
THOMPSON,  TOMMY  C,  MEMPHIS 
THOMSEN,  WILLIAM  3.  MEMPHIS 
THRELKELO,  WM  CLEAGE,  “EMPHIS 
TICKLE.  SA  ML  MILTON,  MEMPHIS 
TIELENS,  DON  RAYMON,  MEMPHIS 
TODD,  TANJA  LU,  MEMPHIS 
TONKIN,  ALLEN  K,  MEMPHIS 
TONKIN,  INA  L 0,  MEMPHIS 
TOOMS,  ROBT  EDWIN,  MEMPHIS 
TORPOCO,  JESUS  0,  MEMPHIS 
TOSH,  JOHN  WILLIAMS,  MEMPHIS 
TOWNES,  ALEXANOER  S,  MEMPHIS 
TOWNSEND  III.  ARTHUR  ",  MEMPHIS 
TRAUTMAN,  ROBERT  J,  MEMPHIS 
TREADWELL  III,  GEORGE  H,  MEMPHIS 
TREW,  GARY  F,  MEMPHIS 

- TRIMBLE,  STEVEN,  MEMPHIS 

* TRIPP,  ALVIN  BRUSH,  MEMPHIS 
TUBERVILLE,  AUDREY  WHALEY,  MEMPHIS 

* TULL  I S JR,  I FRANK,  .MEMPHIS 
TULL  I S , KENNETH  FRANK,  MEMPHIS 
TURLEY  III,  JOHN  C,  MEMPHIS 

* TURLEY  JR,  HUBERT  KING,  MEMPHIS 

* TURLEY  JR,  JOHN  C,  MEMPHIS 
TURMAN,  PRENTISS  A,  MEMPHIS 
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TURNBULL  JR.  STEVE  H,  MEMPHIS 

* TURNBULL.  RANDOLPH  B • MEMPHIS 

TURNER,  GEQ  RANDOLPH,  MEMPHIS 

TURNER.  JAMES  E,  MEMPHIS 
TURNER,  JAN  LEM'S,  MEMPHIS 
TYLER,  LOUIS  E 0 MAR  0 , MEMPHIS 
TYRER  JR,  AUSTIN  ROY,  MEMPHIS 

* TYSON  JR,  wM  T,  MEMPHIS 
UPSHAW,  JAMFS  JERRY,  MEMPHIS 
UPSHAW,  JEFFERSON  OAVIS,  "EMPHIS 
USOAN,  OAVIO  AARON,  MEMPHIS 

* VACCARO,  EUGENE  A,  “EMPHIS 
VAN  FOSSEN,  HELEN  KEY,  MEMPHIS 

- VANHOOSER,  BETTY  JANE,  MEMPHIS 

* VARNER,  CLAUDE  FERRELL,  MEMPHIS 
VERNER,  WALTER  EUGENE,  MEMPHIS 
VICK,  SIDNEY  0.  MEMPHIS 

VIERON,  LEONIDAS  NlCriULAS.  MEMPHIS 
VILVARAJAH,  V I SUV AL INGAM,  GERMANTOWN 
VINCENT,  JOHN  R03T,  MEMPHIS 

- VINSON,  JANICE  MARIE,  ST  LOUIS,  MO 
VOOKLES.  JOHN  THORN,  "EMPHIS 
WADE,  OAVIO  EVERrTT,  -EMPHIS 
WAOE,  W BURKE,  MEMPHIS 

- WAKE,  ROBERT  WILLIAM,  KNOXVILLE 

- WAKEFIELO,  PAUL  H,  RED  BOILING  SP 

* WAKHAM,  JAMES  OALE.  MEMPHIS 
WALKER  JR,  PARKS  W,  MEMPHIS 
WALKER  JR.  WM  W,  -E  - p H I s 
WALKER.  F-ANCES  CAROLYN,  MEMPHIS 

- WALKER.  KtLLEY  0,  M(MPHIS 

* WALKER,  LILLIE  C,  LITTLE  S W TZL  AND , NC 

* WALKER,  RICHArO  PARISH,  MEMPHIS 
WALKER , .ROBERT  A,  “EMPHIS 

* WALLACE,  FRED  C,  “EMPHIS 

* WALLACE.  JAMES  ASHFORD,  MEMPHIS 

WALLACF,  PETER  B,  -EMPHIS 
WANOERMAN,  RICHARJ  G,  CORDOVA 
WARDLAW,  LEE  LYLE,  MEMPHIS 
WARNER,  RUNNIt  -E-PHIS 

WARR  III,  OTIS  SJ-TEP,  ME-PHIS 
WARR,  OTIS  S,  -E-PHIS 

* WATKINS,  w"  W,  ME-PHIS 
WEBBER,  BEN  POPTEP,  E-PHIS 
WEBER  III.  ALVIN  JULIAN,  -EMPHIS 
WEBER,  BILL  CARL,  -EMPHIS 

* WEEMS,  JEROME  J,  "FMPHIS 
WEEMS,  JOS  LELL,  me»Phis 
WEEMS,  THOS  DOYLE,  ME-PHIS 
WEIR  JR,  ALVA  BOWEN,  MEMPHIS 
WE  ISS . JOS  EPH  F , -E-PHI S 
WELLS,  VAN  HENRY,  “EMPHIS 

* WENER,  S AM  L I.  -i-PHlS 
WENNEMARK,  JAMES  R.  MEMPHIS 
WESBERRY,  JESSE  MALPASS.  -E-PHIS 
WEST,  HAROLD  MAXELL,  MEMPHIS 
WEST,  THOS  LA  FOLLETTE.  ME-PHIS 
WESTMORELAND,  DANIEL  K,  MEMPHIS 
WHEAT,  WENDELL  T,  GERMANTOWN 
WHITAKEP,  JOHN  NICHOLAS.  -EMPHIS 
WHITE  III,  THUS  JEFFERSON,  ME-PHIS 
WHITE  JR,  JAMES  HAROLD,  MEMPHIS 
WHITE,  CHAS  EDwARJ,  mfmPHIS 
WHITE,  FRANK  LOUIS.  MEMPHIS 
WHITE,  WM  GUERIN,  -EMPHIS 
WHITLHEAO,  wM  JERRY,  GERMANTOWN 
WHITINGTON,  GENE  L,  ME-PHIS 
WHITLOCK,  LAwRENCE  WAYNE,  -EMPHIS 

* WHITTEMORE,  wENOELL  L,  ME-PHIS 

- WHITTLE,  THOMAS  BARTON,  OAK  RIDGE 

- WlECK,  DENNIS  JOSEPH,  -E-PHIS 

- WlECK,  JOSEPH  ANTHONY,  ME-PHIS 
WIENER,  ISAOORE  DAVID,  ME-PHIS 
WIENER,  RDBT  ALAN,  ME-PHIS 
WILDER,  WM  WIGGINS,  ME-PHIS 
WILHITE,  JOE  LYNN,  MEMPHIS 
WILKINSON,  E P HP  I A M BAILEY,  -EMPHIS 
WILLIA-S.  BEVERLY  JEAN,  ME-PHIS 
WILLIAMS,  CRAIG  *,  -t-PHIS 

* WILLIAMS,  HORACE  GLENN,  ME-PHIS 
WILLIAMS,  JAMES  WARREN,  MEMPHIS 

- WILLIAMS,  LANE  PORTER,  ME-PHIS 
WILLIAMS,  LINKWDOO,  MEMPHIS 
WILLIAMS,  PAUL  HtRRERT,  MEMPHIS 
WILLS,  GORDON  LEE,  MFMPHIS 
WILSON  JR,  JAMES  EDWARD,  MEMPHIS 
WILSON,  ARTHJR  JAMES,  MEMPHIS 
WILSON,  DONALD  BRUCF,  MEMPHIS 
WILSON,  HARRY  WILLIAMSON,  MEMPHIS 

* WILSON,  JAMES  F,  ME-PHIS 
WILSON,  JOHN  -C  CULLOUGH,  -EMPHIS 

* WILSON,  JOHN  MC  3UIST0N,  MEMPHIS 

- wilson,  Raymond  eoward,  Memphis 
WINGATE  JR,  ROBERT  L,  MEMPHIS 

- WISE,  MERRILL  SHEPPARD,  MEMPHIS 
WITHERINGTON  III,  JAMES  6,  MEMPHIS 
WITHERSPOON  JR,  FRANK  G,  "FMPHIS 
WOLF,  ROONEY  YALE,  MEMPHIS 

- WOMACK,  CLARA  RUTH,  MEMPHIS 
WOOD  II,  GEORGE  W,  MEMPHIS 
WOOD,  MATTHEW  W,  MFMPHIS 
WOOD,  THOS  OVAL,  -E-PHIS 
WOOOALL  JR,  JESSE  C,  MEMPHIS 
WOOqBURY,  GEO  ROBT,  MEMPHIS 
WOODBURY,  LINDA  L PLZAK,  MEMPHIS 

* WOOLLEY,  CLIFTON  WAPOv  MEMPHIS 
WOOTEN,  RICHARO  LINDSEY,  MEMPHIS 

- WORK,  RICHARO  MACNAUGHTON,  MEMPHIS 
WORKMAN  JR,  CLAUDE  H,  MEMPHIS 
WORRELL,  JERRY  LEWIS,  MEMPHIS 
WRENN  JR,  EARLE  L,  MEMPHIS 
WRIGHT  II,  PHILLIP  E,  MEMPHIS 


WRIGHT  J»,  FRED  GRAVES,  MEMPHIS 
WRIGHT  JR,  LEONARD  D,  MtMPHIS 
WRIGHT,  DANA  JOHN,  -E-PHIS 

- wright,  Sheryl  Junes,  Memphis 

- WRIGHT,  TERRY  LYNNE,  MEMPHIS 
WRUBLE,  LAWRENCE  OAVIO.  MEMPHIS 

♦ WUPZeuRG,  HENRY,  MEMPHIS 
YARBROUGH,  ROBERT  R.  ME-PHIS 

♦ YATES,  CLAUDfc  FRANK,  -EMPHIS 
YATES,  LINDA  KAY,  CDrDQVA 
YOUNG  JR.  JOHN  0,  -EMPHIS 
YOUNG,  JACK  G,  ME-PHIS 
YUKON,  GORDON.  ME-PhlS 
ZANELLA  JR,  JOHN,  -E-PHIS 
ZANONE,  MICHAEL  T,  MEMPHIS 

- ZAR9JCK,  PAULA  SUZANNE,  "E-PHIS 

♦ ZUSSMAN,  BERNARD  ",  ME-PHIS 


MONROE  COUNTY  MEDICAL  SOCIETY 

ALLEN,  JAMES  LESTER,  SWEETWATER 
BARNES,  JAMES  HA-DIN.  SwEETwATER 
EVANS,  THOMAS  S,  SWEETWATER 
GETTINGER,  JOSHUA  S,  “AOI SONY ILLt 
HARVEY,  wILLIA-  L,  “AOISONVILLE 
HAYS,  ROBT  DANL,  CLEVELANC 
HYMAN  JR,  ORREN  wILLIA-S,  SwEETwATER 
LEVIN,  RARBAkA  ANN,  -AOISONVILLE 
LOWRY,  FRANK  M,  "AOISONVILLE 
♦ LOWRY,  TELFORD  A,  SwEETwATER 

MCGUIRE,  H0R4U-  -OHLcR.  -AOISONVILLE 
NESS,  JA-lS  w,  TELLICO  PLAINS 
VILLA NEUVA,  RA-ns,  SwEETwATER 
WIGGINS,  GEORGE  t,  -AOISONVILLE 


MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

ATKINSON,  EDwARQ  k , CLARKSVILLE 
AUSTIN  III,  RICHARD  3 , CLARKSVILLE 
BARRETT,  K T,  CLARKSVILLE 
3EAZLEY,  wILLIA"  COOPER.  CLARKSVILLE 
3EGTRUP,  ROBERT  0,  CLARKSVILLE 
BELLE NGFR,  JAMES  F,  CLARKSVILLE 
BOYO.  ALTON  kcUTHER,  CLARKSVILLE 
BRADLEY,  JOEL  P . CLARKSVILLE 
dwEwER,  CARLOS  B,  CLARKSVILLE 
BUSBFE  III.  GREER  ALBERT,  CLARKSVILLE 
BUSH,  JOEL  GREGORY,  CLARKSVILLE 
CARRIGAN,  VE-NIN  CLARKSVILLE 

CUNNINGHAM  J*,  THUS  ",  CLARKSVILLE 
DEAL,  VIRGIL  T.  CLARKSVILLE 
OITTUS.  JANET  L.  CLARKSVILLE 

ooane  jp,  sa-l  n,  Clarksville 

DOTY  JP,  ROBERT  0,  C H A P M A KSBO R 0 
OURRETT  JK,  DAWSON  w,  CLARKSVILLE 
ELLISON,  ROBERT  S,  CLARKSVILLE 
FARRAR,  JAMES  THOS , CLARKSVILLE 
FAUST,  LARRY  -,  CLARKSVILLE 
GANT,  CHARLOTTE  E.  CLARKSVILLE 

• GREEN,  -ACK  MACOv.  CLARKSVILLE 

* GRIFFIN,  V H,  CLARKSVILLE 
GULLETT,  OAVIO  LAIRD,  CLARKSVILLE 
HALL.  BILLY  T,  CLARKSVILLE 

HALL,  "ICHAEL  ST  A NLr  Y , CLARKSVILLE 
HA-PTON,  JA-ES  COwARO,  CLARKSVILLE 
HAWKINS.  LINDA  L.  CLARKSVILLE 
HONG,  DOUG  UN,  CLARKSVILLE 
HUDSON  III,  wILLIA-  0,  CLARKSVILLE 
HUDSON,  ROBERT  w,  CLARKSVILLE 
IGLFHART.  BRYAN  T,  CLARKSVILLE 
JOPOAN,  EDWIN  CONSTANTINE,  CLARKSVILLE 
KENNEDY,  HOWARD  K , CLARKSVILLE 
KUEHN  JR,  RDBT  C,  CLARKSVILLE 
KURITA,  CEORGE  I,  CLARKSVILLE 
LARKINS,  GARY  L,  CLARKSVILLE 
LECBETTER,  BUFORD  B , CLARKSVILLE 
LEE,  ROBT  HENRY,  DOVER 
LE-OINE.  FRITZ  F , CLARKSVILLE 
LETT,  JAMES  C,  ERIN 
LIGON,  DOUGLAS  wlSTER,  ERIN 
LIMBAUCH  JR,  JAMES  w,  CLARKSVILLE 
LOWE  JR.  REGINALD  S,  CLARKSVILLE 
LUTON,  OAKLUS  S A A L , CLARKSVILLE 
LYLE,  W-  GREEN.  CLARKSVILLE 
MARTIN,  OANIEL  ERNEST,  ERIN 
MC CAMPBELL,  FRANK  G,  CLARKSVILLt 
MILAM,  JAMES  ROBT,  CLAPKSVILLE 
MILES  JR.  JOS  WM,  CLARKSVILLE 
MITCHUM,  ALBERT  JACKSON,  ERIN 
MONTGOMERY,  TONY  JOHNSON,  CLARKSVILLE 
"OREHEAO,  V T UPPER , NASHVILLE 
PEACHER,  TERRY  GENE,  CLARKSVILLE 
PEDIGO,  WILLIA"  J,  CLARKSVILLE 
PERALES,  ANGEL  U,  OICKSON 
PETERSON,  KEITH  0,  CLARKSVILLE 
PORTER,  DOUGLAS  DWIGHT,  CLAPKSVILLE 
PRINE  JR,  WM  wESLEY,  CLARKSVILLE 
RICHARDS  UN,  UONALU  RAY,  CLARKSVILLE 

* ROSS,  JOHN  W,  CLARKSVILLE 
SILER,  RITA  ANNE,  CLARKSVILLE 
SILVEY,  GARY  LYNN,  CLAPKSVILLE 
SMITH,  JAMES  ROY,  CLARKSVILLE 

* STRAUSS,  DAVID  L,  CLARKSVILLE 
TITUS  III,  WILLIAM  P,  CLARKSVILLE 
VANN,  HAROLD  FRANCIS,  CLARKSVILLE 
VERMILLION,  R J,  CLARKSVILLE 
WALKER,  J R,  CLARKSVILLE 

WALL  JR,  WM  H,  CLARKSVILLE 
WIBKING,  RONALD  K,  CLARKSVILLE 
WILSON,  FRANK,  CLAPKSVILLE 
WOOOALL,  JESSE  C,  TRENTON,  KY 


WRIGHT  JR,  JOHN  PAY,  CLARKSVILLE 
YOUNG  JR,  RICHARD  wILSON,  CLAPKSVILLE 
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ABISELLAN,  EOUAROO  E,  NASHVILLE 
A3  I SELL  AN,  GEORGINA  A,  NASHVILLE 
ACOSTA,  ESTRELLA  P,  -AOISON 
ACOSTA,  PAULO  C,  MADISON 
ACPFE,  MAURICE  MASON,  NASHVILLE 
AO  A I R , LUTHER  R,  NASHVILLE 
ADAMS  JR,  ROBT  WALKER,  NASHVILLE 
AOAMS,  CRAWFORD,  DUCK  KEY,  FL 
ADDLESTONE,  RONALD  8,  NASHVILLE 
ADELSON,  LOP  I -,  NASHVILLE 
ADKINS.  ROBT  BENTON,  NASHVILLE 
ADKINS,  THD-AS  G,  NASHVILLE 
AGeUNAG.  ARNULFD  ABAT,  "AOISON 
AL-AHDULLA,  A30UL  — S AH  I B ",  "UR  c *c  E S 3 0® ' 
ALCANTARA,  ILOEFJNSO  A,  NASHVILLE 
ALEXANDER  JR,  CL  Y Of  w,  NASHVILLE 
ALEXANDER.  DAVE  A,  NASHVILLE 
ALEXANDER,  PAUL  CRAYTON,  NAS-VILL? 
ALFERY,  OAVIO  U , NASHVILLE 
ALFORD  JR.  W"  CUTTER.  NASHVILLE 
ALLEN  JR,  JOSrPH  H,  NASHVILLE 
ALLEN,  TERRY  REYNOLDS.  N A SHV ILLt 
ALLEN,  VAUGHAN  ARTHUR,  NASHVILLE 
ALLEN,  VERNE  cLWJQO.  NASHVILLE 
ALLEY  JR,  J CLYDE,  NASHYILLE 
ALLISON,  JOE  GARY,  -AOISON 
ALPER,  BEN  J J,  NASHVILLE 
ALTENBERN  JR,  DOUGLAS  C.  N ASHV I LL p 
AMMARELL,  ROBERT  L,  NASHVILLE 
ANAND,  VI-.ITA,  NASHVILLE 
ANDERSON  JR,  ARTHUR  R,  NASHVILLE 
ANDERSON  JR,  EDwIn  a,  NASHVILLE 
ANDERSON  JR,  JAMES  c . NASHVILLE 
ANDERSON  JR,  JA-cS  S,  NASHVILLF 


ANOERSON,  ALLEN  F,  NASHVILLE 


ANOERSON,  EDWARD  EUGENE,  NASHVlLL- 


ANOERSON, 
ANDERSON, 
ANOEkSON , 
ANOERSON, 


EDwIN  B,  NASHVILLE 
FLBRIDGE  F,  NASHVILLE 
H R,  NASHVILLE 
JEAN  R,  NASHVILLE 
ANOERSON,  PHILI0  ARAOLV.  NASHVILLE 
ANOERSON,  ROBT  S.  NASHVILLE 
ANDERSON,  w"  CLYOE,  NASHVILLE 
ANDREWS,  GEO  WILSON.  BRENTWOOD 
ARFNDALE  JR,  CHARLES  R,  NASHVILLE 
ARENDALL  II,  REX  E.  NASHVILLE 
ARNETT,  OAPRELL  G , NASHVILLE 
ARNOLD.  FREDRICK  S,  NASHVILLE 
ARNOLO.  LARPY  TDTTY , NASHVILLE 
ARRDwS-ITH,  PETER  NOEL,  NASHVILLE 
ASHER,  HARVEY,  NASHVILLE 
ATHAR,  ZIlLUR  RAH-AN,  GGOOL t T TS V I LLE 
AVANT,  GEO  PAY,  NASHVILLE 
AVERBUCH,  MARK  STEPHEN,  NASHVILLE 
AVERY,  JAMES  KELLEY,  BRENTwOUD 
BACKUS,  ELIZABcTH  MAUREEN,  NASHVILLc 
BAER,  HARRY,  NASHVILLE 
BAKER,  THURMAN  DEE,  NASHVILLc 
BALDWIN,  JAMES  -ARVIN,  ASHLAND  CITY 
BALFOUR,  H BRIAN,  NASHVILLE 
BALLARD,  JEFFREY  LAwRENCt,  NASHVILLE 
BALLARO,  SIDNEY  w , FRANKLIN 
BALLINGER,  JEANNE  F,  NASHVILLE 
BAN,  THOMAS  A,  NASHVILLE 
BANDY,  PRtSTON  H.  NASHVILLE 
BANKS,  CHARLES  G,  NASHVILLE 
BARKER,  OJANlD  E.  NASHVILLE 
BARKSOALE,  EO«ARJ  H,  NASHVILLE 
BARNES  JR,  MAURICE  C,  NASHVILLE 
BARNETT,  DONALD  R,  NASHVILLE 
BARNETT,  PAUL  HAROLD,  NASHVILLE 
BARNETT,  ROBT  BURTON,  NASHVILLE 
BARTON,  OAVIO,  NASHVILLE 
BASS,  ALLAN  OELMAGE,  NASHVILLE 
BATCHELOR,  E OALb,  NASHVILLE 
BATSON,  JACK  MILLER,  NASHVILLF 
BATSON,  RANDOLPH,  TROY,  AL 
BAYER,  0 SCOTT,  NASHVILLE 
BEAZLEY  JR,  LUTHcR  A,  NASHVILLE 
BECK,  CHAS  BERNAPO,  MAOISON 
BECK,  LARSON  DALE, 

BEELER,  RICHARO  T, 

BELOEN,  RICHARO  A, 

BELL,  ROBT  LE  ROY, 

BENDER  JR,  HARVEY  W, 

BE  NOT , ROBERT  RICHARD,  NASHVILLE 
BENNETT.  LYNCH  0,  NASHVILLE 
BENNING,  THOMAS  R,  NASHVILLE 
BENSON,  GEORGE  N , NASHVILLE 
BENZ,  EDMUND  wDOOwARO,  NASHVILLE 
BER-AN,  M LAWRENCE,  NASHVILLE 
BERNARO,  LOUIS  J.  NASHVILLE 
BERNARD,  STANLEY,  NASHVILLE 

C,  NASHVILLE 
NASHVILLE 
NASHVILLE 

NASHVILLE 


MADISON 

NASHVILLE 

NASHVILLE 

NASHVILLE 

NASHVILLE 


BERNSTORF,  ROBERT 
BERRIE,  WARREN  R. 
BERRY,  GEOFFREY, 
8ESHARIAN,  CHARLES 


BEVERIDGE,  JOHN  H,  NASHVILLE 
8IHL-MIRANDA,  PATRICIA  M,  NASHVILLF 
BILLIG,  OTTO,  NASHVILLE 
BILLINGS  JR,  FREDERIC  T,  NASHVILLE 
BINKLEY  JR,  WILLIA"  JOSEPH,  MADISON 
BIRDhELL,  BEN  JASON,  NASHVILLE 
BIRMINGHAM,  RUSSELL  T,  NASHVILLE 
B I SHOP  JR,  EUGENE  L.  NASHVILLE 
BISHOP,  LINDSAY  K,  NASHVILLE 
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BISHOP,  MICHAEL  ROBT,  NASHVILLE 
BISTOwISH  JR,  JOS  M,  NASHVILLE 
BLACK  JR,  JAMES  N,  NASHVILLE 
BODNER,  STANLEY  JACOB,  HERMITAGE 
BOEHM,  FRANK  HENRY,  NASHVILLE 
BOJRAB,  OENNIS  I,  NASHVILLE 
BOLIN,  MARION  G,  NASHVILLE 
BOMAR  JR,  R OB  T LYNN,  NASHVILLE 
80MB0Y  JR,  JAMES  0,  NASHVILLE 
BONG , ARTHUR  GERNT,  NASHVILLE 

BOND,  JOHN  BE  N J , NASHVILLE 
BONDURANT,  SIDNEY  W,  NASHVILLE 

BONE,  ROBERT  CARVER,  NASHVILLE 
BOOKMAN,  JAMES  ANDRE*,,  "ADISON 
BOOTH  JR,  GLENN  H,  NASHVILLE 

- BOSWELL,  GILBERT  E.  NASHVILLE 
BOTTOMY,  MICHAEL  BRUCE,  NASHVILLE 
BOUNDS  JR,  GEO  KM,  NASHVILLE 

- BOWEN,  KAREN  J,  NASHVILLE 

BOWERS  JR,  DAVID  GARWOOD,  NA  S H V IL  Lc 
BOYD  JR,  WM  JOS,  NASHVILLE 

* 80YLIN,  JOHN  .M , NASHVILLE 
BRACKIN  JR,  HENRY  B,  NASHVILLE 

* BRADLEY,  CLQYCE  B,  NASHVILLE 

* BRADLEY,  G HEARN,  NASHVILLE 
BRAKEFIFLD,  JA«SS  MARION,  NASHVILLE 
BRAREN,  H VICTOR,  NASHVILLE 
BREINIG,  JOHN  BOYERS,  NASHVILLE 
BRENNAN,  RHONDA  KAY,  NASHVILLF 
BRENNER,  DEAN  E,  NASHVILLE 
BRESSMAN,  PHILLIP  L,  NASHVILLE 
BRIGHAM,  KENNETH  L,  NASHVILLE 
BRIMMER  II,  ROBERT  A,  NASHVILLF 

* BRITTINGHAW,  THOMAS  E,  FORT  WORTH,  TX 
BROCK  III,  JOHN  w , NASHVILLE 
BROOKS,  ARTHUR  L,  NASHVILLE 
BROOMES,  LLOYO  OUOY,  maCISON 
BROTHERS,  JOHN  CUNNINGHAM,  NASHVILLE 
BROWN  JR,. WALTER  EDWARD,  SPRING  HILL 
BROWN  JR,  WALTER  U,  NASHVILLE 
BROWN,  OOUGLAS  H,  NASHVILLE 

BROWN,  KERMIT  R,  NASHVILLE 
BROWN,  PHILLIP  PENDLETON,  NASHVILLE 
BROWNE,  EOWARO  W,-  NASHVILLE 
BRUCE,  DONALD,  MURFREESBORO 
BRUNO  III,  JOHN,  NASHVLLE 

* HRYAN,  JOHN  T,  NASHVILLE 
BRYANT,  DEBORAH  MOBLEY,  NASHVILLE 
BRYANT,  JAMES  DAVID,  ANTIOCH 
BRYANT,  SUSAN  H,  NASHVILLE 
BRYSON,  G KEITH,  NASHVILLE 

* BUCHANAN  JR,  ROB  T NORMAN,  NASHVILLE 
BUCHANAN,  RICHARD  DURR,  NASHVILLE 
3UCKSPAN,  GLENN  S,  NASHVILLE 
BUENO,  REUBEN  A,  NASHVILLE 

* BURD,  JOS  G,  NASHVILLE 
3URKHALTFR , MICHAEL  TERRY,  NASHVILLE 
BURKS,  HELEN  C,  HENDERSONVILLE 
BURNES,  JAMES  EDMOND,  MADISON 
BURNETT,  LONNIE  S,  NASHVILLE 

- 3URNETTE  J»,  wILLIA-  C,  NASHVILLE 
BURNS,  GERALD  ROnT,  NASHVILLE 
BURR,  IAN  MEADOWS,  NASHVILLE 

* BURR,  R08T  EDwARO,  SAUDI  ARABIA 
BURRUS,  GEO  ROBT,  NASHVILLE 
BURRUS,  ROGER  BYRON,  NASHVILLE 

- BUTTERFIELD,  MARY  JANE,  NASHVILLE 
3YRD  JR,  BENJ  F,  NASHVILLE 

C A DEN A — CUC  T A , GUILLERMO,  NASHVILLE 
CALDWELL  JR,  BENJ  H,  NASHVILLE 
CALHOUN,  CALVIN  LEE,  NASHVILLE 
CALLAWAY,  JAMES  J,  NASHVILLE 

- CALLOWAY,  THUMAS,  NASHVILLE 
CAMPBELL,  THOMAS  W,  NASHVILLE 
CAMPBELL,  W BARTON,  NASHVILLE 
CANALE  JR,  DANIEL  D,  NASHVILLE 

* CANNON  II,  RICHARD  0,  NASHVILLE 
CANNON  JR,  CHARLES  GRADY,  NASHVILLE 
CAPLE  SP,  PHILLIP  M,  NASHVILLE 
CARO,  HH  JUDSON,  MADISON 
CARLSEN,  ANDREW  B,  NASHVILLE 
CARLSON,  BRIAN  RICHARD,  MT  JULIET 
CARNEY  JR,  SAM  W,  maqISUN 
CARPENTER  JR,  GEC  KENYONS  NASHVILLE 
CARROLL,  FRANK  E,  NASHIVLLE 
CARTER,  OSCAR  WILLIS,  NASHVILLF 
CARTWRIGHT',  PETE  S,  NASHVILLE 
CASSELL,  NORMAN  M,  NASHVILLE 
CASTELNUOVO-TEOE SCO,  P,  NASHVILLE 
CATE,  RONALD  C,  NASHVILLE 

CATO,  JAMES  ROBERT,  NASHVILLE 

* CAYCE,  LEE  F,  NASHVILLE 
CAZORT,  RALPH  J,  NASHVILLE 
CHALFANT,  ROBT  L,  NASHVILLE 
CHAMBERS,  JILL  F,  NASHVILLE 
CHANG,  PONG  MOON,  NASHVILLE 
CHANNABASAPPA , KOOIHALLI  P,  MADISON 
CHAPMAN,  JOHN  EDMON,  NASHVILLE 
CHATHAM,  WALTER  WINN,  NASHVILLE 
CHAZEN,  ERIC  MARTIN,  NASHVILLE 

CHE  I J , ABRAHAM  PACHA,  NASHVILLE 
CH  X AS  SON , EOwARO  R,  NASHVILLE 
CHIKKANNAIAH,  SAJJAN  G,  GOODLE TTS V I LL E 
CHISOLM  JR,  JOE  M,  NASHVILLE 

* CHRISTIE,  AMOS,  NASHVILLE 
CLARK,  WM  MC  LEAN,  NASHVILLE 
CLASSEN,  JEANNINE  ARCHER,  MADISON 
CLASSEN,  KENNETH  LEON,  MAOISON 
CLINTpN,  MARY  E,  NASHVILLE 

- CLOPTON,  CLAUOIA  LOU,  NASHVILLE 
CLOSE,  LOUIS  WARO,  NASHVILLE 
COBB  JR,  CULLY  A,  NASHVILLE 


COCHRAN,  ROBT  TAYLOR,  NASHVILLE 
COHEN,  ALAN  GARY,  NASHVILLE 
COKER,  WESLEY  LOUIS,  NASHVILLE 
COLES  III,  JOHN  H,  NASHVILLE 
CONNOR,  OAN  E,  NASHVILLE 
COOK,  WILLIAM  A,  HOUSTON,  TX 
COOKE,  GEJ  EDWARD,  NASHVILLE 
COOPER,  ROBERT  S,  NASHVILLE 
COOPwOOO,  WM  EUGENE,  MADISON 
CQRRIN  JR.  CHARLES,  NASHVILLE 
CORNEY,  ROBT  TYLER,  NASHVILLE 

* COTHREN,  EREUfcSEC  B,  OOLTEWAH 
COTHREN,  JACKSON  DANL,  NASHVILLE 
COTTON  JR,  ROBERT  BELL,  NASHVILLE 
COUCH  JP,  QRRIE  A,  NASHVILLE 
COUOEN , VINCENT  ROBT,  DUNELSON 
COULAM,  CRAIG  W , NASHVILLE 

- COUSSENS,  DAVID  M,  NASHVILLE 
COWDEN,  CHAS  MARSHALL,  HENDERSONVILLE 
COWDEN,  FREDERIC  EUGENE,  NASHVILLE 
CRAFT,  LISA  T,  NASHVILLE 

CRAFTON,  GEO  B,  NASHVILLE 
CRANE,  JOS  MICHAEL,  MADISON 
CRANE,  PAUL  SHIELOS,  NASHVILLE 
CRECRAFT,  HAROLD  JAM£S,  NASHVILLE 
CRENSHAW,  RANDALL  W,  BRENTWOOD 
CRENSHAW,  i*M  BRYANT,  NASHVILLE 
CROOK,  ANGUS  M G,  NASHVILLE 
CROOK,  J6RRALL  PAUL,  NASHVILLE 
CRUMBO,  DONALD  S,  NASHVILLE 

- CULLOM  JR,  R DOUGLAS,  NASHVILLE 
CUNNINGHAM,  LOUIS  ERNEST,  NASHVILLE 
CUSHMAN,  ARTHUR  ROBT,  '"AOISON 
DALE,  W ANDREW,  NASHVILLE 
DANIELL,  JAMES  E,  NASHVILLE 
DANIELS,  CHARLES  W,  NASHVILLE 

DAO,  ANH  HUU,  NASHVILLF 

* OARRY,  wM  JEFFERSON,  NASHVILLF 
DASH,  LAMARR  A,  BP.ENTWOOO 
DAUGHERTY,  PHILIP  V,  NASHVILLE 
DAVIS  JR,  THOS  JOEL,  NASHVILLF 

davis,  carla  suzanne  nashvillc 

» DAVIS,  EVELYN  J,  BRtNTWOOO 
OAVIS,  CEJ  WM,  NASHVILLE 
DAVIS,  IVAN  R,  NASHVILLE 
OAVIS,  J LUCIAN,  NASHVILLE 
DAVIS,  MICHAtL  DAVID,  NASHVILLE 
OAVIS,  RICHARD  JOHN,  NASHVILLE 

* DAVIS,  THEODORE  K.  NASHVILLE 
OAVIS,  WM  GRAY,  MAOISON 

DE  BLANC  JR,  HAROLD  J,  NASHVILLE 
DEAN,  RICHARD  HENRY,  NASHVILLE 
DEASUN,  DEBORAH  R,  NASHVILLE 
DELVAUX  Jx,  THOS  C,  NASHVILLE 
DENNISON  JR,  HAROLD  CLAY,  NASHVILLE 
OICKINSON,  CHRISTINE  Z,  NASHVILLE 
DIGGS,  JOSEPH,  NASHVILLE 
DILLARD  JR,  S AML  HENRY,  NASHVILLt 
DIXON  JR,  JOHN  H,  NASHVILLE 
OOAK,  WM  MELVILLE,  DONELSON 
DODO,  ROBERT  T,  NASHVILLE 
DONALD,  W"  D,  NASHVILLE 
DONNELL,  MARK  L.  MADISON 
OOPP,  ALAN  C,  NASHVILLE 

* OORRIS,  EARL  DENTON,  NASHVILLE 
DOSS,  W GORDON,  HENDERSONVILLE 
DOSTER  JR,  ROBERT  T,  NASHVILLE 

* DOUGLASS,  HENRY  L,  NASHVILLE 
DOWDY,  SUZANNE,  NASHVILLE 
DOWNEY,  WM  LEE,  NASHVILLE 

* OOWNS , HOWARD  S,  M A D I SON 
DOYLE,  DEBORAH  0,  NASHVILLE 
DOYNE,  MARK  ALAN,  NASHVILLE 
DOZIER  JR,  J FWMtTT,  NASHVILLE 
ORIVER  JR,  L ROWE,  NASHVILLE 
DUBUISSON.  RAY  L,  NASHVILLE 
OUOLEY,  B STEPHEN,  NASHVILLE 
DUFFY,  KAREN  BARR,  MADISON 
DUNBAR,  LAURA  L,  NASHVILLE 
DUNCAN,  GARY  l,M,  NASHVILLE 
DUNCAN,  GEO  E,  NASHVILLE 
DUNCAN,  THOMAS  C,  NASHVILLE 

DUNOON,  MARY  CATHERINE,  HENDERSONVILLE 
DUNKERLEY  JR,  ROBT  C,  NASHVILLE 
DUNN,  GEO  DEWEY,  NASHVILLE 
OUTTON,  WM  PATTERSON,  NASHVILLE 
DYER,  DAVID  N,  NASHVILLE 
DYER,  ERIC  L,  NASHVILLE 
ECKSTEIN,  CHARLES  W,  NASHVILLE 
EDGAR  SR,  ANDREW  S,  NASHVILLE 
EDWARDS  JR,  WILLAIM  H,  NASHVILLE 
EDWAROS,  DORAN  DEVON,  NASHVILLE 
EDWARDS,  JOE  MICHAEL,  NASHVILLE 
EDWARDS,  ROBT  HARVEY,  NASHVILLE 
EDWARDS,  WM  H,  NASHVILLE 

- EHRENFRIED,  BETH  A,  NASHVILLE 
ELAM  lit,  ROY  OSCAP,  NASHVILLE 
ELAM,  LLOYD  CHAS,  NASHVILLE 
ELLIOTT,  JAMES  H,  NASHVILLE 

* ELLIOTT,  PHILIP  C,  NASHVILLE 
ELLIS,  JAMES  W,  NASHVILLE 
ELLIS,  MICHAEL  C,  MADISON 
ELROD,  BURTON  F,  NASHVILLE 
ELSON,  MELVIN  LESLIE,  NASHVILLE 
EMERSON,  CLIFTON  W,  NASHVILLE 
ENTMAN,  STEPHEN  S,  NASHVILLE 
EPSTEIN,  SHELDON  M,  NASHVILLE 

- ERMAN,  RUSS  D,  NASHVILLE 
ERYASA,  YILMAZ,  NASHVILLE 
ESCOBAR,  ALFONSO,  NASHVILLE 
ESKIND,  IRWIN  BERNARD,  NASHVILLE 
ESKINO,  STEVEN  J,  NASHVILLE 


ESTES,  ROBERT  L.  NASHVILLE 
EVANS,  H ILL  I S FLOREN,  MAOISON 
tWFRS,  E WILLIAM,  NASHVILLE 

* eyler,  don  l,  Salem,  al 
EZELL,  ROY  CLAY,  NASHVILLE 
FABER,  ROBT  BRANCH,  NASHVILLE 
FAKHRUDOIN,  A K M,  G OODLE TTS V I LLE 
FALK,  LESLIE  ALL  I N A , NASHVILLE 
FARRAR,  THOMAS  CROWELL,  NASHVILLE 
FARRAR,  wh  TAYLOR,  NASHVILLE 
FARRINGER  JR,  JOHN  LEE,  NASHVILLE 

* FARPIS,  WILLIA“  8,  BRAOENTON,  FL 

faulk  jr,  Wallace  h,  nashvillf 

FAULKNER,  CHAS  TAYLOR,  NASHVILLE 

- FAULKNER,  LEE  A.  NASHVILLE 
FELCH,  JAMES  «,  FRANKLIN 
FELDMAN,  RICHAPO  WARREN,  NASHVILLE 
FELTS,  PHILIP  W,  NASHVILLE 
FELTS,  STEPHEN  KAREY,  HERMITAGE 
FFMAN,  STEPHEN  S,  NASHVILLE 
FENICHEL,  GERALD  M P R v IN,  NASHVILLE 
FERGUSON,  HAROLD  AUSTIN,  NASHVILLE 
FERTMAN,  STEPHANIE  LYNNE,  NASHVILLE 

* EESSEY,  RAY  J,  NASHVILLE 

* F I OELHOLTZ , JACOB  NORMAN,  NASHVILLE 
FIELDS,  JAMES  P,  NASHVILLE 
FIELDS,  JOHN  PERSHING,  NASHVILLE 
FINCH,  WILLIAM  TYREE,  NASHVILLE 
FINK,  GARY  ELIOT,  NASHVILLE 
FINKE,  FREDERICK  LEROY,  NASHVILLE 

* FINKS,  ROBT  MARK,  NASHVILLE 
FISH8EIN,  JOS  H,  NASHVILLE 
FISHER,  BENJ,  NASHVILLE 

* FISHER,  LAURA  M,  GALLATIN 

* FITZWATER  JR,  JAMES  E,  SAN  FRANCISCO, 
FLEET  JR,  WILLIAM  E , GOU DLET T S V ILL E 
FLEISCHER,  ARTHUR  C,  NASHVILLE 
ELEMINC  JR,  JAMES  H,  NASHVILLE 
FLEMING  JR,  ROSS,  NASHVILLE 
ELEXNER,  JOHN  M0»*IS,  NASHVILLF 
FOREMAN,  HOWARD  R,  NASHVILLE 
FORSYTH,  G PAUL,  NASHVILLE 

FOSTER,  HENRY  WFNOELL,  NASHVILLE 

* FOSTER,  JOHN  H,  NASHVILLE 
FOSTER,  NELSON  RAY,  FRANKLIN 
EOWINKLE,  EUGENE  WESLEY,  NASHVILLE 

» FOWLER,  SA-L  B , NASHVILLE 

* FRANCE,  RICHARD,  NASHVILLE 

- FRANCIS  III,  HUGH,  DALLAS,  TX 
FRANCIS,  ROBT  STANLEY,  NASHVILLE 
FRANKLIN,  JERRY  R.  NASHVILLE 
FREQERIVSEN,  RAND  TERkELL,  NASHVILLE 
freeman,  rijeus  jack,  nashville 

FRENCHMAN,  KHUSHRU  H,  HENDERSONVILLE 
FREY,  WALTER  WILLIS,  NASHVILLE 
FRIODELL,  THOS  JAMES,  NASHVILLE 
FRIESINGER,  GOTTLIFP  C,  NASHVILLE 
FRIST  JR,  JOHN  C,  NASHVILLE 
FRIST,  ROBT  ARMISTEAD,  NASHVILLE 

* FRIST,  THOS  F,  NASHVILLE 
FURMAN,  JOHN  ROBERT,  MADISON 
GAINES,  DONALD  LEE,  NASHVILLE 

* GANT,  JULIAN  C,  LOMA  LINDA,  CA 

* GARDNER,  CHAS  KURTIN,  NASHVILLE 

* GARDNER.  JAMES  COLLIE,  NASHVILLE 
GARMAN,  RICHARD  W,  NASHVILLE 
GARRETT,  SA"  YOUNG,  NASHVILLE 
GASKINS,  FAY  M,  NASHVILLE 
GASTON  JR,  ROBERT  8,  NASHVILLE 
GASTON,  ROBT  3,  JONELSON 
GAVIGAN,  wM  MITCHEL,  NASHVILLE 
GAW,  DAVID  wISDOM,  NASHVILLE 
GEODIE,  OANL  CLARK,  NASHVILLE 
GENCa,  EROL,  NASHVILLE 

GENTRY,  HAROLD  LEFFEL,  MADISON 
GESSLER,  CARL  NEWTON,  NASHVILLE 
GHOSH,  KRISHNA  DEVI,  NASHVILLE 
GHOSH,  SUUHIk  C,  NASHVILLE 
GIBSON,  JOHN  RAGAN,  NASHVILLE 
GIBSON,  RICHARD  L,  NASHVILLE 
GILL,  CHAS  MC  CLELLAND,  NASHVILLE 
GILMER,  RONALD  K , NASHVILLE 

- GIVENS,  TIMOTHY  G,  NASHVILLE 
GLASCCCK,  FRANK  B,  NASHVILLE 
GLASSCOCK,  MICHAEL  E,  NASHVILLF 
GLASSFORD  JR,  DAVID  M,  NASHVILLE 
GLICK,  ALAN  DOUGLAS,  NASHVILLE 

* GLOVER  JR,  JOHN  P,  NASHVILLE 
GLUCK  JR,  FRANCIS  W,  NASHVILLE 
GOBBEL  JR.  WALTER  G,  NASHVILLE 
GOLONER  JR.  FRED,  NASHVILLE 
GOMEZ,  PAUL  CHAS,  NASHVILLE 
GORE,  JOHNNY  ELMO,  ANTIOCH 
GORSTEIN,  FRED,  NASHVILLE 
GOWDA,  HIRANYA  C K,  NASHVILLE 
GRABER,  ALAN  LEE,  NASHVILLE 
GRAHAM  JR,  LOUIS  S,  NASHVILLE 
GRAHAM  JR,  ROBERT  P,  NASHVILLE 
GRAHAM,  THOMAS  P,  NASHVILLE 

- GRAM80W,  DAVID  W,  NASHVILLE 
GRANDA,  ANTONIO  MEOAROO,  NASHVILLE 
GRANT,  BURTON  PAINE,  NASHVILLE 
GRAVES  JR,  HERSCHEL  A,  NASHVILLE 
GRAY,  GEORGE  F,  NASHVILLE 

- GRAY,  JAMES  R.  OAK  RIDGE 

- GRAY,  RICHARD  M,  NASHVILLE 
GRAY,  ROLAND  WILLIAM,  NASHVILLF 
GRECO,  FRANK  ANTHONY,  NASHVILLE 
GREEN  JR,  PAUL  A,  NASHVILLE 
GREEN,  EDMON  LEE,  NASHVILLE 
GREEN,  JAMES  DONALD,  NASHVILLE 

- GREEN,  KELLI  C,  GOODLETTS VILLE 
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* GREEN,  LOUIS  0,  NASHVILLE 
GREEN,  NEIL  EOWARO,  NASHVILLE 
GREENBAUM,  RALPH  HART  IN,  NASHVILLE 
GREENE,  HARRY  LEE,  NASHVILLE 
GREENE,  JOHN  W,  NASHVILLE 

GREER  JR,  CLIFTON  F,  NASHVILLE 
GREER,  JOHN  P6TTRY,  NASHVILLE 
GREGG,  CLARK  R,  NASHVILLE 
GREGORY  II,  JANES  P,  NASHVILLE 
GREGORY  JR,  warvIN  GEER,  NASHVILLE 
GREGORY,  OAVIO  WILSON,  NASHVILLE 
GRENILLION  JR,  DA  N I EL  E,  NASHVILLE 
GRIFFIN,  JOHN  JOS,  NASHVILLE 
GRIFFITH  JP,  JOHN  W,  NASHVILLE 
GRINOE,  STEPHEN  E,  NASHVILLE 
GRINER,  KINSTON  H,  NASHVILLE 
GRISCOP,  JOHN  HOOP  FR , NASHVILLF 
GROOS,  ERICH  BRYAN,  NASHVILLE 
GROSSMAN,  LAURENCE  A,  NASHVILLE 
GROSSMAN,  MILTON,  NASHVILLE 
GROVE,  R BARRY,  NASHVILLE 
GROWDON  JR,  JA"ES  HAROLD,  NASHVILLE 

- GRUBER,  THOMAS  J,  NASHVILLE 
GULYA,  AINA  JULIANNA,  NASHVILLF 
GUNN,  MICHAEL  G,  NASHVILLE 
GUPTON  JR,  KM  EON  I N,  NASHVILLE 
GURLEY,  LARRY  0,  NASHVILLE 
GUTOH,  GARY  S AML , NASHVILLE 
GUTON,  RICHArO  FINEMAN,  NASHVILLE 
GUYTON,  JEAN  M,  NASHVILLE 
HAGAN,  GEU  BRYANT,  MADISON 
HAGAN,  KEITH  H , NASHVILLE 
HAGAN,  KEVIN  F,  NASHVILLE 

* HAINES  JR,  CrtAS  EDGAR,  NASHVILLE 
HAINSWORTh,  JOHN  U,  NASHVILLE 
HALADAY.  GEORGE  J,  NASHVILLE 
HALEY  JR,  R OB  T LEO,  MADISON 

HALL  JR,  WALLACE  HOWARD,  NASHVILLE 
HALL,  HUGH  OAVIO,  NASHVILLE 
HALPRIN,  GFRALO  MYRON,  NASHVILLE 
HALTOM,  THOS  BRANSON,  NASHVILLE 
HAMBERG,  MAQCELLE  ROoT,  NASHVILLE 
HAMILTON,  CHAS  M,  NASHVILLE 
HAMILTON,  JAMES  RICHARO,  NASHVILLE 

* HAMILTON,  WM  M,  NASHVILLE 
HARMON  JR,  JOHN  W , NASHVILLE 
HAMMQNDS,  ROY  GLENN,  NASHVILLE 
HANES,  THO  MAS  EUGENE,  MADISON 
HANSEN,  AXFL  CARL,  NASHVILLE 
HAROIN,  RUBT  ALLEN,  NASHVILLE 
HARRIS,  JACKSON,  NASHVILLF 
HARRIS,  JEFFREY  S,  NASHVILLE 
HAPRIS.  PERRY  FELTON,  NASHVILLE 
HARTMANN,  WM  HERMAN,  NASHVILLE 

* HARVEY,  ALEXANDER  EARLE,  NASHVILLE 
HARWELL  JR,  WM  BEASLEY,  NASHVILLE 

» HARWELL,  AUBREY  3,  NASHVILLE 

HASTIE,  JAMES  SUTTON,  GOOOLE TT S V I LL t 
HASTY,  NORMAN  DONALO,  NASHVILLE  # 
HAWKINS,  ROWLANO  SPECK,  NASHVILLE 

* HAYES,  JAMES  T,  MADISON 
HAYNES  JR.  J BPEVARD,  NASHVILLE 
HAYNES,  JANES  HUGH,  NASHVILLE 

* HAYNIE,  H CAMPBELL,  FRANKLIN 
HAYS,  JAMES  WM,  NASHVILLE 
HEFLIN,  A CLYDE,  NASHVILLE 
HEIM,  CRAIG  REEO,  NASHVILLE 
HELLER,  RICHARO  MOSS.  NASHVILLE 
HELME,  JAMES  B,  NASHVILLE 
HENOERSON,  ROBERT  R,  NASHVILLE 
HENRY  JR,  JAMES  t,  BRENT  wOOO 
HENRY,  DOUGLAS  C,  NASHVILLE 
HENSON,  ALAN  STUART,  “AOISON 
HERRINGTON  JR,  JOHN  L,  NASHVILLE 

* HERZFELD,  JOHN  G,  NASHVILLE 
HESTER,  RAY  wlLLIS,  NASHVILLE 

* HI3BETT  III,  3ASYE  K,  THOMPSONS  STA 

* HI83ITTS  JR,  JOS l AH  B,  NASHVILLE 
HIGH,  JAMES  MARSHALL,  “AOISON 
HIGHTOWER.  OANL  RUSSELL.  NASHVILLE 

- HILL,  STEVEN  E , NASHVILLE 

HILL,  WARREN  THOS.  H E NOE R SON V I LLE 
HILL,  WM  HAROLO,  MAOISON 

* HILLARO,  IRVING  RINGO,  NASHVILLE 
HILLS,  EDWARD  RUOOLPH,  NASHVILLE 
HINES,  STEPHEN  L,  NASHVILLE 
HINSON  JR,  JAMFS  M,  NASHVILLE 
HIRSCH,  MARTIN  B,  NASHVILLE 
HIRSHBERG,  CHAS  SNYDER,  NASHVILLE 
HITCHMAN,  JAMES  KENNETH,  NASHVILLE 
HQBDY , CHARLIE  JOE,  NASHVILLE 
HOLCOMB  III,  GEORGE  W,  NASHVILLE 
HOLCOMB  JR,  GEO  W,  NASHVILLE 

* HOLLABAUGH,  CHAS  FOWLER,  NASHVILLE 

* HOLLENDER,  MARC  HALE,  NASHVILLE 

- HOLLEY,  C WAYNE,  NASHVILLE 
HOLLIOAY,  HUGH  DOUGLAS,  NASHVILLE 
HOLLIFIELD,  JOHN  WARO,  NASHVILLE 
HOLMES  III,  GEO  LANDIS,  NASHVILLE 
HOLZEN,  THOMAS  W,  NASHVILLE 

* HONG,  INPOW,  APO  SAN  FRANCIS,  CA 
HOOS,  RICHARD  T,  NASHVILLE 
HORN,  R08T  GORDON,  NASHVILLE 
HOROWITZ,  DAVID  HARVEY,  NASHVILLE 
HORTON  JR,  FREDERICK  T.  NASHVILLE 
HOUSLEY  JR  , GEORGE  A,  NASHVILLE 
HOUSTON,  MARK  CLARENCE,  NASHVILLE 

- HOUSTON,  SALLY  H,  NASHVILLE 
HOWELL  JR,  EVERFTTE  IRL,  NASHVILLE 
HOWERTON,  HENRY  CLAYTON,  NASHVILLE 
HSUEH , YERNG  TERNG,  NASHVILLE 


HUBER,  THUS  J,  MADISON 
HUDDLESTON,  CHAS  H,  NASHVILLE 
HUDGINS,  JA»ES  M,  MADISON 
HUFFMAN,  WILLIAM  R,  BRENTWOOD 
HUMPHREY,  STEPHEN  P.  MADISON 
HUMPHREYS,  JERRY  KAY,  NASHVILLE 

- HUMPHREYS,  LINOA,  NASHVILLF 
HUNT,  JERRY  CHEEK,  MADISON 
HUPP,  JAMES  R , NASHVILLE 
HURT,  JOS  EDWARD,  NASHVILLE 
HUSTON,  JOSEPH  W,  NASHVILLE 
HUTTON  JR,  VERNON,  NASHVILLE 
HUTTON,  ROBERT  ",  NASHVILLE 
HY"AN,  STEVE  A,  NASHVILLE 

IK  A R D , R 08  T WINSTON,  NASHVILLE 
INTERLANDI,  JOHN  w,  HERMITAGE 
ISENHOUR  JR,  ALBERT  P,  NASHVILLE 

* I V I E , JOS  MC  KINNEY,  NASHVILLE 
JACKSON,  C GARY,  NASHVILLE 
JACKSON,  ROGER  THEODORE,  NASHVILLE 
JACOBS,  JOS  KENNETH,  NASHVILLF 
JAMES,  A EVERFTTE,  NASHVILLE 
JAMIESON,  ROBERT  C,  NASHVILLE 

- JAQUISS,  ROBERT  OOUGLAS,  NASHVILLF 
JARVIS,  OAVIO  ALAN.  NASHVILLF 
JENNINGS,  HENRY  S,  NASHVILLE 
JERKINS,  GARY  W.  NASHVILLE 

JOHN  JR,  JAMES  THOS,  NASHVILLE 
J3HNS0N  JR,  IRA  T,  NASHVILLE 
JOHNSON,  OAVIO  HORTON,  NASHVILLE 
JOHNSON,  ERNEST  KAYE.  NASHVILLF 
JOHNSON,  HARRY  KEITH,  NASHVILLE 

* JOHNSON,  HOLLIS  EUGENE,  NASHVILLE 
JOHNSON,  JAMES  WM,  NASHVILLE 
JOHNSON,  JOHN  SETTLE.  NASHVILLF 

- JOHNSON,  JOYCc  EVELYN,  NASHVILLE 
JOHNSON,  PAUL  ALFRED.  NASHVILLE 
JOHNSON,  KQBT  MARSHALL.  NASHVILLE 
JOHNSTON,  CHAM3LFSS  RAND,  NASHVILLF 

- JOHNSTON,  DAN  TODD.  NASHVILLF 
JOHNSTON,  R OB  T < , NASHVILLE 
JOHNSTON,  WILLIAM  0.  NASHVILLE 
JONES  III,  HOwARJ  W,  NASHVILLE 
JONES  JR,  ORRIN  LESTER.  NASHVILLE 
JONES,  BRUCE  E.  NASHVILLE 
JUNES,  OAVIO  SCOTT,  NASHVILLE 
JONES,  EDMUN3  PALMER,  NASHVILLF 
JONES.  FRANK  FM'KSON,  NASHVILLF 
JONES.  JOHN  UONALO.  NASHVILLE 

• JONES,  JOHN  R,  wILLIAMSBURG,  KY 
JONES,  PHILLIP  R,  NASHVILLF 

♦ JORDAN , THOS  MALONE,  NASHVILLE 
JULIAO,  SAUL  A,  NASHVILLE 
JUSTICE  JR,  PAUL  ANOREW,  NASHVILLE 
RAISER,  ALLEN  B,  NASHVILLE 
KAMBAM,  JAYAKUMAR  REDDY,  NASHVILLE 
KA"INSKI,  MICHAEL  JAMES,  NASHVILLE 

♦ KAMPMEIER,  RUDOLPH  H,  NASHVILLE 
KAPLAN,  HERMAN  JACOB,  NASHVILLF 
KAPLAN,  PETER  ROBT.  NASHVILLE 

karzon,  oavio  Theodore,  nashville 

KASSELBERG,  ALFRED  GUY,  NASHVILLE 
KAY,  JFNNIFFK  L,  NASHVILLE 
KAYE.  JERE“Y  JON,  NASHVILLE 
KEANE,  WM  SHERMAN,  NASHVILLE 
KEMM6RLV,  PAUL  CUURTL  AND,  NASHVIlLE 

* KENDALL,  CYRUS  ERVF,  HENDERSONVILLE 

* KENNEDY,  J ALLEN,  NASHVILLE 
KENNER  III,  wM  DAVIS,  NASHVILLF 

* KtNNON  JR,  wM  GILLIAM,  NASHVILLE 
KHAN,  OAMAR  ALl.  NASHVILLE 
KILROV,  ANTHONY  WALDO,  NASHVILLE 
KIMBRELL  JR,  FRFD  TAYLOR,  OGNELSON 
KING  JR,  LLOYD  E,  NASHVILLE 

- KING,  LANOON  S,  NASHVILLE 
KINNARO.  JOHN  PARKES,  NASHVILLF 
KIRBY,  LOwRY  OALfc . NASHVILLE 
K1RCHBERG  JR,  ROY  W“,  NASHVILLE 
KIRCHNER  JR,  FREDERICK  K,  NASHVILLE 
KIRCHNER,  SANORA  LYNNE  G,  NASHVILLE 
KIRSHNER,  HOWARD  S,  NASHVILLE 
KLINE,  KERRY  L,  ANTIOCH 

KLING  JR,  RALPH  R,  NASHVILLE 
KOCHTITZKY,  OTTO  M,  NASHVILLE 
KOENIG,  LEONARD  J,  NASHVILLE 
KOOMEN,  JOHN  C,  NASHVILLE 
KOUR  ANY , RONALD  FREDERIC,  NASHVILLE 

♦ KRAMER,  LEE  F,  GQOOL E TT SV  ILLE 
KRONENBERG,  MARVIN  W,  NASHVILLE 
KULKARNI,  MAGAN  V,  NASHVILLE 
KUZUR,  MICHEL  ELIAS,  NASHVILLE 
KVGER,  KENT,  NASHVILLE 

LA  VOI,  SA  ml  JOS,  NASHVILLE 

- LAGROVE,  ROBERT  P,  NASHVILLE 
LAMB,  JOHN  WM,  NASHVILLE 

♦ LAMB,  ROLANO  0,  NASHVILLE 
LAMBERT,  FRANK  HAYDEN,  NASHVILLE 

- LANGE,  JULIE  R,  NASHVILLE 
LATOUR,  DANA  L,  NASHVILLE 
LATOUR,  PAUL  A,  NASHVILLE 
LAUGHLIN,  LAWRENCE  PAUL.  NASHVILLE 
LAVELY  JR,  HURACE  T,  NASHVILLE 
LAWRENCE  JR,  GRANVILLE  A,  NASHVILLE 
LAWSON,  ALBERT  ROBT,  MURFREESBORO 
LE  QUIRE,  VIRGIL  S,  NASHVILLE 
LECORPS,  PATRICK  J.  NASHVILLE 

LEE,  OAVIO  GRANVILLE,  NASHVILLE 
LEFTWICH,  RUSSELL  B,  NASHVILLE 

- LENOX,  RACHEL  K,  NASHVILLE 
LENTZ,  JOS  FRANCIS,  NAShVILLE 
LEONARD,  JOHN  MARTIN,  NASHVILLE 


LESTER,  JAMES  PEYTON,  NASHVILLE 
LEVITT,  MICHAEL  J,  NASHVILLE 
LEWIS,  MALCOLM  R , NASHVILLE 
LIOOLE,  GRANT  WINDER,  NASHVIlLE 
LIGHT,  RICHawD  T,  NASHVILLE 
LIM8IR0,  THOMAS  J,  NASHVILLE 
LINN,  W JOANNE  LOVELL,  NASHVILLE 

- LINN,  MARGARET  WUTH,  NASHVILLE 
LINN,  ROBT  J,  NASHVILLF 
LIPSCOMB,  ALBERT  BP  AN  T , NASHVILLE 
LISELLA,  RICHARD  SCOTT,  NASHVILLE 
LODEN,  JAMES  POPE,  NASHVILLE 
LOGAN,  J|MMI  rt,  NASHVILLE 
LOGAN,  THOS  PcPCIVAL,  NASHVILLE 
LONG,  WM  ROYSION,  NASHVILLE 
LOVELACE , DONALO  RAY,  NASHVILLE 

- LOVITT,  MATTHEW  ALAN,  NASHVILLF 
LOVVORN  JR,  HAROLD  N,  NASHVILLF 

- LUWFRY  III,  DOUGLAS  w,  NASHVILLE 
LUBOw,  LAwRENCE  D,  NASHVILLE 
LUKENS,  JtFFREV  ARTHUR,  NASHVILLE 
LUNOIN,  LINDA  S.  NASHVILLF 

* LYLE,  PHILIP  L c W I S , NASHVILLE 
LYNCH,  JOHN  BR'JWN.  NASHVILLE 

- LYNCH,  STEVEN  C,  NASHVILLE 

MAC  MILLAN  JP , CHAS  w,  NASHVILLE 
MACMILLAN,  ROoT  DUNCAN,  NASHVILLE 
MAODEN  JR,  JAMES  JOS.  NASHVILLF 
MAGFE , MICHAEL  J,  NASHVILLE 
MAGPANTAY,  EDMUNJO  0.  “T  JULIET 

* MAGRUDER.  ROBT  hc^-an,  qlq  HICKORY 
maLCCL" , ARNOLD  wM,  N A SH  V I LLc 
MALLARD,  ROBT  FL  WOOD , NASHVILLE 
MANALAC  SR.  abELARDO  Z,  "T  JULIET 
MANNING,  DEBORAH  A,  NASHVILLE 
MARNtY,  SAMUFL  P.JwE,  NASHVILLE 
MARSHALL  JR,  wILLIS  H,  “AOISON 
MARTINEZ,  ERLINDA  A,  NASHVILLE 
MARTINEZ,  ROGELIO  R,  NASHVILLE 
MASON,  THUS  E MMC  T T , NASHVILLE 
MASSIF.  RALPH  w,  NASHVILLE 
MATHEw,  KOY  J,  NASHVILLE 

- MAURER  JR,  CALVIN  R,  NASHVILLE 
MAXSQN,  w A VNc  S,  nashville 
maxwell,  G PATRICK,  NASHVILLF 

* WAVER,  JAMES  A.  NASHVILLE 

* MAYES,  SEN  RICHARDSON,  NASHVILLE 
MAYES.  CHAS  EUGENE,  NASHVILLE 
MAYNARD,  U JERRY,  NASHVILLF 
MCCALL,  HERBERT  TRAVIS,  waOISOm 
MCCLELLAN,  ROBERT  E.  NASHVILLE 
MCCONNELL,  CONN  M,  MADISON 

* MCCRACKEN,  RObFRT  LAZEAR,  NASHVILLE 
WCDOUGAL,  WILLIAM  s,  NASHVILLE 
“CFERRIn,  JAMcS  R.  NASHVILLE 
MCGEHEF,  JAMcS  BARTLEY,  NASHVILLE 
MCGINLEY,  JA“ES  HENRY,  NASHVILLE 
MCGINNIS,  CHARLES  w,  NASHVILLF 
NCGR IFF  J w,  JAMES  E,  GALLATIN 

wcinnIS,  JOHN  Cameron,  naShvillc 
MCKAY  III,  CHARLcS  F,  NASHVILLE 
MCKFE,  OAVIO  EARL.  “AOISON 
MCKEE,  FMBRY  ARNOLD.  NASHVILLE 
MCLENDON,  RICHARD  ELLISON,  NASHVILLE 
“CLEOO , ALEXANDER  C,  NASHVILLE 
MCMAHAN,  JOHN  WELLINGTON.  NASHVILLE 
“ C “UR k A Y , M CHARLES.  NASHVILLF 
MCMURTRY,  CECIL  t.  HENOtKSONV ILLE 
MCNABB,  PAUL  CARTER,  NASHVILLE 
MC°HERSON,  F.ING  WILLIAM,  NASHVILLE 
MCPHERSON,  WARREN  F,  NASHVILLE 
MCOUEEN,  SA-UEL.  HERMITAGE 
“EACHAM,  PATRICK  w,  NASHVILLE 

» MEACHAM,  «m  FELANi),  NASHVILLE 
WEAOOR,  CLIFTON  K,  NASHVILLE 
MEADORS,  MICHAEL  H.  NASHVILLE 
MELKIN,  STEPHEN  PELLAR.  NASHVILLE 
MENDOZA,  DANIEL,  HENDERSONVILLE 
MENZIE,  JAMES  w,  NASHVILLE 
“ERRITT  II,  CULLEN  R,  NASHVILLE 
MfTTS  III,  VERGIL  L.  “AOISON 
MEYER  JR.  ALVIN  HENRY,  DONELSON 
MICHAEL.  PAUL  R.  NASHVILLE 
MILEK,  MICHAEL  A,  NASHVILLE 
MILLER  JR,  JAMES  OLNEY,  MAOISON 
MILLER.  ANDREW  HERR  ON , NASHVILLE 
MILLER,  JOE  M,  NASHVILLE 
MILLER,  JOHN  M,  NASHVILLE 

* MILLER,  LLOYD  C,  NASHVILLE 
MILLER.  MICHAEL  E,  NASHVILLE 
MILLER,  MICHAEL  PETER,  NASHVILLE 

- MILLER,  STEPHEN  F,  NASHVILLE 

- MILLER,  THEODORE  T,  NASHVILLE 
MILLER,  Thomas  B,  “AUISON 
MILLER-FROST,  RUTH,  NASHVILLE 

* MILLIS,  JAMES  BROwN,  SAUDI  A P A8 1 A 
MINCH,  F MICHAEL,  NASHVILLE 

* MINTON,  LEE  ROT,  NASHVILLE 
MIRANDA,  FERNANDO  T,  NASHVILLE 
MITCHELL,  CARL  EOwARO,  NASHVILLE 
MITCHELL,  OOUGLAS  PARK,  NASHVILLE 
MITCHELL,  EDWIN  HARRIS,  NASHVILLE 
MOBLEY  III,  E PAUL.  MADISON 
MOGAN,  THOS  FRANCIS,  HENDERSONVILLE 
MOLIN,  JOHN  A,  NASHVILLE 

* MONEY,  ROY  WILSON,  NASHVILLE 
MONTGOMERY,  OEBOR/H  G,  NASHVILLE 
MONTGOMERY,  MARCIA  A,  NASHVILLE 
MONTOUR  IS,  GEORGIA  0,  NASHVILLE 
MORGAN,  DAVID  H,  NASHVILLE 
MORONEY,  OAVIO  N,  NASHVILLE 
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■iOR « I S JR,  JOHN  A,  NASHVILLt 
HOP  TON  III,  CHARLES  F,  NASHVILLE 
MOULTON,  PATRICK  HOWARD , NASHVILLE 
HOVERS,  JAHES  RICHARO,  NASHVILLE 
MULHEKIN  JR,  JOS  LOUIS,  NASHVILLE 
HULLER,  ANDREW  N,  ANTIOCH 

- HUNO Z , FRANK  J,  CHICAGO,  IL 
HURRAY  JR,  ROBERT  C,  NASHVILLE 

* HURRAY,  HENRY  DARWIN.  OLD  HICKORY 
NADEAU,  JOHN  HUGH,  NASHVILLE 
NAJJAR,  JENNIFER  LEE,  NASHVILLE 
NASH,  JAHES  L.  NASHVILLE 
NEAOERTHAL,  ROBERT  LEE,  NASHVILLE 
NEBLETT  III,  WALLACE  W,  NASHVILLt 

- NEELY,  KIMBERLY  ANN,  CHICAGO,  IL 
NEFF,  BETTY  K , NASHVILLE 
NELSON,  I ARM  I STEAD , NASHVILLt 
NEMEC.  DEWEY  G,  NASHVILLE 
NES8ITT,  TON  EDWARD,  NASHVILLE 

* NETSKY,  MARTIN  GEO,  NASHVILLt 
NETTERVILLE  JR,  JOHN  T,  BRENTWOOD 
NEWSOME  III,  H CLAY,  NASHVILLE 
NICHOLS,  UARYL  L,  NASHVILLE 
NIEDFRMEYtR,  MICHAEL  E,  NASHVILLE 
NOEL  JR,  PHILI0  JORDAN,  NASHVILLE 

* NOEL,  OSCAR  F,  FRANKLIN 
NORRIS,  MARGARET  SWANN,  NASHVILLt 
NORTH,  K TIMOTHY,  MADISON 
NORTON,  CHAS  GLENN,  NASHVILLE 
O'BRIEN,  KEVIN  MICHAEL,  NASHVILLt 
0 ' 0 A Y , OENIS  MICHAEL,  NASHVILLF 
O'LEARY,  JAHES  P,  OALLAS,  TX 
OATFS,  JOHN  ALEXANDER,  NASHVILLE 

- OODERSON,  IB  R,  NASHVILLE 
OGLESBY,  JOHN  WILLIS,  NASHVILLE 
OLDHAM,  RICHARD  RANDOLPH,  NASHVILLE 

- OLIVER,  DIANE  E,  NASHVILLE 
OLLAPALLY,  ELSIE  P,  MADISON 
OLSON,  BARBARA  JEAN,  NASHVILLE 
ONI,  AOEDAMOLA,  NASHVILLE 
ORCUTT,'  THOS  W",  NASHVILLF 
ORLAND,  RICHARO  A,  NASHVILLE 
ORTH,  DAVIO  N,  NASHVILLE 

* OVERALL,  JAMES  C,  NASHVILLE 
OVERFIFLD,  RONALD  EOWIN,  NASHVILLE 
OWEN,  ROBT  CARROLL,  NASHVILLE 
OWNBEY,  RICHARO  PHILLIP,  NASHVILLE 
P'POOL  JR,  DAVID  BRUCE,  NASHVILLt 
PAGE  JR,  HARRY  L,  NASHVILLE 

PAGE,  DAVID  LEE,  NASHVILLE 
PALACIO  DEL  VALLE,  GUSTAVO,  NASHVILlE 
PANLILIO,  ADEL  I S A , NASHVILLE 
PARANJAPE,  YESHAwANT  B,  HERMITAGE 
PARKER,  RUY  w,  NASHVILLt 
PARRIS,  WINSTON  Ci_IVE  VIC,  NASHVILLt 
PARRISH,  THOS  FRANKLIN,  NASHVILLE 
PARTAIN,  C LEON,  NASHVILLE 

* PASCUA,  PEPCIVAL  G,  TOPEKA,  KS 
PAS IPANYOOA , ALPHONSE,  NASHVILLE 

* PASS,  BERNARD  J,  NASHVILLE 
PATE,  JOHN  KIkBY,  NASHVILLE 
PATIKAS,  TAKIS,  NASHVILLE 

* PATTERSON  JR,  ROBT  C,  NASHVILLE 
PATTERSON,  ARTHUR  KNOX,  NASHVILLt 
PATTERSON,  WARREN  R,  NASHVILLE 
PEARSON,  JOHN  G,  NASHVILLE 
PECACHE,  CONCHITA  T,  “ADISON 
PEERMAN  JR,  CHAS  G,  NASHVILLE 
PEERY  JR,  CLARENCE  E,  NASHVILLE 
PENDERGRASS,  HENRY  P,  NASHVILLE 
PENNINGTON  JR,  JtEEERSON,  MADISON 
PENNINGTON,  THOS  G,  NASHVILLE 
PERALES,  MARIA  ISABEL,  BRENTWOOD 
PERALES,  PEDRO  JUAN,  MADISON 
PERLER,  GEO  L,  NASHVILLE 
PERLMUTTER,  MARTIN  I,  NASHVILLE 
PERRIN,  JAMES  MARC,  NASHVILLE 
PERRY  JR,  FRANK  A,  NASHVILLE 
PERRY  JR,  JAMES  MURRAY,  NASHVILLE 
PETERS,  JOHN  EDWARD,  NASHVILLE 
PETRACEK,  MICHAEL  RAY,  NASHVILLE 
PETRIE,  WILLIAM  M,  NASHVILLE 
PETTIT,  WM  ALBERT,  NASHVILLE 
PETTUS  JR,  ROBT  L,  MADISON 
PETTUS,  WILLIAM  HAROLD,  BRENTWOOD 
PHYTHYON,  JAMES  MARTIN,  NASHVILLE 
PICKENS  JR,  DAVID  R,  NASHVILLE 
PIERCE  JR,  EDGAR  H,  NASHVILLt 
PIERCE,  ELIZABETH  P,  GOOOLETTSV ILLF 
PILKINTON,  ROBT  OALE,  MADISON 
PINCUS,  DIANE  J,  ANTIOCH 

PINSON,  RICHARO  D,  NASHVILLE 
PINTO-CISNEROS,  SOCRATES,  SMYRNA 

* PITTINGER,  CHAS  3,  NASHVILLE 

PO,  DIVINA  ONG  TAN,  HENDERSONVILLE 
PO,  GIOG  SING  TAN,  G OOOLE TTS V I LLt 
POAG,  KENNETH  LESLIE,  NASHVILLE 

* POMEROY,  HOWARD  CLIFTON,  NASHVILLE 
PORCH  JR,  PHILLIP  P,  NASHVILLE 
PORTER,  LESTER  L,  NASHVILLE 
POTANIN,  CONSTANTINE,  NASHVILLE 
POTTS,  THOS  EDWARO,  NASHVILLE 
POWELL,  JACK  P,  NASHVILLE 
POWERS,  JAMES  S,  NASHVILLE 
PRAKASH,  ANOANI  SIDDAPPA,  NASHIVILLE 
PRAKASH,  RUDRA,  BRENTWOOD 
PRESLEY,  RICHARD  ELDON,  NASHVILLE 
PRIBOR,  HUGH  C,  NASHVILLE 

PRICE,  ANN  HUTCHESON,  NASHVILLE 
PRICE,  JAMES  STERLING,  NASHVILLE 
PRICE,  JOHN  DUNCAN,  NASHVILLE 
PRIEST  II,  EDWARO  M,  - NASHVILLE 
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PUCKETT,  JERRY  EOwIN,  NASHVILLE 
OUIMbY  JR,  CHAS  WILLIS,  NASHVILLt 
QUINN,  ROBERT  S,  NASHVILLE 

* QUINN,  ROBT  W,  NASHVILLE 
OUISLING,  RICHARD  w,  NASHVILLE 
QURESHI,  MOHAMMAD  HUMAYUN,  HENDERSONVILLE 

* RABIN,  0 A V ID,  NASHVILLE 
RAJASHEKARAIAH,  K M,  NASHVILLE 
RALPH  JR,  WM  ofcNNETT , NASHVILLE 
RAMOS,  ANORES  A,  NASHVILLE 
RAMSEY,  JAMES  ALBERT,  NASHVILLE 
R«MSfcY,  LLOYD  H,  NASHVILLE 

- RAVAN-ANDREwS,  J VALERIE,  NASHVILLF 
REDDICK,  EOOIE  J,  NASHVILLE 
REDDY,  CHURKU  “OHAN,  NASHVILLE 
REES,  RILEY  S,  NASHVILLE 

REGAN,  JUDITH  J,  NASHVILLE 
REGEN  JR,  EUGENE  M,  NASHVILLE 
RE'BERT,  FRANCIS  MARION,  NASHVILLE 
REMILLARO,  JOSEPH  H,  NASHVILLE 
RLNFRO,  ROY  JAMES,  NASHVILLE 
REYNOLDS,  ROBT  NELSON,  NASHVILLE 
REYNOLOS,  VERNON  HARRY,  NASHVILLE 

* RHEA,  EDWARO  BULLOCK,  OLD  HICKORY 
RI8EIR0,  LENjR  Ot  SA,  NASHVILLE 
RICE,  JACK  0,  NASHVILLE 

* RICE,  JOHN  Ralph,  Nashville 
RICE,  RONNIE  NEAL,  HENDERSONVILLE 
RICHAROS,  JAMES  PAUL,  NASHVILLE 

- RICHIE,  mayME  E,  NASHVILLE 
RICHIE,  ROBT  EUGENE,  NASHVILLE 
RICKETSON,  R OH  T A G,  NASHVILLE 
RIDDELL,  DOUGLAS  H,  NASHVILLE 

RIEHM,  JAMFS  OENNIS,  BOwLING  GREEN,  KY 
RIPLEY,  ROBERT  C,  NASHVILLE 

* RIPPY,  ELKIN  LANIER,  NASHVILLE 
RIVAS,  ALEJANDRO  4,  OLO  HICKORY 

» RIVEN,  S A ML  S,  NASHVILLE 

ROBBINS  II,  LANSDON  t,  NASHVILLE 
ROBINETTE  JR,  CHARLES  L,  NASHVILLE 
ROBINSON,  PATRICIA,  NASHVILLt 
ROBINSON,  ROSCOF  R.  NASHVILLE 
ROPIER,  JACJJELINE  LEE,  NASHVILLE 
ROJAS-PPASScTt I , JORGE.  NASHVILLt 
ROLAND,  PETtR  S.  NASHVILLE 
ROSEN,  BARRETT  FRANK,  NASHVILLE 
ROSEN,  HO..ARJ  E,  NASHVILLE 
ROSENBLUM,  HOWARD  H,  NASHVILLE 
RUSENBLU",  MARVIN  JONAS,  NASHVILLt 
ROSENBLUM,  SOLCMUN  A,  NASHVILLE 

* ROSENFELO,  LOUIS,  NASHVILLE 
ROSENTHAL,  RONALD  EVAN,  NEW  hYDE  PARK,  NY 
ROSS,  JOSEPH  C.  NASHVILLE 

* ROSS,  PEIRCE  M,  NASHVILLE 
RO ■ E , KATHRYN  M,  NASHVILLE 
ROY,  ROBT  ",  NASHVILLE 
ROY,  SALIL,  NASHVILLE 

R U A R K , DEBORAH  S,  HERMITAGE 
RUSSELL,  ROBERT  VANCE,  NASHVILLE 
RUTLEOGE,  S AML  BENTON,  NASHVILLE 
RYDEN,  FRED  r,ARO,  “ADISON 
RYU,  CHI  YOL,  "ADISON 
SAOLER,  ROBT  NEIL,  NASHVILLE 
SALCEDO,  PEPITO  YAPIT,  maOISON 
SALYER,  HOwAKJ  LEE,  NASHVILLE 
SAMPSON,  LOUIS,  NASHVILLE 
SANDERS  III,  DAN  SUMNER,  NASH  I VLL  E 
SANDERS  JR,  0 AN  SU«NEK,  NASHVILLE 
SANDERS,  HARVEY  STANFORD,  NASHVILLE 
SANDERS,  MITCHELL  KEITH,  NASHVILLE 
SANDERS,  RICHARD  JAMFS,  NASHVILLE 
SANDIDGE,  PAULA  CQNAwAY,  NASHVILLE 
SANES  JR,  GILMORE  M,  HENDERSONVILLE 
SARRATT,  MAOISON  H,  NASHVILLE 
SATOR,  INUCENTES  A,  OLD  HICKORY 
SATTERFIELO,  ROBERT  G,  DONELSON 
SAWYERS,  JOHN  L,  NASHVILLE 
SAWYERS,  JULIA  EOwAODS.  NASHVILLt 

* SAYERS  JR,  JOSEPH  H,  NASHVILLE 
SCHAFFNEK,  WILLIAM,  NASHVILLL 
SCHATZ,  MARY  L PULLIG,  NASHVILLt 
SCHEIBERT,  CHAS  DAVID,  NASHVILLE 
SCHILLIG,  STEPHEN,  NASHVILLE 
SCHNEIDER,  RICHARD  PAUL,  NASHVILLE 
SCHULL,  LAWRENCE  G , NASHVILLE 
SCHULMAN,  HERBERT  J,  NASHVILLE 
SCHULTHEIjS,  DAVID  EARL,  NASHVILLE 
SCHWARTZ,  JONATHAN  MARTIN,  NASHVILLE 
SCHWEIKERT,  JOHN  ROBT,  NASHVILLE 
SCOBEY,  JOS  WILBURN,  MAOISON 

SCOTT  JR,  HENRY  WM,  NASHVILLE 

* SCOVILLE  JR,  ADDISON  B,  NASHVILLE 

* SELL,  CHAS  GORDON  RENNICK,  NASHVILLE 

* SELL,  SARAH  HAMILTON  WOOD,  NASHVILLE 
SERGENT,  JOHN  STANLEY,  NASHVILLE 
SESHUL,  MICHAEL  BOYD,  NASHVILLE 
SEWELL,  ROBT  ALVIN,  NASHVILLE 
SHACK,  ROBERT  BRUCE,  NASHVILLE 
SHACKLEFORD,  ELBERT  C,  NASHVILLE 
SHAFF,  MAX  I,  NASHVILLE 

SHANOS  III,  COURTNEY,  NASHVILLE 
SHANKLE.  NELSON  EDWARD,  NASHVILLt 
SHARP,  VERNON  H,  NASHVILLt 
SHENAI,  JAYANT  P,  NASHVILLE 
SHERIDAN  JR,  WILLIAM  F,  NASHVILLE 
SHI  AO , WEN  T,  NASHVILLE 
SHIELDS,  JOHN  ALFRED,  NASHVILLE 
SHMERLING,  ABRAM  CARL,  NASHVILLE 

- SHOEMAKER,  MICHAEL  0,  NASHVILLE 

* SHORNEY,  BRIAN  T,  NASHVILLE 
SHOULDERS  JR.  HARRISON  H,  NASHVILLE 
SHULL  JR,  HARRISON  J,  NASHVILLE 


SMITH, 

SMITH, 

SMITH, 

SMITH, 

SMITH, 

SMITH, 

SMITH, 


SMITH,  RUSSELL 
SMITH,  SAMUEL  * 


SMITH, 


SHULL,  HARRISON  J,  NASHVILLE 
S HU  PE,  OAVIO  RALSTON  W.  NASHVILLE 
SIKES,  J GREGORY,  NASHVILLE 
SILBERT,  BURTUN,  NASHVILLE 
SIMPKINS  SR,  THOS  E,  NASHVILLE 
SIMPSON,  LUCIEN  CALDwELL,  NASHVIlLE 
SIMS,  NORMAN  LF  MASTER,  MAOISON 
SINGH,  ALVIN  R,  MURFREESBORO 
SKINNER,  WILLIAM,  NASHVILLE 
SLATON,  PAUL  ERNEST,  NASHVILLE 
SLONtCKER,  WM  THOS,  BRENTWOOU 
SMITH  JR,  GROVER  R,  NASHVILLE 
SMITH,  BRADLEY  EOGERTON,  NASHVILLt 
SMITH,  PRuCE  ",  NASHVILLE 

CHARLtS  RAY,  NASHVILLt 
CHAS  BURNETT,  NASHVILLF 
HAROLD  PATTON,  NASHVILLE 
HENRY  CARROLL,  NASHVILLE 
LANGDON  G,  ANTIOCH 
LUTHER  E0wA»0,  NASHVILLE 
MARION  L,  NASHVILLE 
SMITH,  MURRAY  WILTON,  NASHVILLE 
SMITH,  RAPHAEL  FORD,  NASHVILLE 
SMITH,  PUDOLPH  V,  NASHVILLE 
“ADISON 
NASHVILLE 

ORVILLE  THOS,  G CODLE TTS V I LL E 
SNEAO-POELLNITZ,  STEPHANIE,  NASHVILLt 
SNELL  JR,  JAMES  D,  NASHVILLE 
SNELL,  BARBARA  B , NASHVILLE 
SNOW,  S STEVE , NASHVILLE 
SNOwOEN,  MARY  ANN  R,  NASHVILLE 
SNYDER,  RU8T  BRUCE,  NASHVILLF 
SOERANRO,  JDS  EDWARD,  maOISON 
SDHMER , PAUL  RICHARO,  NASHVILLE 
SOMAYAJI,  BUNTWAL  N,  NASHVILLE 
SON,  CHOON  DUCK,  MAOISON 
SOPER,  BRt  NT  ALESHIRE,  MAOISON 
SPALDING,  M ICHAEL  JON,  NASHVILLt 
SPFNGLER,  DAN  M,  NASHVILLE 
SPICKARO,  w ANDERSON,  NASHVILLC 
SPIGEL,  STUART  CHAS,  NASHVILLt 
SPROFKIN,  3 1 R T R A “ F,  NASHVILLE 
SPROUSE,  DAPHINF,  NASHVILLE 
SRINIVAS.  NAVEEN,  DONELSON 
STAGGS,  STEPHEN  MICHAEL.  BRENTWOOD 
STARNES,  OANIEL  L,  NASHVILLE 
STEIN,  ROdT  ELLIOT,  NASHVILLE 
STEVENS  JR,  FRANK  W,  NASHVILLE 
STEVENS,  FRANK  -ILSnN,  NASHVILLt 
STEWART  III,  RADFORD  C,  NASHVILLt 
STEWART,  LEE  NASHVILLE 

STEWART,  RICHARD  BAUD,  NASHVILLt 
STOCKARD  JR,  CHARLtS  G,  NASHVILLE 
STONE,  W ILL  I A “ JOHN,  NASHVILLE 
STONE,  WILLIAM  L,  NASHVILLE 
STONEY,  WM  SHANNON,  NASHVILLF 
STOUDER,  DENNIS  ALAN,  NASHVILLE 
STRATTON,  CHARLES  W,  NASHVILLE 
STRAYHORN  III,  wM  OAVIC,  NASHVILLE 
STRAYHORN.  JOt  M,  NASHVILLE 
STRICKLAND,  w GARRISON,  NASHVILLt 
STRODE,  w I L BORN  0,  NASHVILLE 
STROUP,  STEVEN  L,  NASHVILLE 
STU“B,  PAUL  RUST,  NASHVILLE 
STUYVESANT,  V WIlERFD,  MADISON 
SULLIVAN,  JAMCS  N,  NASHVILLE 
SUMPTER  JR,  WM  OAVIO,  NASHVILLE 
SUNOELL,  HAKAN  WILHELM,  NASHVILLt 
SUNGA-GUEVARA,  “ARIETTA, 

SUSSMAN,  CRAIG  RICHARD, 

SUTHERLAND  JR,  ARTHUR  J, 

SUTHERLAND,  JOS  EDWARO, 

SUTTON,  JERRY  SEA80RN, 


“ADISON 
NASHVILLE 
, NASHVILlc 
MAOISON 
NASHVILLE 


SUWANAWONGSE,  MEDHA,  MAOISON 
SwANSON,  GARY  D,  NASHVILLE 
SWENSON,  BRIAN  ROBERT,  NASHVILLt 

swindle,  h mark,  nashville 

SWINGLE  JR,  ROGER  LYNN,  NASHVILLt 
SwITTER,  OAVIO  JOHN,  NASHVILLE 
TABER,  DAVID  S,  NASHVILLE 
TACOGUE,  LUYDA  C,  NASHVILLE 
TALLENT  JR,  MARION  B,  NASHVILLE 
TANNER,  JOHN  M,  NASHVILLE 
TARPLEY,  EDWARO  LEWIS,  NASHVILLt 
TATE,  HARRY  T,  MAOISON 
TATE,  STEVEN  M,  NASHVILLE 
TAYLOR,  DEAN  GATtS,  NASHVILLE 
TERRY,  RICHARD  8,  NASHVILLE 
TESCHAN,  PAUL  ERHARD,  NASHVILLE 
THACH  JR,  ANDREW  BLAINE,  NASHVILLE 
THOMAS  JR,  CLARENCE  S,  NASHVILLt 
THOMAS,  CLARENCE  S,  NASHVILLE 
THOMAS,  E DEWEY,  NASHVILLE 
THOMBS,  OAVIO  DAhSON,  NASHVILLE 
THOMISON  JR,  JOHN  B,  NASHVILLE 
THOMISON,  JOHN  B,  NASHVILLE 
THOMISON,  RENA  M,  NASHVILLE 
THOMPSON  JR,  JOHN  G,  NASHVILLE 
THORNE,  CHAS  B,  NASHVILLE 
THORNTON,  SPENCER  P,  NASHVILLF 
THURMAN,  GRAFTON  H,  MADISON 
THURMAN,  STEPHEN  S,  NASHVILLE 
TICARIC,  STEPHEN  THEODORE,  MAOISON 
TILLEY,  KENNETH  SHANNON,  NASHVILLt 
TIPTON,  EDMUND  F,  NASHVILLE 
TIRAO,  BENYLIN  LYNOA  0,  MADISON 
TIRAO,  JESUS  FERNANDEZ,  MAOISON 
TIRRILL  III.  W I LL  AR  0 0,  NASHVILLE 
TIRRILL  JR,  WILLARD  0,  NASHVILLE 
TOOO  JR,  KIRKLAND  W,  NASHVILLE 
TOR “E  S , FELIX  R,  "ADISON 
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TOSH,  ROBT  H,  NASHVILLE 

♦ TRABUE  IV,  CHAS  CLAY,  NASHVILLE 
TRABUE,  ANTHONY  t,  NASHVILLE 
TRAPP,  JOHN  DOUGLAS,  NASHVILLE 
TRAUGHBER  JR,  LESLIE  E,  NASHVILLt 
TREADnAY,  CHAS  RICHARD,  NASHVILLE 
TUCKER  JR,  AUBRET  LEE,  NASHVILLE 
TUDOR  JR,  JOHN  M,  NASHVILLE 
TURNER,  BRUCE  IRWIN,  NASHVILLE 
TURNER,  OUROTHY  J,  NASHVILLE 
URBANEK,  ANTHONY  P,  NASHVILLE 
VALOSIK,  ROBERT  A,  NASHVILLE 

- VAN  HERT,  JOHN  REST,  ORMOND  BEACH,  EL 
VANDEVENDER,  FRANK  KARL,  NASHVILLE 
VANHOOYOONK,  JOHN  f,  NASHVILLE 
VASTblNOEK,  EARL  EDWARD,  NASHVILLE 

♦ VIEHMAN,  ARTHUR  J,  HAD  I SON 
VINCENT,  JAKES  L,  NASHVILLE 
VORA,  PRAVINCHANORA  Z,  NASHVILLE 

- VRTISKA,  TERRI  J,  NASHVILLE 

- WACKVM,  PHILLIP  A,  NASHVILLE 
WADLEY,  FREOIA  S,  NASHVILLE 
RAOLINGTON,  WM  P,  NASHVILLE 
WAHL,  RObT  WlLHELH,  NASHVILLE 

* WALKER,  ETHEL,  NASHVILLE 
WALLACE,  RODGER  TERRY,  NASHVILLE 
WALLAS,  CHARLES  H,  NASHVILLE 
WALSH,  R ArtONA  NONJINE,  NASHVILLE 
WALWYN,  LLOYD  ALEXIS,  KADI  SDN 
WAMPLER,  JOHN  HILLARO,  NASHVILLE 
WARD  JR,  JAMES  W,  WADI  SON 

* WARD,  JAMtS  wlLLlAM,  NASHVILLF 

* WARD,  RUSSELL  D,  HE NOE R S ON V I LL E 

♦ WARDER,  THOS  E,  JACKSONVILLE,  FL 
WARNER,  DAVID  SCOTT,  NASHVILLt 
WARNER,  JOHN  J,  NASHVILLE 
WARNER,  JOHN  SLOAN,  NASHVILLt 
WASUDEV,  GtFTA  PRAMOD,  NASHVILLE 
RASUOEV,  PRAMOD  B,  NASHVILLE 
WATERHOUSE,  GEDRGt,  NASHVILLE 
RAYBURN  JR,  GATES . JORDAN,  NASHVILLE 
WEBB,  ROBtRT  T,  MADISON 

* WEBSTER,  8 H,  NASHVILLE 

WE  HR , ANN  OUELLETTE,  NASHVILLE 
WEINBERG,  JANE  RUTH,  NASHVILLE 
WELLS,  CHAS  t,  NASHVILLE 
WENTZ,  ANNE  CULSTON,  NASHVILLE 
WENTZ,  DENNIS  KEITH,  NASHVILLE 
wtSLEY,  RALPH  E,  NASHVILLE 
WEST,  ROBERT  R,  NASHVILLE 
WHEELER,  ARVILLE  VANCE,  NASHVILLE 
wHETSELL  JR,  wILLIA-  0,  NASHVILLE 
WHITE,  ROGER  KREIS,  OROFINO,  IN 
WHITE,  STEVE  A.  MADISON  TN 
WHITFIELD  JR,  THOMAS  C,  NASHVILLE 

* WHITEIELO,  JOE  T,  FRANKLIN 
WHITWORTH,  THOS  CLAYTON,  NASHVILLE 
WILEY,  RONALD  G,  NASHVILLE 

♦ WILKINSON,  EKLF  EWING,  NASHVILLE 
WILKS,  HARVEY  S,  NASHVILLE 
WILLIAMS  JR,  W CARTER,  NASHVILLE 
WILLIAMS,  MELBOURNE  A,  NASHVILLE 
WILLIS,  LARRY  GALE,  NASHVILLE 
WILSON,  JAMES  PHILLIP,  NASHVILLE 
WILSON,  WENDELL  WINFRED,  OLD  HICKORY 
WINFIELO,  ALAN  C,  NASHVILLE 
WINTER,  EUGEN  J,  NASHVILLE 
WITHERSPOON,  FRANK  G,  NASHVILLE 
WITHERSPOON,  JOHN  0,  NASHVILLE 
WITTHAUER,  NORMAN  EVERETT,  NASHVILLE 

* WlTZTUM,  HARRY,  LOS  ANGELES,  CA 
WOLF  JR,  JOHN  STUART,  NASHVILLE 
WOLFE,  LAWRENCE  KENNETH,  NASHVILLE 
WOMACK  JR,  FRANK  C,  FRANKLIN 
WONG,  SONG  W,  NASHVILLE 

WOOO,  ALASTAIR  J J,  NASHVILLE 
WOOD,  GEO  WALLACE.  NASHVILLE 
WOODCOCK  JR,  CLARENCE  C,  NASHVILLE 

♦ WOODFIN,  MDSE  CLARKE,  NASHVILLE 
WOOOS,  JOHN  ROBT,  NASHVILLE 
WOOSLEY  JR,  RAYMOND  L.  NASHVILLE 
WOOTEN  III,  N ERIC,  NASHVILLE 
WORD,  JERRY  LEE,  NASHVILLE 
WORKMAN  III,  CLAUDE  H,  NASHVILLE 
WORKMAN,  DENNIS  CLIFFORD,  NASHVILLE 
WORKMAN,  ROBERT  JAY,  NASHVILLE 
WRAY,  TAYLOR  ",  NASHVILLE 

WRIGHT,  DORIS  JACOUELYN,  NASHVILLE 
WRIGHT,  JOHN  KELLY,  NASHVILLE 
WYATT,  JOHN  L,  NASHVILLE 
YATES,  DAVID  ROBT,  HERMITAGE 
YNARES,  CHRISTINA  M,  NASHVILLE 
YOUNG,  LARRY  CRcSTON,  NASHVILLE 
ZERFOSS  JR,  THOS  BOW"AN,  NASHVILLE 

♦ ZERFOSS,  KATE  SAVAGE,  NASHVILLE 

* ZERFOSS,  THOS  8,  NASHVILLE 
ZIMMERMAN,  CARL  wAYNE,  NASHVILLE 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

AKINS  JR,  CHAS  WESLEY,  UNION  CITY 
ALGEE  JR,  WYATT  R,  OYERSBURG 

♦ BAIRO,  JESSE  P,  OYERSBURG 
BANKS,  THOS  V,  OYERSBURG 
BEALE , 'HOBART  H,  MARTIN 
BLANTON  III,  MARVIN  A,  UNION  CITY 
BONOS,  JAMES  W,  OYERSBURG 
BROWN,  BRUCE  B,  UNION  CITY 
BUTLER  JR,  AROEN  JONES,  RIPLEY 
BUTLER,  HAROLD  DEE,  UNION  CITY 


CAMERON,  ROUT  L Y EN , UNION  CITY 
CAMPBELL,  JOE,  UNION  CITY 
CARR,  KENNETH,  "ARTIN 
CARTER,  JERRY  U,  OYERSBURG 
CLENDENIN  JR,  ROBT  E,  UNION  CITY 
CONNELL,  JOSEPH  0,  UYERSeURG 
OAVID,  "ARY  SUSAN,  OYERSBURG 
OAVID,  WALTER  E,  OYERSBURG 
0000.  HALBERT  fi,  UNION  CITY 
DUCKETT,  wILLIA"  0,  UNION  CITY 
OUNCAN,  WM  LLOYO,  MAkTIN 
FAN,  SIK  COVINGTON 

FREEMAN,  GORDON,  OYERSBURG 
GARY,  DAN  CARMACK,  UNION  CITY 
GREEN  JR,  OANL  PARKER,  OYERSBURG 
HARRINGTON,  ROBT  lE  E , OYERSBURG 
HAYNES  JR,  DOUGLAS  B,  OYERSBURG 
HILL,  CHESLEY  HESTER,  TRUY 
HILL,  ROBERT  PAUL,  TROY 
HINDS,  MICHAEL,  MARTIN 
HOWARD,  JOHN  0,  "ARTIN 
INCLAN,  AUR  ELIO  P E Tr  R , OYFPSEURi 
JACKSON,  JOHN  0,  RIPLEY 
JERNIGAN,  JERRY  MARSHALL.  OYERSBURG 

♦ JETFR,  ROBT  MC  RENZIE,  GLEASON 
JOHNSON,  fcDIETT,  OYERSBURG 

♦ JOHNSON,  THOMAS  w,  RANSAS  CITY,  WO 
JONES,  LAURENCE  wALLER,  UNION  CITY 
KE“R,  ROBT  THOMPSON,  OYERSBURG 
KING,  ELTON  AARON,  OYERSBURG 

♦ KINGSBURY,  FOwARO  P,  UMJN  CITY 
KINNEY.  STEVEN  R,  RIPLEY 
LATIMER  JR,  ROBT  G,  UNION  CITY 
LAWRENCE,  ROY  FINCH,  UNION  CITY 
LF,  CONG,  UNION  CITY 

LEWIS,  ROOGEB  PATRICK,  UNION  CITY 
LYERLY,  DONALO  NEwTOn,  OYERSBURG 
MALONEY,  KENNETH  ROSCOE,  OYERSBURG 
MANNING.  J LOUIS.  DRESDEN 
MARSIOl  , PAUL.  UNION  CITY 
MOORF  JR,  OLYN  FrED.  OYERSBURG 

» "CORE.  JAMES  CHALMERS.  OYERSBURG 
NOONAN.  JAMES  ROThwFLL,  OYERSBURG 
OOONNELL,  THOMAS  J,  OYERSBURG 
PATRICK,  ROBERT  G,  MARTIN 
PHILLIPS.  WM  LFROY,  NEwbERn 
POLK,  JAMES  WALTER.  UNION  CITY 
PORTER.  IRA  FORD.  “AkTIN 
PORTER,  NATHAN  F,  GREENFIELD 
RAGSOALE,  JA"ES  HOWARD.  UNION  CITY 
REAVES,  JOHN  ANDREW,  OYERSBURG 
REYNOLDS.  JAMtS  RAL°H,  DY F R SBUP G 
ROBBINS,  BILLY  GERALO,  HALLS 
RYAN,  MICHAEL  P,  UNION  CITY 
SANNER.  ROBERT  F,  UNION  CITY 
SCMLEIFFR  III,  GROVFR  F,  UNION  CITY 
SHAW,  JAMtS  U.  UNION  CITY 
SHORE,  JAMES  w“,  MARTIN 
SMITH  JR,  0 KAY,  "ARTIN 
SMITH,  OAVID  ANDREW,  MARTIN 
SMITH,  JAMES  HERMAN,  OYERSBURG 
ST  CLAIR,  DAVID  SMITH,  UNION  CITY 
STEWART  JR,  ChAS  V,  OYERSBURG 
THOMPSON,  THUS  REECE.  DYERS 9UBG 
THORNTON  JR,  w I,  OYtRSBURG 
THUBMCNO,  ENOS  C,  RARTIN 
TUCKER,  wM  HENRY,  RIPLEY 
V6CIANA,  JOSE  A,  MARTIN 
WARNER.  LYNN  ANDREW,  OYERSBURG 
WEBB,  CLAUOF  KAY“ONO,  RIPLEY 
WOLFF,  JANFS  H,  OYFRSBURG 
WOLFE,  JOSEPH  w,  OYERSBURG 
WONG.  LUIS  L,  RIPLEY 
YOUNG  J»,  ROBT  ROGER,  UNION  CITY 


OVERTON  COUNTY  MEDICAL  SOCIETY 

CLARK,  MALCOL"  E,  LIVINGSTON 
LOOPER,  FRED  B,  LIVINGSTON 
NORRIS,  DENTON  D,  LIVINGSTON 
QUARLES  JR,  wILL  G,  LIVINGSTON 
RCE , JACK  MICHAEL.  LIVINGSTON 
SHIPLEY,  JERRY  LYNN,  LIVINGSTON 
WALLACE,  JEFFERY  L,  LIVINGSTON 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

ANDERSON,  ROY  R,  COOKEVILLE 
BARNARD  JR,  VAUGHN  N,  COOKEVILLE 
BARNES,  SA"  TAYLOR,  COOKEVILLE 
BREYER,  JAMES  L,  COOKFVILLE 

* CHAPIN,  FREDERICK  J,  COOKEVILLE 

♦ CLARK,  JACK  L,  COOKEVILLE 
COONCE,  DANIEL  F,  COOKEVILLE 
OF  BERRY,  JAMES  T,  COOKEVILLE 
DERRY3ERRY,  »ALTER  E,  COOKEVILLE 
OOUGLAS , DALE  E,  COOKEVILLE 
FRANCIS,  wM  CLARK,  COOKEVILLE 
FRANKLIN,  LLOYO  OOUGLAS,  COOKEVILLE 
GARINGAN,  EVANGELITO  C,  COOKEVILLE 
GORYL,  STEPHEN  V,  COOKEVILLE 
GRAY,  JAMES  C,  COOKEVILLE 

HALL,  R GLENN,  COOKEVILLE 
HASSLER,  LLOYO  R,  COOKEVILLE 
HUMPHREY,  WM  MERRITT,  COOKEVILLE 
JACKSON  JR,  JOHN  M,  COOKEVILLE 
JONES  JR,  CLARENCE  LEE,  COOKEVILLE 
JOROAN  III,  CHAS  EDWARD,  COOKEVILLE 
LAWRENCE-,  THOMAS  L , COOKEVILLE 
LINBACHER,  JOHN  P,  COOKEVILLE 


LOVE,  STEWART  T,  COOKEVILLE 
LOWE,  JERt  w,  COOKEVILLE 
LYNN,  KENNY  . , COOKEVILLE 
MOORE  JR,  JOHN  T,  ALGOOO 
NEAL,  JAMfS  GRFG'JRV,  COOKEVILLE 
PANZER,  JAMES  DAVID,  COOKEVILLE 
PRYOR,  BOYCE  oOwEN,  COOKEVILLE 
SA-PLES.  wANDALL  GARY,  COOKEVILLE 
SHAW,  JAMES  «•  ILL  I A " , COOKEVILLE 
♦ SHIPLEY,  THURMAN,  COOKEVILLE 
STU8ER,  HARRY  L.  COOKEVILLE 
TALMAGE,  JAMtS  “,  COOKEVILLE 
TANSIL.  DONALD  WAYNE,  COOKEVILLE 

taylor,  wm  snoog«ass.  Cookeville 

TIONGSCN,  NORA  eOLANOS.  CEL  I NA 
TIONGSON,  RODRIGO  VERZOSA,  CELlNA 
VOSSELL  JR,  LOUIS  E.  COOKEVILLE 
WAHL,  JOSEPH  w,  COOKEVILLE 
WILLIAMS,  CLAUDE  M,  COOKEVILLE 
WOLFE,  KATHEkINF  G,  MONTEREY 

womack  iii,  Charles  t,  Cookeville 

ZIM"ER“AN  JR,  GUY,  COOKEVILLE 


ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

AHLER,  ALoERT  JULIAN.  HARRlrAN 
3ARR  Y , FREDERICK  JAMtS,  CAK  R I DGt 
BEARD,  ALICE  C ANDERSON,  kingSTUN 
BENNETT,  «ILLIAM  E,  MA®BI"AN 

* BIGFLOK,  ROBT  BA"SEY,  OAK  RIDGE 

BINGHA",  TERkY  HAKRIWAN 

* BISHOP,  ARCHE"  W,  CLINTON 
BLOCK  JB,  CLEMFNT  H,  OAK  RIDGE 
BRANTLEY,  RICHARD  GREEN,  OAK  PUGE 
BROWN  JR,  GEkDN,  OAK  RIDGE 
BRUTON,  CHARLtS,  OAK  RIDGE 
3UNICK,  ELAlNt  "ARI-:,  OAK  RIDGE 
CALDWELL,  "ARVIN  GENE,  OAK  RIDGE 

C A " P , ROBtRT  BRADFORD,  OAK  RIDGE 
CAMPBELL,  CHAS  LYNN,  OAK  RIUGE 
CAR  AB I A , ALEX  GARCIA,  OAK  RIDGE 
CASTER,  C NICHOLAS,  COALFIELD 
CHAPMAN.  JAMtS  E,  OAK  PIOGE 
COREA,  CHAS  JOS,  HA.kIMAN 
CREWS,  JOHN  PtARCE.  OAK  RIDGE 
CUNNINGHAM,  tLBPRT  C,  HARRl«AN 
DABBS,  C HARWELL,  ROCKwUOD 
DARLING  JR,  CHAS  ELLETT,  OAK  RIDGE 
DE  P6RSI0.  JOHN  J,  OAK  RIDGE 

* DE  BERSIO,  RUHT  £ , OAK  RIOGt 

OE  VEGA.  ARMANDO  cERNANOO,  OAK  klOGE 
DEW,  RICHARD  ALLAN,  UAK  RIOGt 
DOTSON,  ROBERT  SCOTT,  OAK  RIDGE 
DRY,  LAURENCE  RFVtLLE , OAK  RIDGE 

* DUNLAP,  ROBT  wFYER,  OAK  R I CGE 
EVFPSOLE  JRv  EARL,  OAK  RIOGt 
FDOTE , CLARY  P,  HARR I"AN 
GARTON,  ANTHONY  w,  JAK  RIDGE 
G6NFLLA  Jr,  FRANK  h.  OAK  RIDGE 
GENTRY,  ROBERT  E,  KNOXVILLE 
GILLESPIE,  JAMES  TRIGG,  OAK  RIOGt 
GOSwITZ,  FRANCIS  ANDREW,  OAK  PIOGE 
GJSWITZ,  HELEN  A VOOOPICK,  OAK  RIDGE 
GOwOER,  TIMOTHY  DENNIS,  OAK  R I OGE 
GRAUSE,  THOS  J,  OAR  RIDGE 

GURNEY,  CHAS  BRYSUN,  OAK  RIDGE 
HARDY,  WM  P,  OAk  RIDGE 
HARTMAN,  DONALO  LEE,  OAK  RIDGE 
HEALD,  CAVIO  GRANT.  JAK  RIDGE 
HE  ODE  N JR,  HENRY,  CLINTON 
HELLMANN  JR,  ROBERT  S.  HARR 1MAN 
HENDRIX,  ERNEST  LEE,  OAK  RIOGE 
HILTON,  JAMES  ISAIAH,  UAK  RIOGE 
HOLBERT,  THOMAS  R.  OAK  RIOGE 
HOWARD,  ROBT  G,  OAK  RIOGE 
HUPNER,  KARL  FRANZ , KNOXVILLE 
JENKINS.  THOS  ARTHUR,  OAK  RIOGE 
JERNIGAN,  JOHN  FORREST,  OAK  RIOGE 

* JOHNSON,  RAYMOND  A,  OAK  RIDGE 

« JONES,  H STRATTON.  HARRINAN 

KAEBNICK,  ERNEST  ELLIOTT,  OAK  RIDGE 
KERLEY,  HAROLD  EUGENE,  OAK  RIOGt 
KING,  AVERY  PARSONS,  OAK  RIDGE 
KRISHNAN,  LALITA,  OAK  RIOGE 
LEW,  IRA  EUGENE,  OAK  RIDGE 
LO v , W"  ALLEN,  OAK  RIOGE 
LUCKMANN,  KENNETH  F,  OAK  RIDGE 
LUSHBAUGH,  CLARENCE  C,  OAK  RIOGE 
LYNNES,  HUWARO  ROCKWOOO 

LYON,  JOSEPH  S,  DAK  RIOGE 
MALHOTRA,  INOER  V,  OAK  RIOGE 
MARTIN,  WILLIAM  H,  OAK  RIOGE 
MASSEY,  SAML  OLIVE®,  OAK  RIOGE 
MCLAUGHLIN,  VICTOR  WAYNE,  OAK  RIDGE 
MCMAHON,  CLETUS  JOSEPH,  OAK  RIOGE 
MCMILLIN,  RODNEY  M,  HARRI"A\ 
MCNEELEY,  SAMUEL  GENE,  NORRIS 
METCALF,  THOMAS  H,  OAK  RIDGE 
MILLER  JP.  * KENNETH  T,  OAK  RIDGE 
MITCHELL,  CHARLES  STONE,  OAK  RIDGE 
MOORE,  RICHARD  J,  FAYETTEVILLE,  NC 

* NORTICK,  ADAM  ROSS,  KNOXVILLE 
PALATINUS,  JUS.  ,OAK  RIOGE 
PALMER,  ETNA  LITTLE.  OAK  RIOGE 
PHILLIPS,  JAMES  E,  OAK  RIOGE 
PRATER,  WILLIAM  K,  OAK  RIDGE 
PRESTON,  LEWIS  FREDERICK,  OAK  RIOGE 

* PUGH  JR,  WM  w,  OAK  RIOGE 
RAGAN,  CHAS  JULIAN,  OAK  RIOGE 
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REIO,  FRANCIS  R,  OAK  RIOGE 
RICKS.  PHILLIP  OAK  RIDGE 

ROUSE,  JAKES  M,  OAK  RIDGE 

• RULEY,  HENRY  6,  OAK  RIDGE 
SCHOLD.  ALAN  CRAIG.  OAK  RIDGE 
SCH'JLTZ,  kICHARD  L,  OAK  KIOGE 
SEAY,  DAVID  kORRFLL,  DAK  RIDGE 

• SENSENBACh,  CHAS  WILLIS.  OAK  RIOGE 
SHARP,  OONALD  ALAN,  OAK  RIOGE 
SHEFLY,  LORRY  LINDSEY,  OAK  RIOGE 
SIGMAR,  LI5ELOTTE  E,  OAK  RIDGE 
SINICROPE,  RONALD  A,  OAK  RIDGE 
SISK,  JOHN  R,  HARRIMAN 

SMALLEY,  LEE  ALAN,  OAK  RIDGE 
SNODGRASS,  JOHN  VASS,  RUCKwOOO 
SPRAY,  PAJL  ELLSwORTH,  Oak  RIDGE 
STANLEY,  DAVID  GRANVILLE,  OAK  RIDGE 
STEVENS  III.  GEO  “ILLER,  OAk  RIDGE 

• SULLIVAN  JR,  CHAS  RENNE,  CAR.  RIDGE 
TEDDER,  PIRlAk  B , HARRI«AN 
THOMAS,  DA.NL  MARTIN,  CLINTON 
TITTLE,  JOE  EVAN,  OAK  RIOGE 
UPCHURCH,  3 THOMAS.  OAK  RIOGE 

VAN  HuOK,  STONERALL  J,  OLIVER  SPRINGS 
WALTERS.  w“  GARY,  OAK  k IDGC 
WEIGHT,  GLEN  R,  JAK  RIDGE 
WELCH  JP,  JOHN  itl,  OAK  RIDGE 
WILLETT,  Owl  GHT  H,  HARRI“AN 
ZANOLLI,  GINO,  OAK  RIOGE 


ROBERTSON  COUNTY  MEDICAL  SOCIETY 

9ASSEL,  JOHN  BURR,  SPRINGFIELD 
BAZALDUA,  GILBERT,  CROSS  PLAINS 
CRUNK,  TOphy  n,  S P® I NGF I ELO 
DOUTHITT,  PAUL  “,  SPRINGFIELD 
DRESSLER,  NEIL,  SPRINGFIELD 
» ELDER,  ROBT  H,  CcOAk  HILL 

GRAY,  JAKES  TRAVIS,  SPRINGFIELD 
HAYFS,  WARREN  G,  SPRINGFIELD 

* JACKSON,  JOHN  kc  REYNOLDS,  SPRINGFIELD 
KUKAR,  SARBJEcT  SINGH,  SPRINGFIELD 
LOONEY,  CARROLL  KEOLEY,  SPRINGE IcLD 

0 DONNELL  III,  JOHN  w » , SPRINGFIELD 
PROCTOR,  GEO  THOS,  SPRINGFIELD 
QUARLES,  JAKES  RICHARD,  SPRINGFIELD 
SATPATHY,  PANCHANAN,  SPRINGFIELD 
SELF,  NICHOLAS  BARRETT,  SPRINGFIELD 
SHEARER,  ROBERT  A,  SPRINGFIELD 

* STONE,  W K PIPKIN,  SPRINGFIELD 
TURNER,  JOHN  dUMYAN,  SPRINGFIELD 
WEBSTER,  RAYKQND  HARRIS,  SPRINGFIELD 

* WILKISON,  JOHN  EOwIN,  SPRINGFIELD 


RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

ABERNATHY,  JAKES  PAUL,  "URFREESBJBO 
AOAKS,  CARL  E,  KURFREESBORO 
AKIN,  HAROLD  THOS,  KURFREFSEURO 
ALEXANDER,  JOHN  HUTCHINS,  KURFREESBORO 

* ALLEN,  JAKES  THOS,  “URFRtE  SBORO 
ANDREWS,  SUSAN  T,  KURFREESBORO 
BAILEY,  JOS  C,  "URFREESBORO 

* 9ARHAK,  WM  STANLEY,  MURFREESBORO 
BEASLEY,  TIMOTHY  J,  “UR FP E E S BOR G 
BELL,  RICHARD  BRYAN,  KURFREESBORO 
30ERNER,  JAMFS  L,  KURFREESBORO 
BRYANT,  RODNEY  CRAIG,  WOODBURY 
BRYANT,  «M  ARTHUR,  WOODBURY 
BUTLER  JR,  HENRY  K,  KURFREESBORO 
CAMPBELL,  JERRY  NEAL,  kurFPEESBORO 
CARTER  III,  SAW  FRANK,  KURFREESBORO 
COHEN,  HENRY  A,  "urf  REES  BORO 
CUNNINGHAM,  JOHN  THOS,  KURFREESBORO 

* DAVISON,  BERNARD  S,  KURFREESBORO 
DIXON,  JOHN  HERMAN,  KURFREESBORO 
GOOD,  DAVID  T,  KURFREESBORO 
DYER,  H LORNE,  FRANKLIN 

ESTES,  PAUL  CASEY,  KUPFREESBORC 
GARNER  JR,  JAKES  <«,  KURFREESBORO 
GARRISON  JR.  SIDNEY  C,  KURFREESBORO 
GARRISON,  RUFUS  J,  KURFREESBORO 
GQODKAN  JR,  CHAS  EDWARD,  KURFREESBORO 
GREEN,  RICHARD  E,  WOOOBURY 
HACKMAN,  ROBT  HENRY,  KURFREESBORO 
HAY,  SAKL  HUTSON,  KuRFREESBOkC 
HEFFINGTON  JR,  CHAS  A,  LAWRENCE9URG 
HESTER,  GEORGE  STEPHEN,  MURFREESBORO 
HUDSON,  DAVID  LEE,  KURFREESBORO 
HUNT,  KENNETH  DALE,  KURFREESBORO 
HUTCHISON,  NORTON  H,  SHELBYVILLE 
JEKOT,  WILLIAM  J,  KURFREESBORO 
JOHNS,  OSCAR  THOMAS,  KURFREESBORO 

* KAUFKAN,  JAKES  KENNETH,  KURFREESBORO 
KENDALL,  DOUGLAS  wAPREN,  "UkFREESBORO 
KENOALL,  ROBT  LEON,  KURFREESBORO 
KNIGHT,  JOS  C,  KURFREESBORO 

KNIGHT,  ROBT  TAVEL,  KURFREESBORO 
LEWIS,  CHAS  WINGO,  KURFREESBORO 
LOVELACE,  FRED  ROYCE,  KURFREESBORO 
LOWERY  JR,  EDwIN  RAY,  KURFREESBORO 
LOWY,  SAK  J,  KURFREESBORO 

* KOORE,  RALPH  B,  CANDLER,  NC 
MYERS,  FREDERICK  J,  WOODBURY 

* KYERS,  RUSSELL  E,  WOOOBURY 
NUNNERY,  JAKES  A,  KURFREESBORO 
OOOK,  EUGENE  PORTER,  KURFREESBORO 
ODOH,  STEPHEN  GUY,  KURFREESBORO 
RANSOK,  ROBT  GEO,  KURFREESBORO 
REUHLANO,  LEON  LOVON,  WOOOBURY 


RICKARD,  RANDALL  C.  KURFRFFSBORO 
ROGERS,  RICHARD  A,  “URFREES60R0 

rudd,  j Daniel,  mu»freesbopo 
Sanders,  robt  s«ith,  kurfreesboro 

SHACKLETT,  ,1  WHITE,  KURFPEESBORO 
SHELTON,  BEN  A,  S“YRNA 
SKITH,  GEU  wILqURT,  KURFREFSHQRQ 
SKITH,  WK  RADFORD,  MURFREESBORO 
STARRtTT,  JA-ES  ALAN,  KURFREES30R0 
SUTTGN , WILLIAM  „ , KuRFREE  SBORO 
TENPENNY,  JAMES  w,  KUPFREESBORO 
TOLBERT,  E C,  MURFREESBORO 
TJKA,  ROBERT  PAUL,  KURFREESdORO 
TURNER,  THOS  A,  “URFREESSORO 
WARNER,  BARTON  wAYNE,  MURFREESBORO 
WILLIA“S,  OLIN  OLIS,  “URFREESBORU 
WITT,  TERRY  JA“ES,  “URFREES60R0 
WOLF,  HERBERT  RICHARD,  wCODSURY 
YOUNG  JR,  J63SF  HOWARD,  KURFREESBORO 

scon  COUNTY  MEDICAL  SOCIETY 

COFFEY,  DAVID  B , ONE IOA 
HALL,  THOMAS  K,  ONEIDA 
HUFF,  "AXwELL  c,  ONEIDA 
KLINE,  GEO  LITTON,  ONEIDA 
LEEDS,  HORACE  K Q T T , ONEIDA 

* MCDONALD,  ROY  L,  ONEIOA 
PERKINS,  “ICHAEL,  ONEIOA 

SEVIER  COUNTY  MEDICAL  SOCIETY 

boze»an  ii,  Charles  h,  sevierville 

* 6RQA0Y,  ROBT  A,  SEVIERVILLE 
JACOBS  JR,  JJHN  C,  SEVIERVILLE 
JENNINGS,  GLENN  E,  G ATLI NBURG 
KIDD  JR,  CHARLES  E,  SEVIERVILLE 
ROACH,  CHARLES  L,  SEVIERVILLE 
SONNEfc , JOHN  L.  SEVIERVILLE 
TOLLEY,  VINCENT  3LANE,  SEVIERVILLE 
VAN  ARSDALL,  JAMES  R,  SEVIERVILLE 

walorop,  Charles  e,  pigeon  purge 

SMITH  COUNTY  MEDICAL  SOCIETY 

BRATTON,  EOGAR  K,  HArTSvILLE 
GREEN,  HUGH  E , CARTHAGE 
HAWK,  STEVEN  E,  CARTHAGE 
MURRAY,  ROBFRT,  CARTHAGE 
PETTY  JR,  DAVID  G,  CARTHAGE 
PETTY,  OAVID  G,  CARTHAGE 

* RECTOR,  LEE  THORNTON,  NEW  SMYRNA  BEAC,  EL 
WILLIS.  MARSHALL  R,  LEBANON 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

AOAKS,  WESLEY  F,  BRISTOL 
AOELSON,  GARY  L.  KINGSPORT 
AGUIRRE,  DENNIS  MANUAL,  BRISTOL 
ALLEY,  EO-ONO  LYNN,  KINGSPORT 
AR-STRONG,  JOSE®H  R,  BRISTOL 
ATEN,  EDwARD  M,  BRISTOL,  VA 
BACHMAN  JR,  HARRY  WILSON,  BRISTOL 

* BACHMAN,  HARRY  WILSON,  BRISTOL 
BAKER,  RICHARO  DUDLEY,  KINGSPORT 
BALES,  DONALD  W.  KINGSPORT 
BANDEIAN,  JOHN  J,  BRISTOL 
BARNES,  N ALAN,  KINGSPORT 
BECHTEL  JR,  JACK  T,  BRISTCL 
9ELL , WILLIAM  M,  KINGSPORT 
BICE,  CHAS  ROBT,  KINGSPORT 
BLANTON  Jw,  FRANK  S,  BRISTOL 
BLICKENSTAFF,  THERON,  KINGSPORT 
BDCKIAN,  HERBERT  HAROLD,  BRISTOL 

* BOLES,  JAMES  H,  KINGSPORT 
BOLING,  FREDERICK  F,  KINGSPORT 
BOOZE,  GEO  WK,  KINGS  PORT 
BOWMAN,  JA"ES  H,  BRISTOL 
BOYD,  ARTHUR  MORGAN,  KINGSPORT 
BOYLE,  GARY,  BRISTOL 

BREEDING,  SAKUFL  OAVID,  KINGSPORT 
3RINKLEY,  3 I LL Y BOOTH,  BRISTOL 
BROCK  JR,  HOwARD  THOS,  KINGSPORT 
BSOGLIO,  ANTHONY  LEE,  BkISTOL 
BROOKSHIRE  JR,  PAUL  F,  KINGSPORT 
BROWN,  HENRY  JA-ES,  KINGSPORT 

* BROWN,  ROBT  H,  HENDERSONVILLE,  NC 
BUDDINGTCN,  RICHARD  S,  BRISTOL 
BUTTER  WORTH  JR,  JACKSON,  BRISTOL 
BYERS  JR,  JOHN  G,  BRISTOL 

BYRD.  KEITH  HAROLD,  KINGSPORT 
CALCOTE,  CLAUDE  KC  GHEE,  BRISTOL 
CALDWELL,  RONALD  DAVID,  BRISTOL 
CARR,  HENRY  AUSTIN,  BRISTOL 
CARTER,  EDWARD  KENT,  KINGSPORT 
CARTER,  LOCKE  YANCEY,  KINGSPORT 
CASEY,  GARY  QUILLEN,  KINGSPORT 
CATE,  JOHN  COLUMBUS,  KINGSPORT 
CATLIN,  ROGER  w,  BRISTOL 
CHAMBERLIN,  MARIAN  L,  KINGSPORT 
CHANCE,  OONALO  PAUL.  KINGSPORT 
CHANOLER,  JOHN  BRISTOL 

CHAPMAN,  CHAS  EMMITT,  BRISTOL 
CHAPMAN,  JOHN  L,  KINGSPORT 
CHART  I ER , GILBERT  JOHN,  KINGSPORT 

* CHEW,  NATHANIEL  JOHN,  BRISTOL 
CHIPKAN,  DENNIS  CLARENCE,  HICKORY,  NC 
CHRISTENSEN,  ROBT  CHAS,  KINGSPORT 
CLARK,  WARNER  L,  CHURCH  HILL 
COOPER,  JOE  BYRON  ^ KINGSPORT 

COWAN,  BENNETT  YOUNG,  BRISTOL 
COWOEN,  DAVID  ANTHONY,  KINGSPORT 


COX,  OAVIJ  LEMUEL,  KlNGSPO»T 
COX,  L A P k Y H,  KINGSPORT 
CRAwFORD,  ALVIN  S.  BkISTOL 
» C®  EDL  E , «k  SwINOELL,  HILTCN  HEAD,  SC 
CROCKETT  JR,  CLAUDE  H,  BRISTOL 
CkOwOER,  JACK  ROBERTS,  KINGSPORT 

Dallas,  john  l,  kingsport 

DICKERSON,  OANL  LAWRENCE,  kj^gSPO’T 
DONALDSON,  ROBERT  C,  KINGSPORT 
DOTY,  kOBT  D,  KINGSPORT 
0 Y CR  JR,  ««  1 1 LLS , < INGSPORT 

EARLY,  JAMES  LAWRENCE,  BRISTCL 
EMERSON.  * ILL  I A“,  k I nGSPD»T 

* ERWIN,  J ..  BRISTOL 
ESTES,  TERRELL  C,  3RISTOL 

* EVERSOLc,  w“  CLEGG,  KINGSPORT 

* E XU  M , ALLEN,  KINGSPORT 

fankhouser.  Russell  l,  Bristol 

FEIT,  RICHARD  A,  KINGSPORT 
FERGUSON,  JERfc  w,  BRISTOL 
FINCHER  JK,  JOHN  A,  BRISTOL 
FL4NARY,  FRANK  SEVIER,  KINGSPO»T 

Fleming,  joe  f,  kingsport 

FLORA,  OON  ATlEE,  KINGSPORT 
FOSTER,  LARRY  J,  KINGSPORT 
GANTT,  PICKENS  A,  BRISTOL 
GARFIELD,  CLAUDE  R,  KINGSPORT 
GARRIOTT,  OAV ID  KENT,  KINGSPORT 
GAYLOR,  WALTER  R , HrISTOL 
GEER,  ROBT  “AC.  KINGSPORT 
GENDPGN,  R m,  KINGSPORT 
GIBSON,  JOHN  THOS,  BRISTOL 
GINN,  DAVIO  ROY,  KINGSPORT 
GINTHER,  JEFFREY  P,  BRISTOL.  VA 
GLASGOW,  ROBT  “OkrIS,  BRISTOL 

* GLENN,  ROBT  OKRUS,  mqustaim  CITY 
GOLDEN,  BILLY  N,  KINGSPORT 
GONCE,  JOEL  D,  KINGSPORT 
GON0O,  JUAN,  KINGSPORT 
GOPRELL,  ALAN  L.  BRISTOL 
GUURDIN,  FREDERICK  w,  KINGSPORT 
GkEEAR  JR,  FRED  BONHAM , BRISTOL 
GREEN  JR,  wAVEPLY  S>  HRISTOL 
GREENE.  El'cR  ALBb»T,  KINGSPORT 
GREENE,  THJ-AS  C,  BRISTOL 
GRIFFIN,  wILLIAm  C,  KINGSPORT 
GRIGS3Y  JR,  "w  m c,  BRISTOL 
GRIGSBY,  V PAUL,  KINGSPORT 
HAAS,  EVERETT  LcO,  BkISTOL 

HA  CO AO , MICHEL  NAS®I,  KINGSFORT 
HA NOR , STEVEN  ® , BRISTOL 

* HARRISON  JR,  <«,  KINGSPORT 
HARTER.  BASIL  T,  BRISTOL 
HERNANDEZ,  GOSTAVJ  E,  KINGSPORT 
HIRE,  ERVIN  A,  KINGSPORT 

HOFFbR , PHILlIP  FRANKLIN,  BRISTOL 
HOGAN  JR,  MARSHALL  OAVIS,  KINGSPORT 
HUDSON,  WILLIAM  DUDLEY,  KINGSPORT 
HUNTER,  RJNAlD  w,  <INGSPQRt 
JACKSON  JR,  HcNKY  GUY,  KINGSPORT 
JA-ISON,  KING  ARCY,  BkISTOL 
JARVIS,  ROY  JOE,  KINGSPORT 
JAYNE  JR,  J LAWRENCE,  BkISTOL 
JERNIGAN,  R OB  T h,  KINGSPORT 
JEWELL,  NEAL  A.  BRISTOL 
JOHNSTON,  w III  I A “ H,  BRISTOL 
JONES,  ROBT  CLARK,  KINGSPORT 
jdnes,  Samuel  riddle,  kingsport 
KEITH,  ROBT  EARL.  KINGSPORT 
KELLY,  RONALD  CLARK,  BRISTOL 
KEPPLER,  C 3 JkTON , KINGSPORT 
KIQWELL  JR,  E R , KINGSPORT 

* K I ESAU,  KENNETH  RUDOLPH,  KINGSPORT 
KING,  JOS  AUSTIN,  KINGSPORT 

* KNAPP,  JOHN  ALLEN,  KINGSPORT 
KNICKERBOCKER,  FkEO  kAY,  BRISTOL 
KR  I SHNA“OORTHY,  S,  KINGSPORT 
KURPE  JR,  JOS  H,  BPISTOL 

L A I L,  SHARON  ELAINE,  KINGSPORT 
LAMB,  WILLIAM  A,  KINGSPORT 
LANE.  DAVIO  L,  KINGSPORT 
LAPIS,  JAMES  L,  BRISTOL 
LINK,  NELSON  EDWARD,  BRISTOL 
LOWRY,  KERMIT,  BRISTOL 
LYMBERIS,  MARVIN,  KINGSPORT 
LYNCH,  KENNETH  CLYDE,  KINGSPORT 
MADCGNALO,  R SCOTT,  KINGSPORT 
"ADDDX,  ROBT  E “ OR  Y , KINGSPORT 
KAKRES,  THOMAS  D,  BRISTOL 
"ALOY,  JOS  Kenneth,  KINGSPORT 

* marcy,  JOHN  0,  BRISTOL 

* MCCONNELL,  FREORICK  GRAY,  KINGSPORT 
MCCOY,  JAMES  L,  KINGSPORT 
MCDONOUGH,  JOHN  R,  KINGSPORT 
MCGAEE , C LEON,  B»ISTCL 

MCGUIRE,  JAMES  ELORIDGE,  KINGSPORT 
MCILwAIN,  WILLIAM  A,  BRISTOL 
MICHALS,  HERBERT  JAMES,  KINGSPORT 
MILLER,  OAVID,  KINGSPORT 
MILLER,  GARY  P,  KINGSPORT 
MILLER,  JERRY  LEE,  KINGSPORT 
MILLER.  LEE  HUTTER,  KINGSPORT 
MITCHELL,  JOE  ELIAS,  3RISTCL 
MOHLER  JR,  EBERT  M,  KINGSPORT 
MOSGLE,  BRUCE  w",  BRISTOL 
MOONEY,  NEIl  FRANCIS,  BRISTOL 
MOORE  III,  JOHN  H,  KINGSPORT 
MORGAN,  STEVEN  W,  BRISTOL 
MORIN,  J RAOUL.  KINGSPORT 
MORRIS,  ALTON  J,  KINGSPORT 
MORRIS,  LAWRENCF  RAY,  KINGSPORT 
MORRISON,  PHILIP  HAPWORTH,  BRISTOL 
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MORTELL,  ANN  C.  KlNGSPOwT 
MORTON,  RALPH  F,  KINGSPORT 
MOSRIE,  AZ  E T T JIMMIE,  KINGSPORT 
MOUKHEI81R,  NA9IL  Hi  KINGSPORT 
MURRAY  JR.  MARION  JULIAN,  BRISTOL 
NAGALLA,  LAKSHMAN  R,  BRISTOL 
NEELY,  E K , KINGSPORT 
NICHOLS  JR,  JAMfc-$  3,  KINGSPORT 
NICLEY,  FLOYO  EDwaRO,  BRISTOL 
NORTHROP,  ROBERT  EDWARDS.  KINGSPORT 
NOWLIN,  WAUE  HAMPTON,  3RISTUL 
OLNEY,  LA  VERNE  c,  KINGSPORT 
OWEN,  C RICHAKO,  KINGSPORT 
PATTON,  CHARLEY  MACK,  KINGSPORT 
PATTON,  ROBT  CAPROLL,  KINGSPORT 
PEARSON,  RANDALL  EUGENE,  KINGSPORT 
PEAVYHOUSc.  JOEL  u,  KINGSPORT 
PERDUE  SR,  JOHN  MAPVIN,  KINGSPORT 
PEREZ  JR,  R UP  E R T 0 E,  KINGSPORT 
PETTIGREW,  JAMES  ANDREW,  BRISTOL 
PLAYFAIR,  JOHN  A,  BRISTOL 
POWERS  JR,  JOHN  S,  KINGSPORT 
PROPPcP,  NORMAN  S,  KINGSPORT 
RECOICK,  LOVETT  P,  KINGSPORT 

• REED,  JOHN  S,  KINGSPORT 
REFO,  RICHARO  K,  KINGSPORT 
REIFF,  ROBERT  H,  KINGSPORT 
RENFRO,  CLAY  ARLEN,  KINGSPORT 
REPASS.  ROPT  A,  BkISTGL 
REYNOLDS  JR,  lESLIE  3,  KINGSPORT 
RIDGEwAY,  NATHAN  ALVAH,  KINGSPORT 
ROBBINS,  JEFFREY  PHILIP,  BRISTOL 
ROBERSON,  TRAVIS  HU°tRT,  CHURCH  HILL 
ROGERS.  MALCOLM  E,  KINGSPORT 
ROLEN,  ALVIN  CURRY,  BRISTOL 
ROSSER.  ROBERT  A,  KINGSPORT 
RUCKER,  TtlOS  NELSON,  KINGSPORT 
RUSSELL,  DAVID  P,  BRISTOL 
SALCEUC.  JULIO  A,  KINGSPORT 
SAMPAT,  RICARun  0,  KINGSPORT 
SCHFRMER,  WILLIAM  J,  PRISTOL 
SCHILLING,  OAVIO  t,  CHURCH  HILL 
SCHMIDT,  «m  F,  BRISTOL 

* SCRIBNER,  WALTER  fc,  KINGSPORT 
SEWELL.  DAVID  H,  KINGSPORT 
SIDES  JR,  PAUL  J,  KINCSPDUT 
SIKORA,  Frank  STEVEN,  9R I S T OL 
SKINNER,  wENDELL  L.  KINGSPORT 
SLAUGHTER,  FREDERICK  0,  BRISTOL 
SLOCUM,  CARL  H»,  KINGSPORT 

S M 1 00  Y , JJS  Franklin,  KINGSPORT 
SMITH,  GALEN  R,  KINGSPORT 
SMITH,  LYLE  R , KINGSPORT 
SMITH,  RONALD  STEVEN,  KINGSPURT 
SMITH,  wAkREN  YOUNG,  KINGSPORT 
SOBEL,  ABRAHA-  ISAAC,  KINGSPURT 
SOLOMON,  OALc  E,  KINGSPORT 
SPRINGER,  DOUGLAS  JOHN,  KINGSPORT 
STPAOEP,  LORENZO  0,  BRISTOL 
STRANG  JR,  ROBERT  T,  KINGSPORT 
STRANG,  RU3T  TUOJR,  KINGSPORT 
STU°°  S , HAL  SESSION,  BRISTOL 
SULKOwSKI,  VIKTOR  P,  KINGSPORT 
SULLIVAN,  HUGH  "ILTON,  KINGSPURT 
TALTON  JR,  BROOKS  «.  KINGSPORT 
THOMPSON,  LINDA  R,  BRISTOL,  VA 

♦ TODO,  THUS  C,  BRISTOL 
TOOTHMAN,  CLARA  J,  BRISTOL,  VA 
TURNER,  HARRISON  0,  KINGSPURT 
VALDES-RGOKIGUEZ.  ANTONIA,  KINGSPORT 
VANCE  JR,  FREDERICK  V,  BRISTOL 

* VANCE,  DOUGLAS  OGRIOT,  BRISTOL 
VEPMILLIUN,  JAMES  S.  KINGSPORT 
WA 06  WITZ,  PFTER,  KINGSPORT 
WALLFY,  WM  CARL,  KINGSPORT 
WESTERFIELD,  LARRY  H,  K1NGSP0»T 
WESTMORELAND,  DENNIS  G,  KINGSPCPT 
WHISNANT,  RM  HOWARD,  BRISTOL 

♦ WHITAKER  JR,  SIDNEY  S,  bRISTOL 
WHITT,  HIRAM  JACKSON,  KINGSPORT 
WIKF,  SIDNEY  ALFRED.  BRISTOL 

♦ WILLIAMS,  HOMER  P,  PRISTOL 
WILLIAMS,  JOAN  THOMPSON,  BRISTOL 
WILLIAMS,  ROBT  HERMAN,  KINGSPORT 
WILSON,  EARL  K,  BRISTOL 
WILSON,  JOHN  AARON,  KINGSPORT 
WINSOR,  MICHAEL  JON,  KINGSPORT 
WOLFE,  JAMES  w,  KINGSPORT 
WYKER,  ARTHUR  TOWNSENO,  KINGSPORT 
ZAIDI,  SARFRAZ  A L I , BRISTOL 

SUMNER  COUNTY  MEDICAL  SOCIETY 

ANANOAIAH,  K M,  HENDERSONVILLE 
BHAGAVAN,  NUGGAEH  ALLE  Y K,  GALLATIN 
BLACKSHEAR , J R,  GALLATIN 
BROWN,  LLOYO  TYNTE,  GALLATIN 
CAGLE,  DIEDRE,  GALLATIN 
CAREY  JR,  JACK  WILLARD,  HARTSVILLE 
CARMACK  JR,  JAMES  H,  HE  NOE R SO N V IL L E 
CARTER,  THOS  FOSTER,  WESTMORELAND 
CASE  JR,  KENNETH  RYON,  GALLATIN 
COX,  JOE  OAVIO,  GALLATIN 

* OITTES,  ALBERT  G,  PORTLAND 
FLYNN,  JOHN,  HENDERSONVILLE 
GOQDIN,  ELLIS  LEN,  GALLATIN 
HILL,  TEO  w,  GALLATIN 
HOOPER  JR,  H WAYNE.  ‘GALLATIN 
HOOPER,  HALOfc.N  WAYNE,  GALLATIN 
KAPALAKULASINGAM,  PaJAH,  PORTLAND 
KELLEY,  IRA  N,  CARTHAGE 

KING,  A SI  ONE  Y , GALLATIN 


LAOO,  JAMES  TP.UBLE,  PORTLAND 
LAKSHM IK ANTH,  B n,  GALLATIN 

LANZ,  ELWlN,  HENDERSONVILLE 
LILLY,  JAMES  AARON,  GALLATIN 
MASSEY,  WM  ROE.  GALLATIN 
MCALEAVY,  JOHN  C.  HENDERSONVILLE 
MCNULTY,  JOHN  P,  PORTLAND 
MILLER,  RONALD  V,  GALLATIN 
MQOPE,  JAMES  N.  WHITt  HOUSE 
PAPASwANATH,  B S,  GALLATIN 
PONCE , LU,  PQPTLANO 

RUARK,  CHARLtS  S,  OLD  HICKORY 
RUCKLE,  R h,  PORTLANO 
SANOfkS,  CLAkENCE  RAMEY,  GALLATIN 
SIMONTDN  JR,  RALPH  W,  PORTLAND 
SMITH,  G KYLE,  GALLATIN 
SPENCER,  CHARLES  N D R m A N , GALLATIN 
STFPHENSON,  WALTER  H,  GALLATIN 
STEWART,  WM  DAVID,  GALLATIN 
THOMPSON,  JOHN  K,  GALLATIN 
T 000 , M ALFRED,  GALLATIN 
TROUTT  JR,  J A ME  S P.  GALLATIN 
WALLACE,  JOHN  B , GALLATIN 
WE8STFP.  w OB  T CLAYTON,  GALLAI  IN 


TIPTON  COUNTY  MEDICAL  SOCIETY 

ALEXANDER,  WARREN  ALISON,  COVINGTON 
BEASLEY.  J I M m IF  L.  COVINGTON 
BOLTON,  TRAVIS  LEON,  COVINGTON 
BROFFITT,  S A MUC  L L.  COVINGTON 
CANNON  JR,  JESSE  J,  COVINGTON 
CANTRELL.  JOHN  E,  COVINGTON 

goooe  , fletcher  hdwaro,  "Illington 

HO,  JUINN  H,  COVINGTON 

• HYATT,  NORMAN  LYLE,  COVINGTON 
JANOVICH,  JOHN  K , COVINGTON 
LAPA,  WILLIAM  KFITH,  CnviNGTUN 
MATTHEWS.  JOSEpH  sARwET,  COVINGTON 
MCCULLOUGH,  BILLIE  S,  COVINGTON 

♦ RUFFIN  JP,  JAMfS  S.  COVINGTON 
VAUGHN,  HUGH  „ Y NN  , “UNFJRO 
VIPRAKASIT,  OEJD,  COVINGTON 
VIPPAKASIT,  SUTTIWARA,  COVINGTON 

* WITHER  I NGTON  JR,  A S.  MUNPOP'J 

W I THE  R I NOT  ON,  JAMES  0,  CCVINGTON 


WARREN  COUNTY  MEDICAL  SOCIETY 

ACKROYO,  ALAN  w,  ROCK  ISLAND 
BIGBEE.  WALLACE  HURNS,  “C  m[nnYIlLE 
9RATT0N,  OAVIO  m,  «c  "InnVIlLE 
8URCK  JR,  HA<PY  E,  MC  mInNVILLE 
CATEN,  JOSE°H,  MCmINNVILlE 
DAVIS,  w GLENN,  MC«INNVILLE 
FISHER,  JJS  F,  MC  MINNV ILL! 

GAw,  J C,  MCMINNVILLE 
GLOVER,  Dannie  wELDEN,  mc-innvIlLE 
HARRIS,  HOYT  C,  *c  MINNVILLE 
HAYNES,  OUUGLAS  BRANDT,  MCMINNVILLE 
HILL,  THOS  LEwIS.  mc  MINNVILLE 
JACOBS,  G JACkSON,  MCMINNVILLE 
JENKINS,  JIMMY  E.  "C  MINNVILLE 

» KNOCHS.  ULOIS  A,  MCMINNVILLE 

KNOWLES  Jk.  WILLIAM  „ , SMIThVlLLb 
MOORF,  JAMES  L,  m C " J NNV I LLE 
MUKHERJI,  BARUNDITYA,  MC  -innVIL^E 
PEDIGO,  Thurman  lee,  mc  MINNVILLE 
PHILLIPS,  JAMES  EUGENE,  MC  MINNVILLt 
PPUETT,  J BRUCE,  MCMINNVILLE 
RAGSDALE,  TOMMY  MAC.  MCMINNVILLt 
REEVES,  RJbEmT  0,  MURFREESBORO 
RHINEHART.  M AR  G 5 £ T VRENN,  SPENCE* 

* SMOOT,  BETHEL  CAMPBELL,  MC  MINNVILLE 
SPIVEY,  OSCAR  SMITH,  MCMINNVILLt 
TAYLOR  JR,  C F P E 0 , MCMINNVILLE 
TROOP  JP,  JOE  PAYMOND,  MC  MINNVILLE 
WINTtRS.  DEBORAH  ANN,  MCMINNVILLE 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

AHMAO,  IkSHAO,  JOHNSON  CITY 
ALISON,  DEBORAH  LYNN,  JOHNSON  CITY 
ALISON,  HAROLD  w,  KINGSPORT 
ALLFN,  CHAS  EDWARD,  JOHNSON  CITY 
ALLEN,  ROBERT  C,  JOHNSON  CITY 
AMLINGFR,  PHILIPP  R,  MOUNTAIN  HOME 
ANDERSON,  JOHN  L,  JOHNSON  CITY 
ARKEE,  MOHAMMAD  S K,  JOHNSON  CITY 
BAILEY  JR,  WILLIAM  P,  JOHNSON  CITY 
BAINES,  EARL,  FRWIN 

BATTLE  JR,  JAMES  WAYNE,  JOHNSON  CITY 
BATTLE,  GAY  KIRCHNER,  JOHNSON  CITY 
BEAVER,  WALTER  RICHARD,  JOHNSON  CITY 
BERRY,  BOYCE  M,  JOHNSON  CITY 
BERTOTTI,  MARIAN  L.  JUHNSON  CITY 
BOFLEN,  LOUIS  J,  JUHNSON  CITY 
BORTHWICK,  THOMAS  R,  JOHNSON  CITY 

♦ BOWMAN,  JOSEPH  R,  SINGER  ISLAND,  EL 
BR I OGFOR  TH  JR,  WM  ADAMS,  JOHNSON  CITY 
BROWN  JR,  PAUL  EDWARD,  JOHNSON  CITY 

♦ BROWN,  GEO  HENDERSON,  JOHNSON  CITY 
BRYANT,  LESTER  RICHARO,  JOHNSON  CITY 
BUOD,  OUANE  COLEMAN,  JOHNSON  CITY 

* BUOO,  GARNET  J.  JOHNSON  CITY 
BURNETTE,  HAROLD  W,  JOHNSON  CITY 
CAMPBELL,  E MALCOLM,  JOHNSON  CITY 
CANCELLARO,  LOUIS  A,  JOHNSON  CITY 
CARAVELLO,  PETER  M,  JOHNSON  CITY 
CARBONE,  ROBERT  L.  ERIC.  PA 


CARTER.  RICHARD  SA-L,  KINGSPORT 
CLARK,  ROBT  L.  JOHNSON  CITY 
COLE,  CHAS  PITT-AN,  JOHNSON  CITY 
COLINGEP  JR,  JUOD  WALTON,  ERwlN 
CONE,  W ILL  I AM  JOSEPH,  JOHNSON  CITY 

ccogan , Philip  s,  johnsjn  city 

COOK,  KATIE  cLA iNc , JOHNSON  CITY 
COSBY  JR,  LEwIS  F,  JOHNSON  CITY 
COSTNER,  ALc<ED  NIXON,  JOHNSON  CITY 
COwLES  III,  KU»FkT  S,  JOHNSON  CITY 

♦ CREFCH,  CLARENCE  "OBLEY,  JOHNSON  CITY 
CROCKETT,  OOUjLAS  harman,  JUHNSON  CITY 
CUPP  JR.  HORACE  BALLAwO,  JOHNSON  CITY 
OAVIS,  OUOLEY  H,  TE-PLE,  TX 

OE  WITT,  JAN  ALLEN.  JOHNSON  CITY 
DENNIS.  ROBT  G.  JOHNSON  CITY 
OHALIwAL,  AVTAR  SINGH,  JOHNSON  CITY 
DIMLER,  MICHAEL,  JOHNSON  CITY 

* DOAK.  ALFRED  0.  JOHNSON  CITY 
OOANE,  DAVID  G,  JOHNSON  CITY 

DO  S St  TT  Jw,  uURGIN  E,  JOHNSON  CITY 
ODUGLAS,  HERSCHEL  L.  JOHNSON  CITY 
DUNKtL  PER  jc  R , BRIAN  H,  JOHNSON  CITY 
EDENS,  FRt  0 R. , JOHNSON  CITY 
EDWARDS,  TfOMAS  A,  JOHNSON  CITY 
ELLIOTT,  KIChaRO  LfVERE,  JOHNSON  CITY 

* ELLIS,  MACKINNON,  GRAY 

FISH,  CHAS  ABRAHAM,  JOHNSON  CITY 
FRFEMON,  DA  V 10  NUoLI  . JOHNSON  CITY 
FRIZZELL,  BYkdN  w,  JOHNSON  CITY 
- FULKS.  K uWAYnE,  NASHVILLE 

FULLER  III,  IkA  BUTLER,  JOHNSON  CITY 
FULTON,  LYMAN  .WARD,  mqu^taIN  HOME 

♦ garland,  mewTon  c a r p , juhnson  city 

GIPSON  JR,  JAMES  ..  JOHNSON  CITY 
GODFREY,  JAMES  HUJGF,  JOHNSON  CITY 
30FFIN,  FLOYD  => . JOHNSON  CITY 
COROON  JR,  LAWRENCE  E,  JOHNSON  CITY 
GOULD  I NG  JR.  CLARENCE  F , JOHNSON  CITY 
GRAHAM,  LARRY  GILL,  JOHNSON  CITY 

• GkESham,  CHAS  SUMNER,  JOHNSON  CITY 
GBOCE.  ANN,  JOHNSON  CITY 

CURLER . ROBT  JAY.  JOHNSON  CITY 
HAIBACH,  PtTtK,  MOUNTAIN  CITY 

• HALE,  JAMES  U,  JOHNSON  CITY 
HALL,  BEN  DAVIE),  JOHNSON  CITY 

• HANKINS,  wALTtR  JJUGLAS,  JOHNSON  CITY 
HARRIS.  AwTHjk  SALE,  JOHNSON  CITY 
HARTLEY,  FREDtRICK  C.  JOHNSON  CITY 

• HARVEY.  RJHT  M,  ERVIn 

HAWS,  CLAUDE  C.  JOHNSON  CITY 
HEINTZ,  RICHARD  <RUCF,  JOHNSON  CITY 
HEMPHILL,  CHwIS  3 , JJHNSON  CITY 
HILLMAN,  CHAS  HARLAN,  JOHNSON  CITY 
H1NFS  JP,  ROBERT  STICKLEY.  JOHNSJN  CITY 

Hinton.  Philip  j.  johnson  city 

HOFER,  CU<  T , KlNGSP'JwT 
HOLSEY  JP,  RDYCF  L,  E L I Z A BE Trt TON 
HUDDLE  STfJw,  SA«  ,,  JOHNSON  CITY 
HUTCHINS,  RUt  T GORDON,  JOHNSON  CITY 
HYOFw  JP,  NAT  cO£NS.  JOHNSDN  CITY 
IBRAHI“,  A L t X A,  ELI ZAPf  THTUN 
JERNIGAN,  THOMAS  w,  JOHNSON  CITY 
JOHNSON.  CALVIN  JOHN,  JOHNSON  CITY 
JOHNSON.  JOHN  C,  JOHNSON  CITY 
JONES,  OAVIO  W,  JOHNSON  CITY 
JORDAN  JR,  L COLLIER,  JOHNSON  CITY 
KENNEDY,  WM  t NN IS,  JOHNSON  CITY 
KIMPRCU&H,  BARBARA  0.  JOHNSON  CITY 
KI-BROUGh,  STEPHEN  m,  JOHNSON  CITY 
KINCAIO.  WM  RALPH,  JUHNSON  CITY 
LAWSON,  JOHN  FULLER.  JOHNSON  CITY 
LINES,  LAURENCE  G,  JOHNSON  CITY 

* LONG,  CAPkOLL  HARDY,  JOHNSON  CITY 
LOPEZ,  ALFONSO  D,  JOHNSON  CITY 
LURIE,  OAVIO  P,  JOHNSON  CITY 
MAOEN,  WILLIAM  L,  JOHNSON  CITY 
MAHONEY,  JAMES  C30PER,  JOHNSON  CITY 
MATHES  JR,  wM  T,  JOHNSON  CITY 
MCGEE  JR,  THOMAS  PAGE,  JOHNSON  CITY 
MCGINNIS,  THOMAS  BRYAN,  JOHNSON  CITY 
MCGOwAN  JR,  wINFORO  R,  JOHNSON  CITY 
MCGOxAN,  RONALD  L.  JOHNSON  CITY 

* MCKFE,  THOMAS  PRESTON,  JOHNSON  CITY 
MEEKS,  EDWIN  A,  JOHNSON  CITY 
MEHTA,  JAYANT  B.  JOHNSON  CITY 
MEREDITH,  J runo,  JOHNSON  CITY 
METTETAL,  RAY  WALLACE,  JOHNSON  CITY 
MICHAL,  MARY  L,  JOHNSON  CITY 
MILLER,  JOHN  MC  CLELLAN,  johnson'city 

♦ MILLER,  * RUTLEDGE,  BLOWING  ROCK,  NC 
MOFFATT,  LAWRENCE  STRONG,  JOHNSON  CITY 
MONTENEGRO.  FRANKLIN,  JOHNSON  CITY 
MORGAN  JR,  CALVIN  VERE.  JOHNSON  CITY 
MORRISON  JR,  RICHARO  S,  JOHNSON  CITY 
MOSS  JR,  HARRY  COwAN,  JOHNSON  CITY 
MULLINS.  LAWwENCE  OARRELL,  ERWIN 
MYERS,  MARION  K,  JOHNSON  CITY 

MYERS,  TEkRY  L.  JOHNSON  CITY 
NERY-MANALO.  NORA,  JOHNSON  CITY 
OLIVA,  PETER  A,  JOHNSON  CITY 
OLSEN,  ORLAND  STtNBERG,  JOHNSON  CITY 
PARKER  JR,  CHAS  0,  JOHNSON  CITY 
PEARSON,  JAMES  M,  JOHNSON  CITY 
PILLINGER,  LYPVN  t,  JOHNSON  CITY 
PLATT,  JOHN  P,  JOHNSON  CITY 
POTTER  JR,  THUS  P,  JOHNSON  CITY 
POWELL,  R PAGE,  JOHNSON  CITY 
RANGE,  JAMES  JACOB,  JOHNSON  CITY 
RANNICK,  GILBERT  A,  JOHNSON  CITY 
RE  I S TER  III,  HENRY  C,  JOHNSON  CITY 
RICHAROSON,  8 A,  JOHNSON  CITY 
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«Dfi  0 avid  P,  JO.HMSO:,  CITY 
RUFFIN,  CLAREnCE  LEE,  JOhNSCM  CITY 

• SA“S,  JA“ES  “AC,  JOHNS  OS  CITY 

• SCHOLL.  CEO  KENNETH,  JOHNSON  CITY 
SCHUELLES,  w“  ALAN,  JOHNSON  CITY 

Shelton,  alvin  dillard,  johnson  city 
She  p aRD , frank  "IChaEl,  jChnson  city 

ShFOROO,  HOwcLL  hOOO.  JOHNSON  CITY 
SHOLES  JR,  -DILLARD  JOHNSON  CITY 

SIOKY  AFIFI,  “Ah“0U0 • JOHNSON  CITY 

• SLADE,  CH-S  K.  JJhssoN  CITY 
S “ l Th , J KEL^Y.  JOHNSON  city 
SPANNUTH,  c L,  JOHNSON  city 
STAFFORD,  SHARON  K,  -OUNTAIN  CITY 
STEFFNER,  EDpARD  3ENJ.  JOHNSON  CITY 
STEIN,  “ICHAEL  A,  JOHNSON  CITY 
SYKES,  TED  FJRD.  JOHNSON  CITY 

THUR  DE  KJOS,  »AUL.  JOHNSON  CITY 
VANDIVER  JR,  CLAYTON  J,  JOHNSON  CITY 
VARNEY,  FkANK  T.  JOHNSON  CITY 
VERMILLION,  STANLEY  E,  JOHNSON  CITY 
VQT Am , PAY  LOUISE,  JOHNSUN  CITY 

• RACGONER  , -lA-RV  N.  JOHNSON  CITY 
PALTERS,  PHIj.  VcRNO*i,  JOHNSON  CITY 
PA “PLE R , FREDERICK  p,  MOUNTAIN  CITY 
WEBB,  CLINTON  STEVE,  JOHNSON  CITY 

» PEST,  EDpARO  T,  JOHNSON  CITY 

WHITE , NOR'AN  EUiENE.  JOHNSON  CITY 
PHITLOCK,  JOHN  L,  -OUNTAIN  CITY 
PHITSON,  “ICHAEL  L.  JOHNSON  CITY 
PILEY  JR,  <<  ART  HU  P , JOHNSON  CITY 
pILLIA-S.  6 ALc»,  JCHNSON  CITY 
PILLIARS,  HENkY  JACKSCN,  JOHNSON  CITY 

» WILSON  JR,  JOHN  n,  JCHNSON  CITY 
WILSON,  DAVID  JOHNSON  CITY 

WILSON.  G DEAN,  JOHNSON  CITY 
WILSON.  JA'ES  -akIQn.  JOHNSON  CITY 

• WILSJN,  SmELsUP  ME  N,  JOHNSON  city 

» WDFFDrO,  CHAS  PARKE®.  JOHNSON  CITY 
WOOD,  JAHtS  FOWL- , JOHNSON  city 
POOO,  WILLIAW  G,  JOHNSON  CITT 
WYCHE,  DONALD  p.  JOHNSON  CITY 
WYCHE,  *t<Y,  JOHNSON  CITY 
YOUNCfaERG,  GEORGE  A.  JOHNSON  CITY 


WHITE  COUNTY  MEDICAL  SOCIETY 

ANDREWS.  i H,  SPARTA 

baker,  rcjeot  e,  sparta 

BRADLEY,  DONALD  H'JGHfc 5 , SPARTA 
3kA“LETT,  Dan  J,  SPARTA 

cohen,  pernarj  rartin,  Tallahassee,  fl 

JOHNSON,  JOEL  E,  S D A r T A 

■itchell.  cha.les  a.  sparta 

NE  S 3 E TT , dlL.Y  C.  SPARTA 
• ROBERTS.  CHARLES  j,  SPARTA 
S-ITH  JR,  L H,  SPARTA 
STUN.KLE,  GENE  G,  JACKSONVILLE,  AL 
WALL.  GEORGE  T,  SPARTA 


WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

ANDERSON,  -ICHARJ  - ICHAEL,  FRANK_IN 
BEThurijp,  alya  JEFFp-sOn,  F-an<LIn 
BRCpN,  BAkRV  J,  “03 IlE , AL 
CASPARIS,  ANThONY  DRAKE.  franklin 
CUFTIS.  ShANNJN,  franklin 
EsCKfc,  p - F,  aRanRLIn 
EVINS,  STARLING  CLAUDc,  FRANKLIN 
FERRELL,  ' CRAIG,  FRANKLIN 
GREER  JR,  FJLTCN  r,  FRANKLIN 
» GUcF?t , HARRY  J AS  PE  P , F.ANKLIN 
HALEY,  FRED  L.  FkANKlIN 
HICKS,  KENNETH  «.  F-ANKLIN 
H I “ “ELF  ARo , Ell  I JT  HARVEY,  FRANKlIn 
HOLLISTER.  RJbT  -ORRIS,  FRANKLIN 
HOOVER  JR,  HU-CLL  »,  FkANKLIM 
HUTCHESON  JR,  R Oh  T -<ENRY,  FRANKLIN 
KENNEOY,  JAKES  S,  FRANKLIN 
LANE,  RIChARj  GEOFFREY,  FRANKLIN 
LEE,  ANTHJNY  J 0 F . = R ANKLlN 

“ANSON,  JA“-S  EDpARO.  FiaNKLl N 
“C3AMEL,  pIll I A “ R,  BRENTpuCO 
HENEELY,  kA Y- DnO  l.  FRANKLIN 
RFTTETAL  JR.  RAY  ,,  FRANKLIN 

“ILLER,  Philip  G,  F;4.jKLIN 
“JSS  JS,  JOE  PER  S I US , Franklin 


“ULlInS,  « “ I CMAE  t_ « franklin 

OLOHAW,  ROBERT  KEnNETh,  FRANKLIN 
ONOHUNDRU  III,  JOHN  FRANKLIN 

PARSONS,  P A ’Ji_  0,  FRANKLIN 
Rhf4,  karen  ann  he  n')«  i x , fp4n<lIn 
SAVAGE,  H BRYANT,  cRANrLIS 
STILwELL  JR,  CHARLCS  A,  FRANKLIN 
pALLpGRR,  J CALE-j,  BkEHTpGOO 
pILLI A“S,  PAYNE  PATRICR.  franklin 
■ I LLGUGhBY , JUS  LEEPER.  FRANKLIN 
YORK.  DOUGLAS  ClIFT^n,  FRANKlI*. 


WILSON  COUNTY  MEDICAL  SOCIETY 

BLOEOEL,  CAr_a,  LEBANON 
BRAOSHAw  JR,  JAKES  C,  LEBANON 
BRYANT,  JUE  FRANk,  LEBANON 
FERGUSON,  “ORRIS  DF  AN , LEBANON 
GkEGCRY,  kELlY  G,  LEBANON 
G»I“E,  HA.VEy  h,  LEBANON 
-*  A “ l LTD  N ;y,  LLEWELLYN  -,  LEBANON 
JACKPAN.  ROGER  L,  LEBANON 
» KASH,  RGSCDE  CONK L IMG,  LEBANON 

* LEATHERS,  JA«cS  P-DOTtk,  LEBANON 
L-VElESS  JR,  Ji*t.S  AlVA,  LEBANON 

» ld-e,  Charles  t,  Lebanon 
“ARTIS,  GEORGE  C.  LEBANON 

* “CFARLAfO,  SAR  p,  LEBANON 

MC I NS IS,  DAlTOn  BLUE,  LEBANON 
“CKINNEY,  RDGtR  E , L£PASCN 
“C®  3 1 S II,  JARFS  ,,  LEBANON 
PUSYEAR,  THOS  RICHARD.  LEBANON 
ROBERTSON,  GEO  LEBANON 

ROGERS,  CiRL  a,  LEBANON 
S “ I TH , SA--Y  “,  LFRaNON 
SNYDER,  STEPHEN  _E8 ANUN 

* SpAN,  JOHN  L.  Lt-JANON 

taylcr,  billy  ja-fs,  Lebanon 

* TILLEY,  JJHN  HILL.  LEBANON 

Turner,  «g3ert  Phillips,  nashville 

WIGGINS,  BfcPNAiD  A,  LEBANON 
WOODS  JR,  DExTER  ^EVErT.  LEBANON 


DECEASED  PHYSICIANS— 1984 


ANDES  SOM , BYkCc  C,  KNOXVILLE 

ANTHONY,  R03T  A,  -E-PHIS 

AYRES  JS,  JDHN  C,  “E-PHI5 

3LACK  JR,  w“  TH3S.  -E-PHIS 

BOCHER,  Frank  h,  LYNCHBURG 

BRADLEY,  JA-FS  FrEDECICK,  “ILL  I N^  TON 

CARDwELL,  PAUL  H,  KNOXVILLE 

COOPER,  ROBT  aTLEE,  GREENSVILLE 

OERP.YBEPrY,  D NERTTN,  SIGNAL  “OUNTAIN 

DIETRICH,  JULI'JS  P CTE  R , OOLTEpAh 

DINGS,  FAkLEY  -ArTIN,  CLINTON 

FOX,  HASkELL  -,  JREENEVILLE 

GA “3 1 LL , IRA  JOHNSON  CITY 

GIBBS.  Ja-ES  VIVIAN,  KNOXVILLE 

GLASS,  pILLAkD  G,  KINGSPORT 

HENARD,  CARTER  HAl,  G»EENEVIlLE  ■ 

HERNDON,  Z EL“A  L,  SA  NI3EL , EL 


HOWARO,  .«  T,  CJVIMGTON 
HUFSTEDLER.  FRED  E,  KNOXVILLE 

jones,  ww  o,  Fayetteville 

KILLEFFER,  LOUIS  a,  mafrI-AN 
KITCHEN.  OEL-AS  k E A LL  , CLEVELAND 
L A T « a p , Frank  4,  <f“RrIS 
LtVENSDN,  OA.ID  E,  GER-ANTCpN 
LEpIS  JR,  LAiiENCE  C.  -fbphIS 
LD-ASNEY,  THCS  Li, PENCE,  KNCXVIL^f 
LDpE,  JACKSON  p h j l I d 
“ANLOVE  JR.  k,  NASHVILLE 
"ATHIS,  E R 'J  £ S T H , «fpOHIS 
-CCDLLU-,  HASKELL  “ , GREENFyILLE 
“CFADDIN.  JA-ES  GORDON,  BRISTOL 
“E IPGpSKY , A-N0L3  -Ax,  FRANKLIN 
“URFREE,  “ATT  3,  -U-FPEESBORO 
NEUENSCHpANDER , HASOLU  L,  KNOXVIlLE 


OELKER,  OJNA^j  -ILSDN,  -EPPHI5 
DRR,  pILLIA-  f,  NASHVILLE 
0-N3Y,  NCR “AN  L.  SOUTH  P I TTS3URG 
PLATT,  SA-L  JJS.  “MOXVIlLE 
PRATT,  GILBERT  a-,  KNOXVILLE 
RECARO,  p-  OAV  I"  l F 0 , CHATTANOOGA 
Shaw  SR,  jOh,  LYlE,  -E“PriIS 
SHIELDS.  LESTER  HD-ArJ,  ATHENS 
S0“  ASHEK  Ak  , K R,  “ARTI*. 

SPR'JNT,  DOUGLAS  h,  .-E“?HIS 
SUTLIFF,  .HEELAN  0,  CHALFONT,  °a 
TAYLDk,  RICHARD  DAVID,  DTFRS6URG 
TERRY,  RCbT  TjDD,  NASHVILLE 
TRU“3ULL,  “ERLIN  LEE,  -E-PHIS 
VINSANT,  LOWELL  zzUGENt.  PASYVILLc 
pILLIA-S,  JULIAN  c,  KINGSPORT 
WITHERInGTON,  JA«ES  5,  -t “Pnl 5 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 

Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


AMEDD  Personnel  Counselor 
Mid-Memphis  Tower  Building 
1407  Union  Avenue,  Suite  407 
Memphis,  TN  38104 
(901)  521-2855 
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